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Peer Review of Clinical Teaching 

Faculty’s Name: Date of Observation: 
5 = strongly agree, 3 = neither agree nor disagree, 1 = strongly disagree 

Professionalism 
Demonstrates respect for patients, coworkers and students. □ 5  □ 4  □ 3   □ 2  □ 1
Demonstrates ethical conduct and discusses ethical issues with students. □ 5  □ 4  □ 3   □ 2  □ 1
Exemplifies professionalism. □ 5  □ 4  □ 3   □ 2  □ 1
Demonstrates enthusiasm. □ 5  □ 4  □ 3   □ 2  □ 1
Serves as an appropriate clinical role model. □ 5  □ 4  □ 3   □ 2  □ 1
Notes: 

Technical Competence 
Demonstrates up-to-date clinical skills. □ 5  □ 4  □ 3   □ 2  □ 1
Demonstrates up-to-date knowledge. □ 5  □ 4  □ 3   □ 2  □ 1
Develops an appropriate treatment plan. □ 5  □ 4  □ 3   □ 2  □ 1
Notes: 

Interaction with Students 
Establishes rapport. □ 5  □ 4  □ 3   □ 2  □ 1
Encourages all students to participate. □ 5  □ 4  □ 3   □ 2  □ 1
Asks appropriate questions. □ 5  □ 4  □ 3   □ 2  □ 1
Encourages students to defend their opinions. □ 5  □ 4  □ 3   □ 2  □ 1
Elicits opinions before offering a diagnosis □ 5  □ 4  □ 3   □ 2  □ 1
Provides appropriate feedback. □ 5  □ 4  □ 3   □ 2  □ 1
Notes: 

Organization 
Makes objectives and expectations clear. □ 5  □ 4  □ 3   □ 2  □ 1
Uses time effectively. □ 5  □ 4  □ 3   □ 2  □ 1
Notes: 
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Overall Evaluation 

Exemplary          Excellent          Good          Fair          Poor 

Additional Comments (required if no notes in sections above): 

Evaluator’s Name Rank 

Evaluator Signature 
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