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CHW PERFORMANCE EVALUATION FORM
Assessment for the month of: _______________________________________

Instructions:

A CHEW will assess the CHWs based on the indicators and evaluate their monthly performance.   
The indicators that a CHEW will look out to decide whether a CHW was active are: 

1. Completeness of monthly report (currently forms: MOH 513 and 514). If complete and timely (must reach the CHEW by the last day of the month), score 1 mark
2. Household visits & documentation of health status after visiting all assigned households. If done, score 1 mark
3. Participation in monthly CHC health dialogue and on-going involvement in quarterly action days. If he/she actively participates, score 1 mark
4. Active participation in community mobilization for outreaches, immunization campaigns, dialogue days, action days etc. If active, score 1 mark

5. Case finding, referrals for core services and follow up:
a. Number of Clients referred for FP Services. Score 1 mark if he/she has referred at least 10 Clients
b. Number of Clients who received FP services from the CHW. Score 1 mark if he/she has reached at least 10 Clients
c. Number of home visits including counselling and follow up of pregnant women. Score 1 mark if he/she has visited and followed up at least 2 Clients
NB: All referrals must be documented at the health facility as proof of work done.

CHWs should be encouraged and motivated to attain a minimum score of 5 out of 7. 
	 
	NAME OF CHW
	Complete & timely monthly reports
	House-hold visits 
	Participation in Dialogue & Action days
	Community Mobilization
	Referrals for ANC
	Referrals for Immunization
	Defaulter tracing
	TOTAL SCORE

	1
	Esther xxxxxxx
	 
	 
	 
	 
	 
	 
	 
	 

	2
	Beatrice  xxxxxxxxx
	 
	 
	 
	 
	 
	 
	 
	 

	3
	Melvine  xxxxxxx
	 
	 
	 
	 
	 
	 
	 
	 

	4
	Nelly xxxxxxxx
	 
	 
	 
	 
	 
	 
	 
	 

	5
	Margret  xxxxxxxx
	 
	 
	 
	 
	 
	 
	 
	 

	6
	Eunice  xxxxxxx
	 
	 
	 
	 
	 
	 
	 
	 

	7
	Boniface  xxxxxxx
	 
	 
	 
	 
	 
	 
	 
	 

	8
	Betha  xxxxxx
	 
	 
	 
	 
	 
	 
	 
	 

	9
	Grace  xxxxxx
	 
	 
	 
	 
	 
	 
	 
	 

	10
	George  xxxxxxxx
	 
	 
	 
	 
	 
	 
	 
	 

	11
	
	 
	 
	 
	 
	 
	 
	 
	 

	12
	
	 
	 
	 
	 
	 
	 
	 
	 

	13
	 
	 
	 
	 
	 
	 
	 
	 
	 

	14
	 
	 
	 
	 
	 
	 
	 
	 
	 

	15
	 
	 
	 
	 
	 
	 
	 
	 
	 


Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Assessment done by (Name of CHEWs):   
1.
Name: _______________________________________________________________


Signature: ___________________________ Date: ____________________________

2. Name: _______________________________________________________________


Signature: ___________________________ Date: ____________________________

Official health facility stamp:
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