[bookmark: Appdx_F]NAVY MEDICINE DENTAL RESIDENT/FELLOW
POSTGRADUATE TRAINING PERFORMANCE AND PROGRESS REPORT

Trainee Name: ______________________________________            Status:  ___ Resident    ___ Fellow
Last, First MI. 				      		

Name of Institution: ___________________________________________________________________	 

Program: _____________________________   Program Enrollment:   ___________ to ___________
Specialty/Subspecialty 					      MMYY	         MMYY
    
Current Resident Program Year: PGY -_____	Semester/Quarter Assessed: ___________	

Research Year Dates (if applicable): _______to _______   Projected Graduation Date: _____________ 
       MM/YY    MM/YY      			       (MM/DD/YYYY)

1. Performance:   Place an “x” in the appropriate box
	Competency Rating
	Significant
Problems
1
	Below Expectations
2
	Meeting Expectations
3
	Above Expectations
4
	Well above Expectations
5

	Patient Care:
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dental and Medical Knowledge:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Practice-based Learning and Improvement:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Interpersonal and Communication Skills:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Professionalism:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Systems-based Practice:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Clinical/Surgical Performance:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Research/Thesis Performance:
                               Check if n/a: 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Overall Evaluation:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



2. Is the resident on track to successfully complete curriculum requirements sufficient to be advanced to the next program year or graduate on time?  Yes_____ No_____

3. Is the trainee on probation?  Yes_____ No_____
If yes, please attach a copy of their probationary letter identifying the issue and plan of action.
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	4. Summary. Please comment on notable accomplishments, competency performance ratings less than 3, and other significant issues (expand box as needed): 












5. Please attach any periodic assessment forms, summary grade sheets, or transcripts as indicated. 

6. Please attach any additional documents you feel contribute to this assessment and wish the Graduate Dental Programs Office to be aware of regarding the performance of the resident/fellow.

7. Complete only upon program completion (check if n/a at this time ____):   

Based on the resident/fellow’s performance, I ___ recommend/___ do not recommend active staff appointment with clinical privileges in _________________________________. 
Specialty/Subspecialty

8. Resident Counseling. I have reviewed this assessment and acknowledge its contents.

_____________________________   		_________________
Resident’s Signature      				Date


___________________________	__________________________   	________________
Program Director’s Name (Print)      	Program Director’s Signature      		Date

Program Director Contact Info: Phone: ____________ e-mail: __________________________________


PLEASE SCAN AND SEND COMPLETED FORM TO: usn.bethesda.navmedleadprodevcmd.list.nmpdc-dental-corps-gp@health.mil
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