[bookmark: _GoBack]Medical Center PMSR:  Performance Improvement Plan

Resident:  ___________________________	Date:  _____________		Workplan: 1 2 3 4 5

Problem Identification:  List, describe and cite each SPECIFIC area(s) of unsatisfactory performance. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Consequences of failure to correct the identified performance deficiencies: (Check all that apply)
[  ]	Additional performance plan may be implemented
[  ]	No credit for training for _____ months
[  ]	Required to repeat PGY-___ training year
[  ]	Not Board eligible
[  ]	Contract for next training year will not be renewed
[  ]	Probation
[  ]	Dismissal from program

Performance Improvement Plan Timeline:
Time allotted for this performance improvement plan: ______  [  ] weeks  [  ] months
Date plan began:  _____________________
Date of plan completion: ______________________

Person(s) responsible for implementing the Performance Improvement Plan:
[  ]	Program Director			[  ]	Faculty (name) __________________________
[  ]	Assistant Program Director

Person responsible for assessing the Performance Improvement Plan outcome:
[  ]	Program Director			[  ]	Faculty (name) __________________________
[  ]	Residency Committee

Resident Comments: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Resident Signature & Date: _____________________________________________

Program Director Signature & Date: ______________________________________
Resident Performance Improvement Plan

Resident:  _______________________________     	Date:  ___________________
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