                           Ulster County Healthy Start

                            Supervisor’s Binder Review

Supervisor__________________________  Date of Review______________
Worker___________________________
Y = yes    N = no    S = sometimes

Documentation Tracking                            Y       N       S                               Comments                          
Cover sheets reflect weekly
supervision with date & time
or explanation for lack of 
supervision                                               ____    ____   ____   
Cover sheets list families

reviewed during supervision                  ____    ____   ____
Family supervision notes

reflect appropriate review according

to level                                                       ____    ____   ____
Show evidence of preparation

for supervision                                         ____    ____   ____
Show evidence of PCI focused

discussions                                                ____    ____   ____
Show evidence of skill building

work with FSWs                                       ____    ____   ____
Show evidence of discussions re.

IFSP; family strengths & goals              ____    ____   ____
Show evidence of discussions re.

FSWs interventions                                  ____    ____   ____
Show evidence of anticipatory                                                          
work                                                            ____   ____   ____
Notes are written in a strength-

based manner                                            ____    ____   ____
Show evidence of follow-up on

issues of concern


        ____   ____   ____
Show evidence of follow-up

on service referrals                                   ____   ____   ____
Reflect supervisor’s praise 
for worker                                                  ____    ____   ____
All notes are signed & dated                  ____    ____   ____        
General Comments/Suggestions:

Supervisor’s Comments:

Follow up needed:                                Yes____    No____
If so, plan to be implemented:

Supervisor’s signature________________________________________________________
Quality Assurance Specialist’s signature_______________________________________
Program Director’s signature__________________________________________________
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