
RC Health Services  

Student Name: ___________________________________________  Date:__________________________ 

Location: ________________________________________________   Shift Time: _____________________  

Course Number: _____________________________    Class Instructor: _____________________________________ 

Instructions to the Evaluator: 

In order to ensure the highest level of educational experience, RC Health Services requests your assistance in the 

evaluation of our students. The points and comments are used by our Instructors to evaluate their performance and 

are part of their overall clinical grade.  In addition, please record the number of patients that were transported. 

Mark form using this criteria 

1- Poor  2 – Below Average     3 – Average  4 – Above Average    5 - Excellent 

 1    2  3   4  5 

□□□ □ □ The student’s professionalism, integrity and overall demeanor is: 

□□□ □ □ 

The student’s appearance/initial presentation is: 

□□□ □ □ 

The student’s overall knowledge of training is: 

□□□ □ □ 

The student’s level of clinical motivation to maximize the learning experience is: 

□□□ □ □ 

The student’s attitude towards opinions, skills and actions of professional colleagues and 

instructors is: 

□□□ □ □ 

The student’s level of participation in patient care while demonstrating advocacy and empathy is: 

□□□ □ □ 

The student’s communication with staff and/or patients (includes verbal, non-verbal and written) 

is: 

□□□ □ □ 

The student’s performance of psychomotor skills for his/her level of training is: 

□□□ □ □ 

The student’s ability to demonstrate self confidence is: 

□□□ □ □ 

The student’s ability to demonstrate support for other team members is: 

If total score is less than 20 or greater than 40, please justify below 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

___________________________________________________    ____________________________________________ 

Evaluator’s Printed Name     Evaluator’s Signature 

Emergency Medical Services Training 

Student Evaluation 

     Total Score 

Total Transports 

Total Transports
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To be discussed with the student 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

Arrived at scheduled time 

Arrived prepared 

Arrived dressed appropriately 

Introduced themselves to staff 

Has ID badge and needed equipment 

Performed Basic EMT skills properly 

Performed Basic EMT-I/P skills properly 

Provides rationale for treatment of patient 

Shows self confidence in level of training 

Areas where improvement is needed: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

____________________________________________________   _________________________________________ 

Student’s Printed Name   Student’s Signature 

____________________________________________________   _________________________________________ 

Evaluator’s Printed Name    Evaluator’s Signature 

Preceptor:  Did the student experience a difficult call, or have an 
extreme reaction to a call?  If you would like to notify us about a 
Critical Incident, or about another aspect of the shift that you 
found concerning, please scan the QR code and let us know.

We appreciate the work you do, and your assistance in guiding our 
students as they travel the road towards a rewarding career in EMS. 

 Stay safe!


