
Community Hospital

To be Completed by Applicant:

Name: 															            

Date of Hire: 					       Years of Practice in Profession: 					   

Date of Performance Review: 					       Department: 					  

Current Level	 (circle one)				    Requested Level 	 (circle one)
Career Level: I     II     III     IV   V			   Career Level:     I     II     III     IV    V
Requirements for Advancement:
Last pay for performance score ________

															             
															             
															             
															             
															             
															             
															             
															             
															             
															             

Note:  All supporting documentation must be attached to this summary sheet.

Signature: 										          Date: 				  
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4.
5.
6.
7.
8.
9.
10.

Professional Recognition Program  
Clinical Excellence in Practice

Summary Sheet

To Be Completed by the Review Committee:

	 		  Approved	 			   Not Approved		 Date: 			 

Comments: 													           

														            

														            

														            

Current Rate $ 		           Career Ladder Increase Amount 	 %   	 New Rate $ 		

Date Notification Sent to HR: 					     Applicant Notified: 			 

Director Signature 									         Date: 			 

VP Signature 										          Date: 			 

Mktg/ Human Resource/Career Ladder/Clinical Excellence in Practice Summary Sheet


