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Preceptor/Clinical Placement Application 

Prior to the start of a clinical assignment, the student and Program Coordinator must complete the application.

A Clinical Placement Application is required for each site, each semester. All student medical documents must

be current when submitting this application. 

Submit to your clinical Faculty. Once received, there is a six-week turnaround for processing. 

Student Completes 

Course #: ________________________   Date: ___________________________   

Semester: _____________________ Faculty Name: _____________________________  

Student Name: _______________________________________ ID #: ______________________ 

Address: _________________________________ City, State, Zip: _______________________ 

________________________________________________ 

Email: ______________________________________ Cell Phone: __________________________ 

Place of Employment: __________________________ Department: _________________________ 

Coordinator of Program Completes 

Preceptor Full Name & Credentials: _______________________________________________________ 

Preceptor Phone #: ______________________   Preceptor Email: _____________________________ 
       (Required)                   (Required) 

Site Coordinator Full Name & Credentials: _______________________________________________ 

Site Coordinator Email: ________________________________________________________________ 

Clinical Facility Name: ___________________________________________________ 

Type of Facility: _________________________________________________________ 

Address: _______________________________________________________________ 

Phone Number/Fax: ______________________________________________________ 

Placement setting and clinical preceptor are appropriate to meet course practicum objectives for this student.  

Preceptor understands the course practicum requirements and expectations, including faculty visitation/evaluation 

during the student’s experience. 

Approved Date: ________________ Signature: __________________________ 

Note: Faculty for the course will advise student of clearance to begin clinical experience 
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