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Employee Details

	Title
	 FORMCHECKBOX 
  Ms
	 FORMCHECKBOX 
  Mrs
	 FORMCHECKBOX 
  Miss
	 FORMCHECKBOX 
  Mr
	 FORMCHECKBOX 
  Dr
	 FORMCHECKBOX 
  Prof
	 FORMCHECKBOX 
  Other:      


	Surname:
	     
	Employee Number:
	


	Given Name(s)
	     
	                      FTE:
	     


	Position No:
	     
	Position Title:
	     

	Contact No:
	
	Health Unit:
	


	Permanent Status
	Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 



	Date of Receipt:
	     


	Manager’s name and contact no.
	
	     

	Professional Supervisor’s name and contact no.
	
	     


Part 1: Assessment against Work Level Definitions 

Criteria Met:  
Yes    FORMCHECKBOX 
         
No    FORMCHECKBOX 
         
Partially    FORMCHECKBOX 

Part 2: Performance Review & Development Plan

 FORMCHECKBOX 
   Confirmed that the employee has complied with all requirements of a current Performance Review & Development Plan and a copy of the plan was attached.

 FORMCHECKBOX 
   Could not confirm that the employee had complied with all requirements of a current Performance Review & Development Plan and a copy of the plan was attached.
 FORMCHECKBOX 
   Could not confirm that the employee had complied with all requirements of a current Performance Review & Development Plan and a copy of the plan was not attached.
Part 3: Panel Comments (optional)

Comments:

Part 4: Allied Health Peer Assessment Panel Outcome of Assessment

	Panel Recommendation

	CHAIRPERSON (HR)
Signed



Name



Date
 _______/________/________ 


	 FORMCHECKBOX 
 Yes

The application has been assessed and is recommended to progress to AHP2 increment 2.

Increment Date _______/________/________
 FORMCHECKBOX 
 No

This application has been assessed and is not recommended to progress to AHP2 increment 2 at this stage as detailed in the above document. Following further progress of a collaboratively agreed Performance Review and Development Plan process, reconsideration of this application can occur at any time.

	PROFESSION SPECIFIC AHP PANEL MEMBER

Signed



Name



Date
 _______/________/________ 


	AH MANAGEMENT PANEL MEMBER
Signed



Name



Date
 _______/________/________ 


	Delegate Approval

	Signed



Name



Date
 _______/________/________ 


	Comments (optional):


Part 4: Evaluation Process

For comments and/or recommendations on this process or templates, please send contact your local HR or the Allied and Scientific Health Office on:  alliedandscientifichealth@health.sa.gov.au
Human Resources use only

	
	Signature
	Date

	Applicant advised of outcome
	     
	     

	Processed on CHRIS
	     
	     








Panel Form for 


Allied Health Panel Assessment Process


AHP2 increment 1 to AHP2 increment 2


(For assessment of quarantined staff translated from PO106 & PO107 to AHP201 in EA 2010 only) 














Panel Assessment Form: AHP2.1 to AHP2.2

Allied and Scientific Health Office and Workforce Division, March 2015
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