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Medical Radiation Technologists Board of Queensland
Supervised Practice Program Committee  

          FINAL REPORT FORM 

RADiAtiON tHERAPy 

Name of probationary registrant: ........................................................................................................................................... 

Registration number: .............................................................................................................................................................. 

Name of supervisor or spp coordinator:................................................................................................................................ 

Registration number: .............................................................................................................................................................. 

professional setting or whole of practice: ............................................................................................................................... 

Address: ................................................................................................................................................................................. 

................................................................................................................................................................................................ 

Commencement date of spp:........................................................................................................................................ ........

ABSENCE FROM WORKPLACE 

Graduate Actual 
Start Date 

Sick Leave 
(days) 

Annual Leave 
(days) 

Bereavement 
 Leave (days)

   Finish 
   Date 

Is probationary registrant working at practice part time yes no 

If yes please attach details of hours worked per week 

FiNAL REPORt FORM 701C 
SECtiON 61, MEDiCAL RADiAtiON tECHNOLOGiStS ACt 2001 

Level 19, 179 Turbot Street. BRISBANE QLD 4000  Postal: 'Executive Officer' GPO Box 2438 BRISBANE QLD 4001
Telephone: 61 7 3222 2808 Facsimile: 61 7 3225 2527 Email: mrt@healthregboards.qld.gov.au Website: www.mrtboard.qld.gov.au
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MRTB 
FINAL REpORT 
RAdIATION THERApy 
Updated August 2011 

ASSESSMENt RAtiNGS 

IF COMpETENCIEs/pROCEdUREs ARE GAINEd THROUGH OFF sITE VIsITs NOMINATEd IN THE INdIVIdUAL sITE 
pROGRAM, pLEAsE ATTACH A LETTER FROM THE dEsIGNATEd sUpERVIsOR AT THE OFF sITE pRACTICE dETAILING 
TIME spENT ANd COMpETENCIEs ACHIEVEd 

CORE COMpETENCIEs 

C COMpETENT 

N/C  NOT COMpETENT  - if the probationary registrant is not competent in any area attach detailed explanation 

spECIALIsEd pROCEdUREs 

O   OBsERVE 

The probationary registrant must have attended a procedure a number of times to observe, and gain knowledge and an understanding of the 
procedure. This observation period shall be determined by supervisor. 

A AssIsT 

The probationary registrant must have attended a procedure and participate in this procedure, under direct supervision, to gain knowledge and 
understanding as determined by the primary supervisor. 
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MRTB 
FINAL REpORT 
RAdIATION THERApy 
Updated August 2011

CLiNiCAL SKiLLS ASSESSMENt 

sIMULATION / CT / MOULd ROOM  

RATING:     C = COMpETENT N/C = NOT COMpETENT 

daily calibration and machine runup checks ___________________________________________ 

positions patient appropriately _____________________________________________________ 

Anticipates sequence of procedure _________________________________________________ 

Operates equipment efficiently _____________________________________________________ 

Correlates information accurately ___________________________________________________ 

Performs routine procedures: 

Single field photon (any site) _______________________________________________________ 

Opposed pair photon (any site ) ____________________________________________________ 

Best contact single field electron____________________________________________________ 

Comprehends principles, procedures and requirements to complete SiM/Ct of four (4) 

or less fields for various sites: 

Lung, oesophagus, abdomen and pelvis______________________________________________ 

Breast and chestwall tangentials (with or without shoulder field) ___________________________ 

2- 3 FLd head and neck (parotid etc.)________________________________________________ 

Assists and/or performs advanced procedures in one or more of the following: 

Multifield / multiphase breast (tangentials, supraclavicula, axilla) ___________________________ 

Multifield / multiphase head and neck ________________________________________________ 

Multifield / multiphase pelvis _______________________________________________________ 

Multifield / multiphase (five (5) or more fields) to any site ________________________________ 

Assist / perform in production of stabilisation and ancillary devices _________________________ 

Assist / perform in mould room activities______________________________________________ 
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MRTB 
FINAL REpORT 
RAdIATION THERApy 
Updated August 2011

dOsIMETRy 

RATING:     C = COMpETENT N/C = NOT COMpETENT 

Accurate translation of oncologist prescription and instructions ____________________________ 

Ability to perform manual dose calculations ___________________________________________ 

Proficient in use of 3D computer planning systems: 

demonstrates appropriate plan optimisation knowledge__________________________________ 

displays awareness of appropriate presentation of data  required for quality assurance measures 

associated with plan completion ____________________________________________________ 

Ability to perform image/data transfers with awareness of workflow requirements _____________ 

Treatment sheet production (well organised and accurate)________________________________ 

Ability to perform dosimetry on routine procedures : 

Single field photon (any site) _______________________________________________________ 

Opposed pair photon (any site) _____________________________________________________ 

Best contact single field electron____________________________________________________ 

Comprehends principles, procedures & requirements to accurately treat four (4) or less fields, 
for various sites: 

Lung, oesophagus, abdomen and pelvis______________________________________________ 

Breast and chestwall tangentials (with or without shoulder field) ___________________________ 

2- 3 FLd head and neck (parotid etc.)________________________________________________ 

Ability to perform and/or understand underlying principles of dosimetry for advanced procedures : 
(one or more of the following approaches) 

Mutlifield / multiphase breast (tangentials, supraclavicula, axilla) ___________________________ 

Multifield / multiphase head & neck__________________________________________________ 

Multifield / multiphase pelvis _______________________________________________________ 

Multifield / multiphase five (5) to any site______________________________________________ 

A required minimum of 20 weeks full time equivalent in the treatment section by the time of the 
final report. 
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MRTB
FINAL REpORT 
RAdIATION THERApy 
Updated August 2011 

TREATMENT 

RATING:     C = COMpETENT N/C = NOT COMpETENT 

daily calibration checks___________________________________________________________ 

positions patient appropriately _____________________________________________________ 

Anticipates sequence of procedure __________________________________________________ 

Awareness of patient management issues at the treatment console ________________________ 

Operates equipment efficiently _____________________________________________________ 

Adopts workplace safety practices __________________________________________________ 

demonstrates understanding of quality assurance processes of the work area _______________ 

Ability to perform routine procedures : 

Single field photon (any site) _______________________________________________________ 

Opposed pair photon (any site) _____________________________________________________ 

Best contact single field electron ___________________________________________________ 

Comprehends principles, procedures & requirements to accurately treat 4 or less fields, for  

various sites : 

Lung, oesophagus, adbomen & pelvis _______________________________________________ 

Breast and chestwall tangentials (with or without shoulder field) ___________________________ 

2 - 3 FLd head and neck (parotid etc.)_______________________________________________ 

Ability to perform and/or understand underlying principles of advanced procedures :

(One or more of the following approaches).

Multifield / multiphase breast (tangentials, supraclavicula, axilla) ___________________________ 

Multifield / multiphase head & neck __________________________________________________ 

Multifield / multiphase pelvis _______________________________________________________ 

Multifield / multiphase (five (5) or more fields) to any site _________________________________ 

A required minimum of 20 weeks full time equivalent in the treatment section by the time of the final report. 
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MRTB
FINAL REpORT 
RAdIATION THERApy 
Updated August 2011 

AssIsT / OBsERVATION OF spECIALIsEd pROCEdUREs 

if available at a clinical setting: (Not Mandatory) 

stereotactic radiosurgery__________________________________________________________ 

Total body irradiation ____________________________________________________________ 

Orthovoltage therapy_____________________________________________________________ 

Superficial therapy _____________________________________________________________ 

HdR/LdR Brachytherapy _________________________________________________________ 

PERSONAL /PROFESSiONAL AttRiButES 

RATING:     C = COMPEtENt      N/C = NOt COMPEtENt 

pATIENT CARE 

Please take into account attributes such as correct identification, monitoring of the patient, empathy and awareness of 

patient needs, consideration of patient confidentiality, effective communication and cultural awareness. 

Rating: .................................... Comments: ......................................................................................................................... 

.............................................................................................................................................................................................. 

.............................................................................................................................................................................................. 

TEAM WORK 

please take into account attributes such as understanding of the role of a multidisciplinary team, recognition of 

limitations and willingness to seek assistance when appropriate, ability and willingness to accept direction and effective 

communication with the health care team. 

Rating: .................................... Comments: ......................................................................................................................... 

.............................................................................................................................................................................................. 

.............................................................................................................................................................................................. 

sAFETy 

please take into account attributes such as awareness of a safe working environment for patients and staff, 

demonstrated knowledge of universal precautions, awareness and application of the local radiation protection plan. 

Rating: .................................... Comments: ......................................................................................................................... 

.............................................................................................................................................................................................. 

.............................................................................................................................................................................................. 

COdEs OF pRACTICE 

please take into account attributes such as awareness of and compliance with local and national codes of practice and 

ethics 

Rating: .................................... Comments :.........................................................................................................................

..............................................................................................................................................................................................

..............................................................................................................................................................................................
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MRTB 
FINAL REpORT 
RAdIATION THERApy 
Updated August 2011

CONsIsTENCy OF pRACTICE 

Consistency of practice and competency levels in all work areas throughout the period of the final report. please    

note the circumstances leading to inconsistent practice. 

Rating: .................................... Comments :...........................................................................................................................

................................................................................................................................................................................................

................................................................................................................................................................................................

PROFESSiONAL DEVELOPMENt 

ANy ONE OF THE ACTIVITIEs INVOLVING IN-sERVICE, sKILLs dEVELOpMENT ANd sEMINARs ATTENdEd 

dURING THE pERIOd BETWEEN THE pROGREss ANd FINAL REpORT. 

When ......................................................................................................................................................................................

Where.....................................................................................................................................................................................

Topic .......................................................................................................................................................................................

IF INsUFFICIENT spACE pLEAsE ATTACH As A dOCUMENT 

CAsE sTUdy/ pREsENTATION By pROBATIONARy REGIsTRANT 

When .....................................................................................................................................................................................

Where.....................................................................................................................................................................................

Topic presented ......................................................................................................................................................................

To whom ................................................................................................................................................................................

A MINIMUM OF ONE CAsE sTUdy/ pREsENTATION Is REqUIREd By THE FINAL REpORT. 

THE BOARd MAy AUdIT THE pROFEssIONAL dEVELOpMENT pROGRAM FOR pROBATIONARy REGIsTRANT.  
dOCUMENTs VALIdATING pARTICIpATION WILL BE REqUIREd ON REqUEsT. 

COMMENtS 

COMMENTs, pRIMARy sUpERVIsORs / spp COORdINATORs - As NOMINATEd ON sUpERVIsEd 

pROFEssIONAL pRACTICE sETTING NOTIFICATION FORM (FORM NUMBER 501A) 

please comment on the  progress and competence of the probationary registrant at this stage of the supervised practice 

program. 

.............................................................................................................................................................

.............................................................................................................................................................

.............................................................................................................................................................

.............................................................................................................................................................

sIGNATURE:..................................................................... NAME: ........................................................................................

dATE: ...............................................................................
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MRTB 
FINAL REpORT 
RAdIATION THERApy 
Updated August 2011

pROBATIONARy REGIsTRANT COMMENTs 

.............................................................................................................................................................

.............................................................................................................................................................

.............................................................................................................................................................

.............................................................................................................................................................

sIGNATURE:..................................................................... NAME: .......................................................................................

dATE: ................................................................................

pROVIdE ATTACHMENTs OF THE FOLLOWING IF AppLICABLE AT THIs TIME: 

1. OFF sITE VIsIT VERIFICATION 
2. IN-sERVICE ATTENdANCE 
3. pART-TIME HOURs WORKEd 

NOTICE OF COMpLETION OF sUpERVsEd pRACTICE pROGRAM 

section 93 Medical Radiation Technologists Registration Act 2001 

I have completed my supervised practice program and request that the probationary conditions be removed from my 
general registration. 

sIGNEd:.........................................................................................................................................

dATE: ....................................................

Scan and email to mrt@healthregboards.qld.gov.au 

Please also send the original signed documents to: 

MRTBQ 
GPO Box 2438
Brisbane Q 4001
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Surname...................................................................................................... Date of Birth............................................. 

Please Print 

Given nameS......................................................................................................................................................................... 

title: mr, mrs, miss, ms, other...................................... 

aDDreSS ................................................................................................................................................................................ 

.................................................................................................................................................................................................. 

.................................................................................................................................................................................................. 

name of acaDemic inStitution attenDeD:................................................................................................................. 

name of qualification oBtaineD................................................. 

Year oBtaineD.................................................................................... 

InternatIonal students seekIng a valIdated statement  

of accredItatIon 

muSt SuBmit with aPPlication eviDence of unDerStanDinG anD fluencY in enGliSh. 

either of the followinG iS requireD aS eviDence: 

• overall BanD Score of not leSS than 7 acaDemic in the international 

enGliSh lanGuaGe teStinG SYStem (ieltS) 

or 

• overall minimum of level B reSult in the auStralian occuPational 

enGliSh teSt (oet) 

i declare that the information i have supplied in this application and attached (if applicable) is complete, correct, and 

up to date in every detail. i understand that if i give false or misleading information, my application may be refused. 

i understand the validated Statement of accreditation i am applying for is valid for a three year period after which time a 

further validated Statement of accreditation will be issued on evidence of continuing Professional Development (cPD) 

sIgnature  of aPPlIcant: .............................................................................................................................................. 

date:...................................................................................................................................................................................... 

application must be validated by the Secretary or nominee of the relevant State Paec in which the applicant is employed to 

indicate that the PDY/internship has been completed satisfactorily. 

valIdatIon BY state Paec 

this is to certify that................................................................................................................................................................. 

applicants name. 

has satisfactorily completed all requirement and is recommended for the issue of: 

valIdated statement of accredItatIon 

Date recommended:...................................................................................... Diagnostic 

therapy 

State/territory where PDY completed: .................................................................................................................................. 

Signed: .................................................................................................Date:......................................................................... 

Secretary - State Paec or nominee 

australian institute of radiography application
for validated statement of accrediation 

a) thIs sectIon to mrtB wIth rePort form 
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this section to be mailed by the applicant 

with required remittance to: 

ExEcutivE OfficEr 

Air 

the General Secretary Air, PO Box 1169 collingwood victoria Australia 3066 

Surname.........................................................title (Mr/Mrs/Miss/Other) ........................................................................................... 

........................................................................................................................................................................................................... 

Given Names..................................................................................................................................................................................... 

........................................................................................................................................................................................................... 

Address ............................................................................................................................................................................................. 

........................................................................ Ph. No....................................................................................................................... 

cost: $220 ($200 + $20 GSt) 

(Rebate of $100 given off AIR Membership Subscription if Membership application recieved at the Secretariat within 3 months 

of receipt of this form & remittance) 

Enclosed: cheque      credit card   B/c viSA  M/c A/MEx 

card number    Expiry Date ................................................... 

Signature of cardholder .......................................................................................... 

Name of cardholder (Please Print) ....................................... .......................................................................................................... 

office use only 

Accreditation No: .....................................................................Date Operative .......................................................................... 

Signed: ....................................................................................Expiry Date:................................................................................ 

Statement to: Applicant Other ............................................................................ 

Mailed: ......................................................................................................................................................................................... 

Note Granted: ref No.................................................................. Signed.................................................................................... 

Payment: 

Date received .......................... Amount $220........................ Signed............................................................................................... 

Statement to : PAEc Applicant Other.................... Mailed: .............................................................................................. 

Not Granted: ref No................ Signed............................................................................................................................................. 

application for statement of
accreditation remittance advice 

b) this section to air melbourne 
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