
Review Period: 

Effective Date: 

From: To: 
------ ------

(If Termination) 
_____ _ 

Employee Name: Employee#: Cost Ctr#: 

D 

D 

D 

------------- -------

Tit I e: 

-------

Employee has successfully completed the "Initial Review Period." Manager certifies that the employee has 

competed the new hire departmental checklist and successfully completed job specific competencies. 

I am extending the employee's probationary period for thirty (30) additional days. 

D 

D 

D 

D 

The employee's HR Client Partner has been notified of the reasons for this extension. 

The reasons for this extension and my expectations have been explained to the employee. 

A Performance Improvement Plan (PIP) has been put in place and a copy is attached. 

The employee has been informed that he/she will be ineligible to use paid leave (PTO) during this extended 

review period. 

Clinical Nurses Represented by a Collective Bargaining Agreement: 

I am extending the employee's initial review period for a second and final thirty (30) days increment. 

D 

D 

D 

D 

The employee's HR Client Partner has been notified of the reasons for this extension. 

The reasons for this extension and my expectations have been explained to the employee. 

A Performance Improvement Plan (PIP) has been put in place and a copy is attached. 

The employee has been informed that he/she will be ineligible to use paid leave (PTO) during this extended 

review period. 

D I am terminating the employee. 

Authorizing Signatures: 

ADMINISTRATOR Signature Date VICE PRESIDENT Signature Date 

(Required for Extended Review Periods and Terminations) 

Employee Acknowledgement: (Acknowledges the notification; does not infer agreement with part/all of the review)

EMPLOYEE Signature Date 
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PERFORMACE EVALUATION






