GRADUATE STUDENT—FVHCA CLINICAL PLACEMENT REQUEST AND PLACEMENT FORM 
Complete the following information and submit to the appropriate facility 6-8 weeks prior to the beginning of any clinical experience. Missing/ incomplete information will result in students/faculty being denied access to the facility’s campus until satisfactorily completed. It is agreed that copies of any of the required information will be made available to the clinical agency on demand at any time requested during normal business hours. For instructions to complete this form, see the instructions link on this page: http://www.fvhca.org/Graduate
	GENERAL INFORMATION

	Name of School:       
	Type of Student or Student Profile:       
	  FORMCHECKBOX 
   MSW      FORMCHECKBOX 
 Nurse Educator        FORMCHECKBOX 
  Nurse Practitioner    FORMCHECKBOX 
 DNP     
  FORMCHECKBOX 
 Physician Assistant  FORMCHECKBOX 
 Clinical Specialist    FORMCHECKBOX 
 Other

	Facility Contact Person:          
	Phone: (920) 111-2222 
	Email:             

	Name of Course Coordinator/Requestor:      
	Phone: (920) 111-2222
	Email:             

	PRACTICUM INFORMATION

	Course Title and # of credits (Course syllabus available upon request):       

	Semester / Year:              
Start Date of Clinical:      
End Date of Clinical:        
	Total Clinical Hours:       
Days & times to be arranged with preceptor/or if known list days      

	Course Instructor:               
License # & Exp. Date:        
Faculty Phone:                     
Faculty Email:                       
	Placement Facility:              
Unit/Dept. Requested:       
Preceptor Name:                 
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	Student #1 Email Address:
     


	Student #2 Email Address:
                                          


The signature below (manual or electronic) indicates and verifies that all students and faculty have met the requirements for placement in a clinical agency and are in compliance with 
the contract/addendum related to the Caregiver Law and regulations as stipulated in Wis. Stats. HFS12 and HFS 13, Wis. Admin. Code and associated DHFS rules and regulations. Students/faculty not in compliance will be reviewed with facility for final determination regarding clinical placement.
      

     
Signature and Title of School Representative










Date
RECEIVING FACILITY APPROVAL
	Student 1 -  FORMCHECKBOX 
 Accept  FORMCHECKBOX 
 Deny    FORMCHECKBOX 
 School Notified    Preceptor Name/Ph/Email             FORMCHECKBOX 
  Preceptor TBD     
     *Student/School Rep: If Preceptor is TBD, contact       (name) by phone       if you haven’t heard anything by       (date)

	Student 2 -  FORMCHECKBOX 
 Accept  FORMCHECKBOX 
 Deny    FORMCHECKBOX 
 School Notified    Preceptor Name/Ph/Email             FORMCHECKBOX 
  Preceptor TBD     
     *Student/School Rep: If Preceptor is TBD, contact       (name) by phone       if you haven’t heard anything by       (date)

	Signed by Facility Representative:                                                                                                                         Date:      





