MARSHALL UNIVERSITY SCHOOL OF NURSING
AGENCY REQUEST FORM
(Read instructions and information on bottom of page before completing form)

Student Name: _________


_______Date Submitted for processing:   


Marshall Student ID # _901_____________
Marshall Email: _______________________   _____       _
Student phone number(s):







               
 
Course # _NUR______

___        For: Fall/Spring/Summer _______



 
Preceptor’s Name:



 credentials: MD/DO/NP/PA/Other (specify)


Preceptor Email: ______________________________________________________ 

How many hours do you plan on being with this preceptor?  ____________

Hours are requested for:     Family Practice___        OB____        Peds ____ Specialty (specify) __________

Agency Name: _________________________________________________


____   __

Address: ________________________


____________________________________        _   
City/State/Zip: ______________________


__________________________________

Contact Person: _____________________


__________________________________

Fax Number: ___________________

_____ Phone Number:______

______________
Instructor Approval 





Date




Students are to read and initial below
STUDENTS MUST OBTAIN INSTRUCTOR APPROVAL PRIOR TO SUBMITTING REQUEST FOR PROCESSING. INCOMPLETE FORMS WILL NOT BE PROCESSED! ALL INFORMATION MUST BE INCLUDED. (Initials)             

Students are responsible for ensuring accuracy of information provided. Inaccurate information will delay the process and may impact on the student’s ability to progress in the program. (Initials)


Students cannot begin clinical until notified via Marshall Email that an affiliation agreement with the agency is in place. Clinical hours completed before the affiliation agreement is in place will not be counted towards the course requirement. Additionally, the student is not covered by University malpractice insurance without a signed agency affiliation agreement in place.  (Initials)


Rev: 1/5/18
