
FHN LABORATORY 
COMPETENCY ASSESSMENT 

DO=Direct observation of routine patient test performance TR= Monitoring and recording of test results ID= Review of intermediate test 

results/worksheets/ quality control/ preventive maintenance records  PM= Direct observation of performance of instrument maintenance and function 

checks  TP= Assessment of test performance /proficiency/ blind testing samples/ previously analyzed specimens PS= Assessment of probem solving 

skills 

______________________________     _________                        ___________________________________     _________ 
               Employee’s Signature                             Date                                            Medical Director/Designee Signature                      Date 

 

Name: ____________________________________ Assessment: □ Initial □ 6 month □ Annual 

DNP = Employee Does Not Perform this particular testing.  F = Account number of patient record reviewed 
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