
Clinical Competency Evaluation for Quality 
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March 2020  

 

❑ Mr.   ❑ Mrs.   ❑ Miss   ❑ Ms.   ❑ Dr. 

Last: First: Middle: 
 

Date of Birth: 
 

/                 / 
 Year Month Day 

Address (Home): Phone: Occupation: 

City: Postal Code: Business Phone: 

Height: Weight: Blood Pressure: Pulse:
 
Pulse: 

Resp: Temp: 
 

In case of emergency, we should notify: Name: Relationship: Phone: 

Family Doctor: Phone: Medical Specialist:  Phone: 

Other Health Provider: 
(e.g., Occupational Therapist, Dietitian, Naturopath, Chiropractor) 

Area of Specialty:  Address/Phone: 
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1. Do your gums bleed when you brush? Y N 9. Are you nervous during dental treatment? Y N 

2. Have you ever had orthodontic or 
orthotropic treatment (e.g., braces)? 

Y N 
10. What is the reason for your dental visit? 

 

3. Have you had any periodontal (gum) treatment? Y N 11. Date of last dental examination: 

4. Are your teeth sensitive to hot, cold, sweets, or pressure? Y N 12. Date of last dental x-rays: 

5. Have you ever had an injury to your head, face, or jaws? Y N Please explain any YES answers: 

6. Do you suffer from frequent headaches? Y N 

7. Do you have earaches or neck pains? Y N 

8. Do you have removable dental appliances? Implants? Y N 
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1. When was your last medical checkup? Date:  Do you have or have you ever had:   

2. Are you being treated for any medical condition or 
have you been treated within the past year? 

Y N 12. Ear or hearing problems? Y N 

13. Eye problems (e.g., require corrective lenses, 
glaucoma)? 

Y N 3. Has there been any change in your general health 
in the past year? 

Y N 

14. Sleep disorders? Y N 
4. Have you ever been hospitalized for any illnesses 

or operations? 
Y N 

W
O

M
EN

 15. Are you or could you be pregnant?  
If yes, expected delivery date: 

Y N 

5. Do you have a prosthetic or artificial joint (e.g., hip, knee)? Y N 16. Are you breastfeeding? Y N 

6. Have you ever been advised to take antibiotics 
before dental treatment? 

Y N 17. Are you taking hormone replacement therapy? Y N 

Please explain any YES answers: 
7. Have you ever had a peculiar or adverse reaction, 

including allergies, to any medications or injections? 
Y N 

8. Do you have any allergies to any foods or materials 
(e.g., latex or metals)? 

Y N 

9. Do you have any other allergies (e.g., hay fever, animals)? Y N 

10. Cancer? Y N 

11. Dry mouth? Y N 
 

Your safety and optimal oral health are our priorities. The following information enables us to provide you with the best oral health care services 

safely and effectively. Please complete the entire form. During your visit, you will be asked questions regarding your questionnaire responses. All 
information is confidential and treated in accordance with applicable provincial and federal privacy legislation. 

18. Are you taking medications of any kind? Include prescribed drugs, over-the-counter medications (e.g., cold and flu remedy), and natural health 
products (e.g., vitamins, herbal, and diet supplements). If yes, please list. 

Drug Name Amount, Dose, Frequency 
(e.g., One 80 mg tablet 3 times per day) 

Reason Date Prescribed 
and Prescriber 

    

    

    

    

    

 



 
  

March 2020  

 

 

 
 

C
. C

A
R

D
IO

/R
ES

P
IR

A
TO

R
Y 

Do you have or have you ever had: 

1. Cardiovascular diseases? If yes, specify below: Y N 

❑ Angina ❑ Heart attack 

❑ Arteriosclerosis ❑ Heart murmur 

❑ Artificial heart valves ❑ High or low blood pressure  

❑ Congenital heart defects ❑ High or low cholesterol  

❑ Congestive heart failure ❑ Mitral valve prolapse  

❑ Coronary artery disease ❑ Pacemaker/defibrillator 

❑ Damaged heart valves ❑ Rheumatic heart disease/fever 

2. Chest pains upon exertion? Y N 

3. Shortness of breath? Y N 

4. Asthma? Y N 

5. Chronic bronchitis or emphysema? Y N 

6. Sinus trouble or nasal congestion? Y N 

7. Tuberculosis? Y N 

8. A persistent cough for more than 3 weeks? Y N 

9. Cough that produces blood? Y N 

Please explain any YES answers 
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Do you have or have you ever had: 

1.   Malnutrition? Y N 

2.  Eating disorder? Y N 

3.   Dietary restrictions (self-imposed or 
doctor prescribed)? 

Y N 

4.   Night sweats? Y N 

5.   Slow healing or recurrent infections? Y N 

6.  Thyroid or parathyroid disease? Y N 

7.   Diabetes? If yes, indicate type: Y N 

Please explain any YES answers: 

 

E.
  

G
A

ST
ER

O
IN

TE
ST

IN
A

L/
G

EN
IT
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U

R
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A
R

Y Do you have or have you ever had: 

1.   Hepatitis, jaundice, or liver disease? Y N 

2.    Difficulty swallowing? Y N 

3.   G.E. reflux/persistent heartburn? Y N 

4.   A stomach ulcer? Y N 

5.  Gall bladder problems? Y N 

6.  Kidney or bladder trouble? Y N 

7.  Excessive urination? Y N 

Please explain any YES answers: 
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Do you have or have you ever had: 

1. Prolonged or abnormal bleeding with a simple cut 
or following surgery, extraction, or an accident? 

Y N 

2. A blood transfusion? If yes, date: Y N 

3. A tendency to bruise easily? Y N 

4. Any blood disorder (e.g., anemia or hemophilia)? Y N 

Please explain any YES answers: 
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Do you have or have you ever had: 

1. Systemic lupus erythematosus? Y N 

2. Painful swollen joints or rheumatoid arthritis? Y N 

3. HIV/AIDS? Y N 

4. Other diseases or conditions that affect your immune 
system (e.g., sarcoidosis, Epstein-Barr, radiotherapy, 
chemotherapy, steroid therapy)? 

 
Y 

 
N 

5. Sexually transmitted diseases (e.g., herpes)? Y N 

6. Have you ever had an antibiotic resistant infection 
(e.g., MRSA)? 

Y N 

Please explain any YES answers: 

 

H
. N

EU
RO

LO
G
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A

L/
M

U
SC

U
LO

SK
EL

ET
A

L Do you have or have you ever had: 

1.   A stroke? Y N 

2.  Convulsions or seizures (e.g., epilepsy)? Y N 

3.   Mental health disorders? Y N 

4.   Arthritis? Y N 

5.   Osteoporosis or osteopenia? Y N 

6.  Chronic pain? Y N 

Please explain any YES answers: 

 

I.
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TH
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1. Do you smoke, chew, or snort tobacco products? Y N 

 If yes: Frequency (daily, weekly)? 

 

Number of years use? 

Have you ever tried to quit? Y N 

Are you interested in quitting? Y N 

2. Do you have a drug or alcohol dependency? Y N 

3. Other diseases or medical problems that run in your family? Y N 

4. Other conditions or medical problems not listed? Y N 

5. Other special needs that will affect your dental care? Y N 

Please explain any YES answers: 

 

 
 

 
 
 
 
 

To the best of my knowledge, the above information is correct. 
 

Client/Parent/Guardian Signature: ________________________________________  Date: _______________________________________  
 
Reviewed by: ________________________________________________ (DDS, RDH) Date: _______________________________________  
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 Evaluation Date: ___________________________________________  

 

 Client Name:  ______________________________________________  

  

 Candidate:  _____________________________________________________  

Notes ASA CLASSIFICATION: I II III IV V E 

Comments on client interview concerning health history. 

 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 

Significant findings from questionnaire or verbal interview. 

 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 

Considerations for the care plan. 

 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 
 ___________________________________________________________________________________________________________________________________  
 



  
 

 

 

 

 
CONSENT FORM 

 
 

NAME OF CLIENT: ___________________________________________________________________  

 
NAME OF DENTAL HYGIENIST:  _________________________________________________________  
 
 
 
I, _________________________________ understand that __________________________________  
         (Name of Client)                              (Name of Dental Hygienist) 
    

is participating in a Clinical Competency Evaluation for the College of Dental Hygienists of Ontario. 
 
Having had the nature and purpose of the evaluation and the procedures to be followed explained to 
me, I hereby authorize the above-named dental hygienist to perform those procedures for the 
purpose of this Clinical Competency Evaluation. I have had the opportunity to ask questions and they 
have been answered to my satisfaction. 
 
I have been advised that I can request that a copy of my record of treatment be forwarded to a 
healthcare provider of my choice following the evaluation.   
 
I acknowledge that at the Clinical Competency Evaluation, I may not be deemed to be acceptable as a 
client by the assessor. In that case, I will not be able to act as a client for the above-named dental 
hygienist. I also acknowledge that the decision of the assessor is final. 
 
 
DATED AT ___________________________THIS_________DAY OF_____________________20_____   
 
 
_______________________________________ ______________________________________  
                  (Client’s Signature)    (Dental Hygienist’s Signature) 

 

 

 

 



March 2020 Candidate Signature: ______________________________________  

CANDIDATE 
Evaluation Date: ___________________________________________________________  

Client Name: ______________________________________________________________  

Candidate: ________________________________________________________________  

Hard and Soft Deposits 
G = Generalized  L = Localized 

G L 

Plaque L M H L M H  ________________ 

Stain L M H L M H  ________________ 

Supra Deposits  L M H  L M H  ________________ 

R L 

Risk Factors 

Extra Oral 
 if within normal (Description of location 

 limits of clinical finding) 

Skin and Facial Symmetry   WNL  or 

Lymph Nodes: Head and Neck   WNL  or 

Thyroid and Salivary Glands   WNL  or  

TMJ   WNL  or 

Intra Oral 
Salivary Flow   WNL  or  

Lips   WNL  or 

Buccal Mucosa   WNL  or 

Cheeks   WNL  or 

Hard Palate   WNL  or  

Soft Palate   WNL  or 

Tonsils   WNL  or  

Pharynx   WNL  or  

Tongue   WNL  or  

Floor of Mouth   WNL  or 

Oral Cancer Screen:    WNL  or   ___________________    Referral Required 

Gingival Assessment 
G L G = Generalized  L = Localized 

Colour:  

 

 

 

 

pink ___________________________________  
red ____________________________________  
blue ___________________________________  
purple _________________________________  
pigmented _____________________________  

Contour and Size  

Margins:  

 

 

 

recessed _______________________________  
flat ____________________________________  
snug ___________________________________  
rolled __________________________________  
enlarged _______________________________  

Papillae:  

 

 

 

pointed ________________________________  
bulbous ________________________________  
blunt __________________________________  
cratered _______________________________  

Consistency:  

 

 

 

 

firm ___________________________________  
spongy _________________________________  
retractable _____________________________  
fibrotic ________________________________  
edematous _____________________________  

Texture:  

 

 

smooth ________________________________  
shiny __________________________________  
stippled ________________________________  

Hard and Soft Deposits 
G = Generalized  L = Localized 

G L 

Plaque L M H L M H  ________________ 

Stain L M H L M H  ________________ 

Supra Deposits  L M H L M H  ________________ 

Sub Deposits L M H  L M H  ________________ 

Dental Hygiene Diagnosis 

 ______________________________________ 

 ______________________________________ 

 ______________________________________ 

 ______________________________________ 

Treatment Plan 

 ______________________________________ 

 ______________________________________ 

 ______________________________________ 

 ______________________________________ 

SAMPLE



 

  

October 2020 Candidate Signature: _______________________________________________  

CANDIDATE 
Evaluation Date: _________________________________________________________  

Client Name: ____________________________________________________________  

Candidate: ______________________________________________________________  

 

Mobility                                                 

BOP                                                 

CAL                                                 

Recession                                                 

Pocket Depth                                                 

F 
A 
C 
I 
A 
L 

 

L 
I 
N 
G 
U 
A 
L 

Pocket Depth                                                 

Recession                                                 

CAL                                                 

BOP                                                 

AAP CLASSIFICATION Stage: Grade: 

OCCLUSION 

Class I:  Div I:  Overjet:  __________________ mm Crossbite: 

Class II:  Div II:  Overbite:  _________________ mm Mutilated: 

Class III:  Div 0:  Midline Shift:  _____________ mm  

BOP                                                 

CAL                                                 

Recession                                                 

Pocket Depth                                                 

L 
I 
N 
G 
U 
A 
L 

 

F 
A 
C 
I 
A 
L 

Pocket Depth                                                 

Recession                                                 

CAL                                                 

BOP                                                 

Mobility                                                 
                 

SAMPLE
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Missing Tooth                                                                         
(Blue, All Views)  

 
 
 

 

Unerupted,  
Incomplete Eruption  
(Blue, Facial & Lingual Views) 

Over-Eruption 
(Blue arrow, Facial View) 

Drifting 
(Blue arrow,  
Facial View) 
 
 
 

Tipped 
(Blue, Facial View) 

Facial or  
Lingual Version 
(Blue arrow, Facial or 

Lingual View) 

Pocket Depth  
(Blue = 
<4mm,  
Red = 4mm  
or more) 

 
Recession 
(Blue, 
recorded in 
recession box 
on Facial & 
Lingual where 
it occurs) 
 

Clinical Attachment Level (CAL) 
(Blue, Recession + Pocket depth = CAL or 
Pocket depth - hypertrophic tissue = CAL) 

Bleeding on Probing (BOP)  
(Red dot in BOP box on surface it occurs) 

Furcation  
(Red, on surface it 
occurs) 

Class I –  
Class II – 
Class III –  
Class IV –       

A) Decay: Red,  

open on surface 
B) Recurrent 

Decay: Red,  

outline area on 
previous  
restoration in Blue 

Mobility:  
Class 1, 2 or 3 
(Blue, record in 
mobility box) 

Supernumerary Tooth 
(Blue, Facial View) 

Rotation 
(Blue arrow, 
Incisal/Occlusal View) 

Open Contact 
(Blue, Facial View) 

Existing Restoration 
(Blue, Closed, on surface it occurs, Including 
Abbreviation of Restorative Material) 

• Ag = Amalgam 

• C = Tooth coloured restoration  
(e.g., composite, GI)  

• G = Gold 

• P = Porcelain 

• Cr = Abbreviation of material in front 
of ‘Cr” (e.g., PFM, ZN, G)  

• Br = Bridge connect with Blue line 

Non-Carious Lesion 
(Blue, on surface it occurs) 

• Abfraction = Ab 

• Abrasion = double line on surface 
affected   

• Attrition = single line on both facial 
and lingual  

• Wear Facet = Blue box    on affected 
area 

• Erosion = Er 

• Hypoplasia =  
multiple dots  
on surface  
affected  

 

Other: 
• Sealant = Green “S” on surface 

• Lingual bar = Blue line with 
attachment area  

• Stilman’s Cleft = Blue on surface it 
occurs 

• Root Canal/endo = Blue line in root(s) 

• Implant = Blue        on root 
 

 

 

 

  

 

 

 

BOP        
CAL 356 664 444 
Recession -111 120 010 
Pocket 
Depth 

445 544 434 

 
Pocket 
Depth 

545 544 434 

Recession 020 220 022 
CAL 565 764 456 

BOP     

 

 

Mobility 1  3 
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CANDIDATE 
Evaluation Date: _____________________________________________________ 

Client Name: _______________________________________________________________  

Instructions: 

• Chart presence of all supra and subgingival calculus using
blue ink or black ink.

• Circle any remaining in red ink.

F 
A 
C 
I 
A 
L 

L 
I 
N 
G 
U 
A 
L 

L 
I 
N 
G 
U 
A 
L 

F 
A 
C 
I 
A 
L 

SAMPLE



March 2020 

Evaluation Date: ________________________________________________ 

Client Name: ___________________________________________________ 

Candidate: _____________________________________________________ 

Progress Notes 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

SAMPLE



March 2020 

Progress Notes 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

SAMPLE
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Candidate/ID: _______________________________________ Evaluator: __________________________________________  

Date of Evaluation: ___________________________________ Location of Evaluation:________________________________  

 
 

1. Process of Care: Medical History 

Item Yes No  Yes No 

Did the candidate complete the 
medical/dental history in ink? 

  Did the candidate fully complete the 
medical/dental history? 

  

Did the candidate accurately complete the 
medical/dental history? 

  Did the candidate and client both sign the 
medical/dental history? 

  

Did the candidate explore all positive 
responses with the client? 

  Did the candidate take vital signs (BP, Resp, 
Pulse)? 

  

Was the systolic blood pressure accurate to 
within 10 mm Hg? 

  Was the diastolic blood pressure accurate 
to within 10 mm Hg? 

  

Was the respiratory rate accurate to within 
5 respirations? 

  Was the pulse rate accurate to within 
5 bpm? 

  

Were modifications to dental hygiene 
treatment related to medical/dental history 
noted? 

     

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
 

 
 

2. a) Process of Care: Assessment (Extra and Intraoral) 

Did the candidate accurately and thoroughly assess the following areas and recognize/document all normal, 
abnormal and atypical conditions? 

Item Yes No  Yes No 

Skin and face   Hard and soft palate   

Lymph nodes   Oral pharynx including tonsillar pillars   

Thyroid and salivary glands   Tongue and floor of mouth   

Temporomandibular joint (TMJ)   Gingival condition   

Mucosa/lips/cheeks   Hard tissue   

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
 

 
 
 

2. b) Process of Care: Assessment (Perio and Deposits) 



  

 

October 2020  

 

Item Yes No  Yes No 

Did the candidate accurately and 
thoroughly measure all probing depths at a 
level that would support the development 
of an acceptable dental hygiene diagnosis? 

  Did the candidate accurately record the 
plaque index? 

  

Did the candidate accurately and 
thoroughly measure furcations and 
mobilities? 

  Did the candidate accurately record the 
calculus index? 

  

Did the candidate accurately and 
thoroughly identify bleeding sites? 

  Did the candidate accurately record the 
staining present? 

  

Did the candidate record all recession and 
calculate CAL at a level that would support 
the development of an accurate dental 
hygiene diagnosis? 

  Did the candidate assign the proper 
AAP classification? 

  

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
 

 
 

3. Process of Care: Case Presentation and Screening 

Item Yes No  Yes No 

Did the client meet all of the following 
criteria? 
• Not a romantic partner 
• Over the age of 18 
• Minimum of 20 teeth 
• Some anterior and posterior teeth  
• Have an uncomplicated health history 
• Deposit must be removable in one 

appointment (completed during the 
evaluation) 

  Did the candidate present a client who 
met the qualifications of a definite DD2 
or DD3 as per the Degree of Difficulty 
Categories as set out in the candidate 
guide (calculus calculations below)?  
 
If “No” candidate cannot proceed to the 
remainder of the evaluation and will be 
recorded as a “Unsuccessful”. 

  

% subgingival calculus calculation 

= # surfaces with sub X 100 = ______% 

      4 surfaces X # of teeth 

= ______ X 100  

       4 X ______ 

= ______% 

 % supragingival calculus calculation 

= # surfaces with supra X 100  

      4 surfaces X # of teeth 

= ______ X 100  

       4 X ______ 

= ______% 

 

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
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4. Process of Care: Dental Hygiene Diagnosis 

Item Yes No  Yes No 

Has the candidate synthesized and analyzed 
the assessment data within the dental 
hygiene diagnosis? 

  Has the candidate accurately classified 
gingival and periodontal conditions based 
on data collected? 

  

Has the candidate identified contributing 
factors (i.e. pregnancy, habits, OH, etc.)? 

  If applicable, has the candidate identified 
conditions that require referral? 

  

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
 

 
 

5. Process of Care: Treatment Plan 

Item Yes No  Yes No 

Is there evidence of client-centered goal 
statements? 

  Is there evidence of client participation in 
the creation of the treatment plan? 

  

Are all planned dental hygiene 
interventions and sequence of activities 
listed? 

  Is there written evidence that informed 
consent or refusal has been given (i.e. after 
options, risks and benefits also explained 
verbally)? 

  

Are planned dental hygiene interventions 
appropriate given the assessment findings? 

  Are self-care information, techniques and 
devices included in treatment plan? 

  

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
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6. a) Process of Care Implementation: Provision of Interventions 

Item Yes No  Yes No 

Did the candidate provide services within 
the scope of practice? 

  Did the candidate provide oral health and 
health advice using appropriate educational 
theories, theoretical frameworks, 
communication/mediation techniques 
and/or psycho-social principles to initiate 
change at an individual level? 

  

Did the candidate select appropriate 
instruments? 

  Did the candidate consistently use a stable 
fulcrum? 

  

Did the candidate appropriately use indirect 
and direct vision? 

  Did the candidate adapt and activate 
instruments properly as well as use the 
proper pressure (i.e. to avoid tissue 
trauma/scale effectively, etc.)? 

  

Did the candidate work in a systematic 
sequence? 

  Did the candidate maintain a clear working 
area (i.e. rinse and suction as needed)? 

  

Did the candidate effectively manage client 
pain and/or anxiety? 

  Did the candidate provide appropriate pre- 
and post-intervention advice to include 
pain management, oral self-care, use of 
therapeutic and preventive agents and 
follow-up/recare appointments? 

  

Did the candidate avoid using unnecessary 
or inappropriate interventions or 
interventions that had been refused by 
the client? 

     

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
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6. b) Process of Care / Implementation: Debridement 

Item Yes No  Yes No 

Did the candidate remove at least 95% of 
the subgingival calculus?  See calculation 
below. 

  Did the candidate remove at least 95% of 
the supragingival calculus? See calculation 
below. 

  

Subgingival calculus remaining:  
 
= # of surfaces with sub remaining  X 100 
   # of surfaces in scaling assignment 
 
= ______% 
 
Subgingival removed: 
 
 = 100 – Subgingival Calculus remaining 
 
= ______% 

Supragingival calculus remaining:  
 
= # of surfaces with supra remaining  X 100 
   # of surfaces in scaling assignment 
 
= ______% 
 
Supragingival removed: 
 
 = 100 – Supragingival Calculus remaining 
 
= ______% 

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
 

 
 

7. Infection Control 

Item Yes No  Yes No 

Did the candidate use proper hand hygiene 
and/or put on gloves properly prior to and 
following touching client? 

  Are items packaged according to CDHO 
Infection Prevention and Control (IPAC) 
Guidelines? 

  

Did the candidate and client wear 
protective eyewear during all clinical 
treatment procedures? 

  Did the candidate open sterilized 
bags/unwrap instruments in front of the 
client? 

  

Did the candidate change gloves and masks 
as needed? 

  Did the candidate use all available tools to 
minimize splatter? 

  

Did the candidate maintain asepsis 
throughout the appointment as described 
in the CDHO Infection Prevention and 
Control (IPAC) Guidelines? 

  Did the candidate wear an overgown for 
procedures where splatter was anticipated? 

  

Did the candidate dispose of sharps and 
contaminated items safely and 
appropriately according to the CDHO 
Infection Prevention and Control (IPAC) 
Guidelines? 

     

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
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8. Health & Safety / Case Management 

Item Yes No  Yes No 

Did the candidate ensure that nothing was 
passed over the client’s face (i.e. adjusting 
overhead light with instruments in hand)? 

  Is the candidate’s equipment, instruments 
and supplies sufficient to support the 
selection and implementation of 
appropriate dental hygiene services? 

  

Did the candidate maintain the sharpness,  
integrity and original design of her/his 
instruments? 

  Did the candidate ensure that the 
environment supported safe, quality care? 

  

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
 

 
 

9. Record Keeping 

Item Yes No  Yes No 

Did the candidate label all records with 
client’s name and date? 

  Did the candidate provide full details about 
every controlled act performed including 
the source of the authority to perform the 
controlled act? 

  

Did the candidate record full details about 
the examination/clinical findings/ 
assessment? 

  Did the candidate record details of 
informed consent to any/all aspects of care 
obtained and have it documented and 
signed by candidate and client? 

  

Did the candidate record full details about 
the treatment plan? 

  Did the candidate record recommendations 
regarding the next steps (i.e. referrals, next 
visit, etc.)? 

  

Did the candidate provide full details about 
services provided including pain control 
methods used? 

  Were candidate entries legible, in ink, 
signed and were corrections made 
appropriately? 

  

Did the candidate record full details about 
any advice given including any pre-
treatment or post-treatment instructions? 

  Did candidate take appropriate steps to 
ensure that the integrity, privacy and 
security of the client record was protected? 

  

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
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10. Tissue Care / Instrumentation 

The following definitions apply:  

Minor tissue trauma: Any mild injury that is inconsistent with the procedure. Examples of mild trauma include small 
lacerations, tissue fraying, tissue tags, slight/minor bruising or burning, soft tissue abrasion. 

Major tissue trauma: Any moderate to severe injury that is inconsistent with the procedure or three or more 
avoidable surfaces of minor tissue trauma. Examples of moderate and severe injury include moderate to severely 
lacerated soft tissue, moderate to excessive bruising/abrasion/burning, amputated papilla, trauma to teeth and 
restorations, an unreported broken instrument tip found in the sulcus. 

Choose ONE only. 

Item Yes 

No minor or unavoidable trauma  

2 minor avoidable tissue traumas  

Major tissue trauma or 3+ minor avoidable  

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
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11. Professionalism, Ethics & Jurisprudence 
(Demonstration of a professional demeanour, which includes conduct, behaviour, and performance.) 

Choose ONE only. 

Item Yes 

Incompetent:  

Blatantly unprofessional, breaches privacy, disregards client needs, discriminatory, or disregards workplace 

values 

 

Unsatisfactory:  

Unprofessional, disregards privacy, client-centered care not implemented, or disregards diversity in others 

 

Borderline incompetent:  
Somewhat unprofessional, disrespects privacy, infrequently implements client-centered care, or disrespects 
diversity in others or workplace values 

 

Minimally Competent:  

Somewhat professional, maintains privacy, occasionally implements client-centered care, and respects 

diversity in others and workplace values 

 

Satisfactory:  
Professional, maintains privacy, implements client-centered care, and respects diversity in others and 
workplace values 

 

Highly Competent:  

Consistently professional, maintains privacy, consistently implements client-centered care, and respects 

diversity in others and workplace values 

 

Comments:  ____________________________________________________________________________________________  

________________________________________________________________________________________________________  
 

 

 

General Comments 

_______________________________________________________________________________________________________  

________________________________________________________________________________________________________  

________________________________________________________________________________________________________  

________________________________________________________________________________________________________  

________________________________________________________________________________________________________  

________________________________________________________________________________________________________  

________________________________________________________________________________________________________  
 

 
 
 
 

 

 ___________________________________________________  ___________________________________________________  
 Evaluator:  Evaluator’s Signature:  
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https://www.publichealthontario.ca/-/media/documents/ncov/ipac/ppe-recommended-steps
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https://www.publichealthontario.ca/-/media/documents/ncov/ipac/ppe-recommended-steps#page=2
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http://www.e-laws.gov.on.ca/html/statutes/french/elaws_statutes_91r18_f.htm#s36s1
http://www.e-laws.gov.on.ca/html/statutes/french/elaws_statutes_91r18_f.htm#s36s1p1
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http://www.e-laws.gov.on.ca/html/statutes/french/elaws_statutes_91r18_f.htm#s36s1p2
http://www.e-laws.gov.on.ca/html/statutes/french/elaws_statutes_91r18_f.htm#s36s1p3
http://www.e-laws.gov.on.ca/html/statutes/french/elaws_statutes_91r18_f.htm#s36s1p4
http://www.e-laws.gov.on.ca/html/statutes/french/elaws_statutes_91r18_f.htm#s36s1p5
http://www.e-laws.gov.on.ca/html/statutes/french/elaws_statutes_91r18_f.htm#s36s2
http://www.e-laws.gov.on.ca/html/statutes/french/elaws_statutes_91r18_f.htm#s36s3
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