WELSH SCHOOL OF ANAESTHESIA

MULTI SOURCE FEEDBACK
Doctor’s
Name
___________________________________________________
Position
_________________________________________________

Date
Month______________Year_______

	How do you rate this Doctor in their:
	Serious Problem
	Below expectation
	Borderline
	Meets expectations
	Above expectation
	Outstanding
	Not observed

	
	1
	2
	3
	4
	5
	6
	

	Good Clinical Care

	Theoretical knowledge
	(
	(
	(
	(
	(
	(
	(

	Ability to formulate appropriate management plans
	(
	(
	(
	(
	(
	(
	(

	Awareness of their own limitations
	(
	(
	(
	(
	(
	(
	(

	Ability to respond to emergencies and critical situations
	(
	(
	(
	(
	(
	(
	(

	Technical skills


	(
	(
	(
	(
	(
	(
	(

	Appropriate utilisation of resources e.g. ordering investigations
	(
	(
	(
	(
	(
	(
	(

	Attitudes

	Reliability


	(
	(
	(
	(
	(
	(
	(

	Accessibility
	(
	(
	(
	(
	(
	(
	(

	Initiative


	(
	(
	(
	(
	(
	(
	(

	Administration


	(
	(
	(
	(
	(
	(
	(

	Time Keeping


	(
	(
	(
	(
	(
	(
	(

	Teaching 

	Willingness and effectiveness when teaching colleagues
	(
	(
	(
	(
	(
	(
	(

	Relationship with Patients

	Communication with patients
	(
	(
	(
	(
	(
	(
	(

	Respect for patients and their right to confidentially 
	(
	(
	(
	(
	(
	(
	(

	Working with Colleagues

	Verbal communication with colleagues
	(
	(
	(
	(
	(
	(
	(

	Ability to recognise and value the contribution of others
	(
	(
	(
	(
	(
	(
	(

	Overall, how do you rate this doctor?
	(
	(
	(
	(
	(
	(
	(


Please supply examples/ further comments overleaf.

FURTHER COMMENTS:

Anything Especially Good?




Please describe any behaviour that has raised 

concerns or should be a particular focus for 

development:

Do you have any concerns about this doctor’s probity or health?

(Yes

(No

If Yes please state your concerns: ________________________________________________________________

___________________________________________________________________________________________

Your identity will remain confidential. 

You will only be approached for further information, if necessary, by the College Tutor.

Your Signature:

______________________________________________ Date:   _____/ ____ / ______

Your Full Name:
____________________________________________________________

Post / Designation:
____________________________________________________________

Please send the completed form, in a sealed envelope, to Dr…………………………….., 

Educational Supervisor,Department of Anaesthesia

Thank you for your help.

