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Name of PDSS Member: __________________________________________________ 
 
Please check the appropriate boxes below 

 Initial Physician Rounder Competency Assessment 
 Annual Physician Rounder Competency Assessment 

 
The functions outlined below are reviewed to ensure ongoing competence.  Competency Assessment is part of the 
initial processing and annual performance appraisal. 

GENERAL PRIVILEGES MEETS 
EXPECTATIONS 

DOES NOT MEET 
EXPECTATIONS* 

NOT APPLICABLE 

Adheres to working directly with 
authorizing Supervising Provider regarding 
assessments and recommendations for 
patients and families. 

   

Complies with safety initiative of patient 
identification prior to working with the 
patient. 

   

Demonstrates appropriate sensitivity while 
conducting assessments, care plans, 
interactions, and interventions with 
patients or patient’s family. 

   

Collaborates with all necessary teams to 
ensure patient has the appropriate level of 
care and patient/family is referred to 
appropriate services and resources. 

   

Adheres to regulatory and agency 
standards for all documentation on behalf 
of the patient. 

   

Consults Supervising Physician in cases that 
require clinical social interventions or 
support beyond PDSS Member’s expertise 
or scope of practice. 

   

Communicates pertinent information to 
the Supervising Physician in a timely 
fashion to ensure patient safety, comfort, 
and care. 

   

Works collaboratively with any/all 
Carolinas HealthCare System employees 
while within any Carolinas HealthCare 
System facility. 

   

*If any requested item is noted as “Does Not Meet Expectations”, it is the responsibility of the sponsoring provider 
to address immediately.  Please provide written confirmation of competency when achieved. 
 
Name of PDSS Member: __________________________________________________ 

Evaluation Date: ______________________ 

PDSS Member Signature: ____________________________________________________ 

Sponsoring Provider Name: ________________________________________________________ 

Sponsoring Provider Signature: _____________________________________________________ 


