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Clinical Contract Evaluation Form 
To document that Name of contracted company is providing patient care, treatment and services in a safe and effective manner, senior leadership, including medical staff, with input from department directors and others having first-hand knowledge, must complete this form at least annually for each clinical contract for which he or she has oversight. This requirement applies to all clinical contracts. In addition, every clinical contract must meet all regulatory requirements, including but not limited to, The Joint Commission (TJC), Centers for Medicare & Medicaid (CMS), Department of Health, OSHA and all other applicable accrediting and regulatory agencies. The contract should also contain language within that states this expectation. 

Type of Services Being Provided:


Time Period When Services Provided:




Name of Person Completing Form:  
                              Title:  


         Date:

	
	Yes
	No
	NA

	Did the contracted person/company satisfactorily complete the clinical requirements of the contract?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did the contracted person/company satisfactorily meet all performance measures described within the contract/addendum?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did the contracted person/company satisfactorily meet all regulatory standards?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Did the contracted person/company satisfactorily complete other requirements of the contract, as defined by leadership?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Please indicate how the contracted person’s/company’s performance was monitored and assessed (circle all applicable options):

	· Confirmation of accreditation/certification status
	· Direct observation of care
	Audit of documentation 

	· Review of occurrence reports
	· Review of periodic reports submitted by contractor
	· Collection of data addressing the efficacy of the service



	· Review of performance reports based on indicators set forth in the contract


	· Input from staff and patients
	· Review of patient satisfaction data

	· Review of results of risk management activities
	· Assessment of contractor’s responsiveness and communication


	· Review of patient rights data

	· Review of grievances
	· Peer review information
	· Other _____________________ 


Please indicate any actions taken to improve services or address issues that did not meet defined expectations:

	Area of Concern
	Actions Taken

	
	

	
	

	
	

	
	


Please indicate whether the expectations for the contracted person/company are set forth in the contract, a job description, or elsewhere:  

 FORMCHECKBOX 
  In the contract    FORMCHECKBOX 
  Addendum FORMCHECKBOX 
  Other: ________________________

By signing below, I certify that I have monitored and assessed the clinical and related performance of the contracted person/company and determined its performance to be satisfactory or unsatisfactory, as indicated above.  I also certify that I have discussed and documented with the contracted person/company any contracted services that are not being provided in a satisfactory manner.

Signed: _______________________________________________________
Date: ________________
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