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.PERFORMANCE VERIFICATION FORM 

Filling frequency is depending on data frequency reporting - please refer to the technical specifications OR data audit plan.

	NOTE:

	IT IS A FORM TO DECLARE THE VALID DATA (VALID SOURCE (TRACEABLE) & VERIFIED)
This form is required to be filled by the Officer in-charge of the Department/ Unit or Specialist/ Consultant/ Head of Department (for Specialist Hospital) AND by the Officer in-charge of the Clinical Quality Unit/ Hospital Director (for Non-Specialist Hospital) in certifying the reported performance. It should be sent to the Hospital Clinical Quality Coordinator with at least 7 days before audit is being conducted. The duration of the collected data to be spelt/ written in the form is suggested not less than 30 days from audit exercise OR data of the last term for 3 monthly or 6 monthly frequency of data collection. (e.g. Audit is planned on 15th August, the last data to be recorded is at least by 15th July of the same year (except 3 monthly OR 6 monthly data reporting – last term data). Without this certification, the received data is considered not valid. In justified circumstances the Hospital Director are given the authority to certify the reported performance. This form will be taken as reference for Performance Audit Activity. This completed Performance Verification form should be kept in the Hospital Quality Unit with a copy in the Department/ Unit. 



	DEPARTMENT/ DISCIPLINE


	

	HOSPITAL


	
	JKN


	


(Please tick ( to the SELECTED option)
	TYPE OF INDICATOR:

(  KEY PERFORMANCE INDICATOR (KPI)                  ( HOSPITAL PERFORMANCE INDICATOR FOR  ACCOUNTABILITY (HPIA)

	PERIOD:

(JANUARY – MAC     ( JANUARY – JUNE     ( JULY – SEPT    (JULY – DECEMBER 

(OTHERS (SPECIFY Specific Month: (…………………………………..)
	2

0

2

1

YEAR:    (Please fill the year)

	INDICATOR
	 

	NUMERATOR / DATA of SENTINEL EVENT

Fill the number of Case(s)/ Patient(s)
	
	DENOMINATOR

Fill the number of Case(s)/ Patient(s)
	

	Standard
	
	PERFORMANCE 

ACHIEVED
	


	Data Verification: The Above Performance Data Is Verified

	NUMERATOR/ DATA of SENTINEL EVENT 

√Yes                            ( No
	DENOMINATOR

√Yes                            ( No

	DATA SOURCE (Where the primer data can be traced)

( Registration Book (Please Specify in the box below)
( Data from IT System (Please Specify in the box below)
(Other  (Please Specify in the box below)

(Please specify the book name/ - IT referral code/ date/ system - file name/ file referral number)
	DATA SOURCE (Where the primer data can be traced)

( Registration Book (Please Specify in the box below)
(Data from IT System (Please Specify in the box below)
( Other  (Please Specify in the box below)

(Please specify the book name/ - IT referral code/ date/ system - file name/ file referral number)


	SIQ                   ( Yes (No   
(If Shortfall in Quality was noted for the above performance, please state the status in the Notification/ Action Boxes)

	NOTIFICATION

( Yes 

( No

( In progress
	ACTION

( Yes 

( No

( In progress


	Hospital category:
( STATE HOSPITAL  ( SPECIALIST HOSPITAL

( NON-SPECIALIST HOSPITAL


	DECLARATION I:

	I hereby certify the above reported performance is verified.

	DEPARTMENT/ DISCIPLINE/ UNIT 

	Officer In-charge of the Indicator

(Unit/ Departmental KPI/ Quality Coordinator) 


	(Name/ Signature/ Designation/ Chop)

(Please fill the date)
d

d

m

m

y

y

y

y



	( Head of Department/ Unit 

(State/ Specialist Hospital) 

( Officer in-charged

(Non-Specialist Hospital) 
	(Name/ Signature/ Designation/ Chop)

(Please fill the date)
d

d

m
m
y
y
y

y




DECLARATION II:
I hereby agree with the above declaration.

	HOSPITAL DIRECTOR 

	Hospital Director


	(Name/ Signature/ Designation/ Chop)

(Please fill the date)
d

d

m
m
y
y
y

y




	FOR THE USE OF HOSPITAL CLINICAL QUALITY UNIT ONLY

	PERFORMANCE CONFIRMATION:

	( The above performance data is certified by the Department/ Unit/ Hospital Director

( The data source has been verified by the Department/ Unit/ Hospital Director

( Other (Please Specify: …………………………………………………………………)


	 HOSPITAL CLINICAL QUALITY UNIT

	Clinical Quality Unit Officer In-charge 

(Hospital KPI/ Quality Coordinator) 


	(Name/ Signature/ Designation/ Chop)

(Please fill the date)
d

d

m
m
y
y
y

y
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