Fox Valley Health Care Alliance

Date of Request:

Healthcare Facility and Location (City): Unit/Dept:

Legal Affiliation Agreement Current? |:| Yes No |:|Unsure

School Requesting Placement: |:| FVTC |:|UWO DNWTC DMPTC |:|Marian
D Bellin Other:

Name of Requestor: Email: Phone:

School Instructor Name: Email: Phone:

Type of Student -
Nursing:  |_IBSN-Traditional [_IBSN-Online [_1BSN-Accel []apn-Bsn [Jaon [lien [lena

Other:

Allied Health: (et [lpTaA ot [CloTa [Ispeech

[ Jsw RT [Iphieb [Ima [IMed Tech

; Surg Tech |:|Dietician DEMT |:|Paramedic I:lPharmacy
Medical Imaging: L_| X-Ray Tech DUItrasound I:IMammo I:lRad Onc DMRI Tech I:lNuc Med
Other: |_| Athletic Training |:| Healthcare Admin |:|Med Rec/Transcription

| [ Other (please list):

semester [ J1 [J2 [d3 [Ja Comments:
Sophomore On-site preceptor needed I:lYes |:|NO
Junior | School Instructor present Yes D No
Junior Il Course Title:
Senior |
|:| Senior Il
Is this their final clinical before graduation? DYes D No

If preceptor is required, are there special requirements/licensure needed?

# of Students: # of Clinical Hours: Days of Week:
Time: First Clinical Day: Last Clinical Day:
For 1:1 Student Requests Only
Student Name: Graduation Date (Mo/Yr): Current Employee: |:| Yes |:|No
D Accept |:| Deny School Notified Comments:
Preceptor TBD Preceptor Name: Email:
Contact: (Name & Phone) if you haven’t been notified by (date)
Signed by Facility Representative: Date:

April 2020
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