Initial Competency Assessment Skills Checklist— Speech Language Pathologist
Name:  _____________________________________________________________________

Date of Employment:  ________________________Date Completed:  ___________________

	Self Assessment
	Competency for the Physical Therapist
	Proficiency Required
	Evaluation

Method
	Competency Validation Indicated by

Preceptors Initials and Date

	Do you have experience with this skill?
	Are you competent performing the following:
	
	
	
	

	YES
	NO
	YES
	NO
	
	
	
	

	
	
	
	
	VITAL SIGNS/BP & PULSE
	
	
	

	
	
	
	
	a. Demonstration of BP & Pulse testing
	
	
	

	
	
	
	
	b. Verbalization of alternate measure placements
	
	
	

	
	
	
	
	c. Pulse Ox reading
	
	
	

	
	
	
	
	d. Indications for taking vital signs
	
	
	

	
	
	
	
	O2
	
	
	

	
	
	
	
	a. Change tank
	
	
	

	
	
	
	
	b. Adjust liter flow
	
	
	

	
	
	
	
	c. Flow rate reading
	
	
	

	
	
	
	
	d. Nasal canula application
	
	
	

	
	
	
	
	e. Safety instruction ( no smoking
	
	
	

	
	
	
	
	f. Pulse ox- indication, order
	
	
	

	
	
	
	
	PAIN
	
	
	

	
	
	
	
	a. Faces scale
	
	
	

	
	
	
	
	b. Verbal analog scale
	
	
	

	
	
	
	
	c. Visual analog scale
	
	
	

	
	
	
	
	DME
	
	
	

	
	
	
	
	a. Recognize providers in area
	
	
	

	
	
	
	
	b. Verbalize ordering process
	
	
	

	
	
	
	
	c. Be familiar with insurance coverage
	
	
	

	
	
	
	
	OTHER
	
	
	

	
	
	
	
	b. Medication baseline knowledge
	
	
	

	
	
	
	
	LANGUAGE
	
	
	

	
	
	
	
	MEMORY/COGNITION
	
	
	

	
	
	
	
	SWALLOWING
	
	
	

	
	
	
	
	APRAXIA/DYSARTHRIA
	
	
	

	
	
	
	
	VOICE
	
	
	

	
	
	
	
	ARTICULATION
	
	
	

	
	
	
	
	AAC
	
	
	

	
	
	
	
	FEEDING
	
	
	

	
	
	
	
	FLUENCY
	
	
	

	
	
	
	
	MBS INTERPRETATION
	
	
	


**This tool is recommended by the MHHA Rehab Subcommittee to assess new hire competency.   Individual agency specific competencies should be included as needed.** 
Comments:  ____________________________________________________________________________
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____________

Supervisor Signature














Date

_____________________________________________________________
____________

Preceptor(s)















Date

_____________________________________________________________
____________

Preceptor(s)















Date
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____________
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Date

