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FORM A   (11/08)
Student Clinical Training Participation
STUDENTS: 










   Ms.    Mrs.   Mr.    Dr.   Jr.   Sr.

Last Name,
First Name, MI (Maiden Name)



(circle all that apply)

Current Address:
Street / Apt#



City


State

Zip Code


Phone: (      )



E-Mail: 


 


 

Date of Birth:          /         /
 
Gender:
 Male

Female
Name of hometown, state and zip code 








Race/Ethnicity  (Check one)






□ American Indian or Alaskan Native



□ Hispanic or Latino




□ Asian: (Cambodia, Malaysia, Pakistan, Vietnam)

□ Native Hawaiian or Pacific Islander


□ Asian: (China, Philippine, Japan, Korea, India, Thailand)
□ White 

□ Black or African American





 

School Information
School Name: 














Placement/Contact Person: 










 

Course/Rotation Name: 




    Yr In Program  1     2     3     4   Other 

Anticipated Graduation Date:  




National Health Service Corps Scholarship     YES
NO

	Student Discipline of Study: (check one) 

□ Administration
	□ Mental Health
	□ Physician Assistant
	□ Undergraduate Nursing

	□ Dentistry
	□ Nurse Anesthetists
	□ Public Health
	         □ LPN

	□ Dietary/Dietetics
	□ Nursing Assistant
	□ Physical Therapy
	         □ RN

	□ EMS-EMT
	□ Nursing – RN
	□ PT Assistant

	□ Other Area of Study:

	□ Medicine-Allopathic
	□ Nurse Practitioner
	□ Radiology Technician 
	

	       □ Student
	□ Nurse Midwife
	□ Respiratory Therapy
	__________________________

	       □ Resident
	□ Occupational Therapy
	□ RT Assistant
	

	□ Medicine-Osteopathic
	□ OT Assistant
	□ Social Work
	

	       □ Student
	□ Pharmacy
	□ Speech Therapy
	

	       □ Resident
	
	
	(OVER)


Rotation Information

Primary Rotation Site:  












Rotation Dates  


  through 

 
# of Weeks 



Primary Preceptor or Clinical Supervisor:









Future Plans (For each question, please check one response) 

	
	Very likely
	Somewhat likely
	Somewhat unlikely
	Very unlikely
	Undecided

	Do you plan to practice in New York State?
	
	
	
	
	

	Do you plan to practice in an urban setting?
	
	
	
	
	

	Do you plan to practice in a rural setting?
	
	
	
	
	

	Would loan repayment influence your choice of practice setting?
	
	
	
	
	


Please provide contact information for someone who will serve as an emergency contact during your stay. This information may also be used by CCHN to contact you in the future.

Parent Name: 







 

Home Address:

Street

City



County


State


Zip Code

Evening Phone:   (        )



Day Phone:   (         )


******************************************************************************************************************************************

I understand the above information will be maintained confidentially and used for program monitoring and evaluation purposes only. I attest to the accuracy of the information that I have given.

Signature







Date










