Personal Care Orientation Evaluation District # _____
Name of Student: _________________________________________________ DOB: __________________

Name of PCA: _________________________________________
Date of Supervision: ________________

P=Physical demonstration      O=Oral testing      W=Written testing      C=Consultation      S=Satisfactory      U=Unsatisfactory      N=Needs improvement
	Task/Concept
	Demonstrated by
	Skill Level
	Comments

	
	
	
	

	Behavior
	
	
	

	Assists through monitoring and         redirection
	P      O      W      C
	S      U       N
	

	Requests student to engage or start a specific behavior
	P      O      W      C
	S      U       N
	

	Requests student to stop a specific behavior
	P      O      W      C
	S      U       N
	

	Requests student to choose an alternate behavior
	P      O      W      C
	S      U       N
	

	
	
	
	


Based on the competencies demonstrated, it is my professional opinion that the individual named above is knowledgeable about and capable to provide personal assistance services related to the care plan for the above named student.
Printed Name and title of person who completed observation: _______________________________________________

Signature: ________________________________________________________

Date: _____________________
