
Application for Preceptorship ( #2 

(must enclose immunization history)

Place, Medical Institution logos

Dear (name and title):

On behalf of medical institution/ training center, thank you for your expressed interest in an experience at the name of clinic. In order for me to facilitate the experience you desire, please complete the attached Application Form for Visiting Nursing/Doctor/Pharmacist Preceptorship.  Please return the following items to me by email, fax or post at least one week prior to your preceptorship date scheduled for date:
· The application

· The affiliation agreement

· A copy of your medical license, registration or certification

The application includes general information that I will use to structure your visit.  A list of your goals for the visit will help me to ensure the most beneficial learning experience. Due to competency requirements, the experience will need to be observation only.

Please feel free to contact me by post, telephone, FAX, or e-mail if you have any questions about your training.  If you have questions about travel arrangements, please contact name, training center, phone, email.  Again, thank you for your interest in health care practices at medical institution and clinic.  I look forward to your visit.

Sincerely,

Name, title

phone, fax, email

Name of Institution/Clinic PRECEPTORSHIP PROGRAM

Application Form

Name:  ______________________________________________________________________

Mailing Address:  ______________________________________________________________

Position:  ____________________________________________________________________

Place of Employment:  __________________________________________________________


Work Phone: ____________________________      FAX No.:  __________________________

E-mail: _________________________________      Unit Employed:  _____________________

Experience with HIV care: 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Please list your goals for this experience:

1. __________________________________________________________________________

2. __________________________________________________________________________

3. __________________________________________________________________________

4.   __________________________________________________________________________

For additional questions please contact:
 Name, phone, email
Institution

Clinic

VISITATION EXPERIENCE AFFILIATION AGREEMENT

This agreement between name of institution and name of preceptorship entered for the purpose of providing a desirable clinical visitation experience for nurses/doctors/pharmacists and medical assistants from other facilities. The individual and name of institution agree that:

1.
Individual's Responsibilities are to:


a.
Comply with the policies and procedures established by name of institution, particularly those policies involving patient confidentiality and patient safety.


b.
Supply evidence of current immunizations against diphtheria, tetanus, poliomyelitis, measles, mumps, rubella (or a positive rubella titer) and hepatitis B. At the time of this contract, if there is no known history or past exposure to chickenpox, an immunity titer will be necessary. Tuberculin screening with PPD within a year of the contract date is also necessary. If there is a history of reactivity to PPD, evidence of natural immunity (having had the disease) or acquired immunity (through immunization), a chest x-ray that shows no radiographic evidence of active pulmonary tuberculosis is required.


c.
Supply a copy of license/registration/certificate as part of the application process.


d.
Provide a personal interpreter if one is needed to fulfill the goals of the experience.

2.
Name of institution’s responsibilities are to:


a.
Provide the visitor with a desirable clinical learning experience within the scope of health care services provided at this facility and within the agreed upon objectives.


b.
Maintain the quality of patient care while offering the visitor an opportunity to learn.


c.
Identify a liaison person with whom communications and feedback regarding the experience can be channeled.


d.
Provide the visitor with the information necessary to comply with the facility’s policies and procedures, especially those related to patient confidentiality and safety.


e.
Assure that selection for the experience is based solely on the feasibility of meeting the visitor’s objectives and the application criteria by means of a discrimination-free application process.

3.
The parties agree that:


a.
They will jointly plan the clinical learning experience.

b. The individual will defend, indemnify and hold name of institution harmless from any loss, claim or damage arising from his/her own negligence and will 

provide proof of professional liability coverage (if licensed within the United States) at the request of name of institution.


c.
Name of institution will defend, indemnify and hold the individual harmless from any loss, claim, or damage arising from the negligence of its employees, officers and agents.

Date of Visitation Learning Experience     Date.

	
	

	

	       ____________________________________

	Signature of Visitor                                      Date

	
	Representative from                             Date

Name of clinic, Institution


	
	
	

	________________________________________

	Full Name (Please print)
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