SURGERY CENTER XYZ
QUARTERLY CLINICAL COMPETENCY

Surgeon Name: ___________________________________________     Date:  ____________________
Reviewing Physician:  _________________________________________________________________
_____________________________________________________________________________________

Surgeon Observation by Physician
1) Did the surgeon identify the patient?                 
                                       Yes
             No
2) Did the surgeon review the H&P?                             

                          Yes                    No
3) Did the surgeon fully participate in the time out process? 


Yes

No
4) Did the surgeon personally mark the site?




Yes

No
5) Did the surgeon use proper neutral zone technique?   


Yes

No
6) Did the surgeon use proper sterile technique? 



Yes

No
7) Did the surgeon wear a new clean facility-provided gown at all times?
Yes

No 
8) Did the surgeon perform proper hand hygiene?          


             Yes
             No
9) Did the surgeon write discharge orders?      


                          Yes
             No
10) Did the surgeon use single dose vials for multiple patients?     

Yes

No
Deficiencies Noted:  __________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Comments:  _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Date Reported to Governing Body:  _________________________

Physician Signature:  _______________________________________________________________

