
Kindly enclosed photocopy of 1st charge certificate (Joining certificate) with this performance report. 

Performance Review FORM 

 

Name of Doctor: …………………………………….………… Specialist type: ………………..……….. 

Designation: ……………………………………….…… eHRMS Code: .…....…...……………………… 

Date of Joining: ……………………………. DOB: ……………………. Pan Card no: ………………….. 

District: ……………………….…………… Facility name: ………………………………………………. 

Name of the Supervisor: ……………………………………………………………………………..……. 

 

Instructions for Extension: 

 

After completing one year of contractual service successfully, kindly fill the doctors/ specialist performance 

review report month wise start from his/her date of joining for his/her contract extension. Points are mention 

below. Fill as applicable. (Value should be in numbers to identify the monthly caseload done by doctor): 
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Recommendation by CMO/CMS: 

 

I ........................................................... Hereby say that Dr ..................................................... who was 

posted in ...................................... has worked as EMO/Specialist/Medical Officer from date ..................... 

to .................. His/ Her conduct was good/ok/bad. He/ She is being strongly recommended/ not 

recommended for one year extension. 

Verified by CMO/ CMS 


