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Orange County/Long Beach Consortium for Nursing


	Student  Name






Home Phone 

	Address







Cell Phone

	E-mail


	School/Academic Program 





Phone 

	School Address








	Course Title 





Start date


End date 


	Instructor Name






Home Phone 

	Address







Work Phone

	E-mail


School has current affiliation with clinical facility?  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Clinical Placement Information

Primary learning outcome/objective of preceptored/clinical experience: 
_________________________________________________________________________________________________ 

Qualifications/Credentials/Specialty of preceptor required:

_________________________________________________________________________________________________ 
Clinical Dates   From ______________ To ______________
Clinical Days ______________Time _______________
Degree of involvement of course faculty/instructor during hours spent at clinical facility:

________________________________________________________________________________________
Forms and Documentation
I certify that the student in this rotation has completed the following requirements that are checked and that supporting documentation for verification purposes is maintained at this academic institution.

Signature of Instructor or Designee  ___________________________________________________________________

Printed Name and Title ___________________________________________  Date _____________________________

  FORMCHECKBOX 
 LVN or RN license (if applicable attach copy)


     FORMCHECKBOX 
 Attach course description and learning objectives 
	 FORMCHECKBOX 
 Background check clearance
	 FORMCHECKBOX 
 Influenza vaccine/declination (Oct. to Mar.)

	 FORMCHECKBOX 
 Computer orientation, date ____________
	 FORMCHECKBOX 
 Injury and illness training

	 FORMCHECKBOX 
 CPR – American Heart Association Healthcare Provider BLS
	 FORMCHECKBOX 
 MMR titer

	 FORMCHECKBOX 
 Ethical conduct
	 FORMCHECKBOX 
 Professional liability insurance

	 FORMCHECKBOX 
 General orientation, date ____________

	 FORMCHECKBOX 
 TB screening (annual)


	 FORMCHECKBOX 
 Faculty licensure current 

	 FORMCHECKBOX 
 Td/Tdap current

	 FORMCHECKBOX 
 Health clearance
	 FORMCHECKBOX 
 Unit orientation, date ____________

	 FORMCHECKBOX 
 Hepatitis B series or titer
	 FORMCHECKBOX 
 Worker’s compensation/health insurance

	 FORMCHECKBOX 
 HIPAA training
	 FORMCHECKBOX 
 Varicella titer


Clinical Placement Office

	Date application received


	Date clinical placement confirmed
	Date clinical placement completed


 FORMCHECKBOX 
Application complete

 FORMCHECKBOX 
Preliminary learning contract

 FORMCHECKBOX 
Learning objectives

 FORMCHECKBOX 
Orientation

 FORMCHECKBOX 
Preceptor name ________________________________________ Phone and ext.  _______________             
   
 FORMCHECKBOX 
Allied health approval     FORMCHECKBOX 
Instructor/Student notified date ________________________________________________
2/15/2010

