SCHOOL

HEALTH FIRST CENTER FOR LEARNING
CLINICAL/PRACTICUM REQUEST FORM

CLASS (EX: 2'° YEAR)

INSTRUCTOR’S NAME

PHONE #

PAGER #

E-MAIL ADDRESS:
CLINICAL START DATE

DAYS OF WEEK (EX: TUES/WED):
HOURS DESIRED (EX: 0700-1300):

CLINICAL END DATE

PROGRAM (BBN)

MAXIMUM NUMBER OF STUDENTS ON SITE AT ANY TIME : __
SITE REQUESTED(X):

CCH HRMC PBCH
CLINICAL OBSERVATION | CLINICAL OBSERVATION | CLINICAL OBSERVATION
EXPERIENCE EXPERIENCE EXPERIENCE
OR _
MED/SURG____ | OR MED/SURG____ | OB | MED/ISURG____ | OR L
OB ~__|oB _ OB | PEDS PCU ER _
PEDS PEDS PEDS ER I = e
ER —__|ER — ER | clLAB
GILAB PCU | micu —
TELE sicu ]
ICU CATHLAB
ccu
DIALYSIS
HOPE HOSPICE OTHER(SPECIFY):

PLEASE SEND REQUESTS TO:

DEBBIE HOLLAND
HEALTH FIRST CENTER FOR LEARNING

3470 N. HARBOR CITY BLVD.

MELBOURNE, FL 32935
E-MAIL ADDRESS: DEBBIE.HOLLAND@HEALTH-FIRST.ORG
FAX #: 321-254-5151

TELEPHONE # 321-434-7391

10/04, 3/08

S:HFHRD/Clinical Unit/Students/Forms/Main Forms/clinical request.doc




