
Purpose:  The purpose of this assessment is to identify needs or deficits related to a licensee’s practice and determine whether those deficits would be amenable to identified sources of remediation. 

Policy:  The assessment will be completed, whenever possible, at the Hospital by identified professional staff. Additional assessment may be done, as necessary, by the PREP Program coordinator or by other appropriate individuals. Any costs incurred for assessment will be borne by the licensee.

Section I      Initial Screening Consultation for PREP Candidate
Date _______________            Facility_____________________   

Name of Licensee ____________________________________

RN____   LPN____    Certificate # or Social Security #__________________

Home Telephone: ___________________________  

Date of Employment____________________Area of Practice______________

Summarize Incident/Incidents relating to PREP referral: (Basic facts of incident: who, what, where, when, why)___________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

If incident resulted in patient harm, please describe:________________________________________________________________________________________________________________________________________

Has licensee ever received prior discipline or counseling related to her/his practice at your agency?________________

If yes, list dates and types of counseling/discipline:______________________________________________________________________________________________________________________________

Has licensee demonstrated deceitful behavior or misconduct related to the incident? yes_____no_____

If yes, describe:_____________________________________________________

Preliminary screening completed by:__________________________________________

Date of consultation with PREP Coordinator:_____________________

Is Licensee appropriate for further assessment for the PREP Program ____yes ____no

Comments/Discussion____________________________________________________________________________________________________________________________

If Licensee is considered appropriate as a potential candidate for PREP, proceed with Assessment, Section II.

I, __________________________________ (licensee) hereby      _______accept

_____ decline further assessment and consideration for participation in the North Carolina Board of Nursing PREP Program.

Section II.  Assessment     

Site of Assessment: ___________________________________________________

Date of Assessment:___________________________________________________

Assessor/s: __________________________________________________________

Position: ________________________________ Phone:_______________________

Types of Assessment Utilized:  (check all that apply)    

A) Written tests _____________        B) Personal Observation___________________

C) Scenario discussions_______        D) Personal Interview _____________________

E) Computerized testing _______      F) Other (describe)________________________

Results of Assessment: ________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Licensee will review Assessment and sign the following statement:

I have reviewed the information documented in this assessment and affirm the facts set forth are true and correct to the best of my knowledge, information and belief.

______________________________________________Licensee Signature

Recommendations for Remediation or Monitoring (indicate any identified resources):______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Section III.  Program Participation         (to be completed by Board Staff)

Information related to the assessment and plan for remediation will be reviewed by at least two Board staff to determine if participation in the PREP Program is appropriate. This document was reviewed on ___________ by

_______________________________ and ________________________________

and it is determined regarding this single issue, the licensee _________may ________may not participate in the Program.

Comments_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Assessment
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