KITTITAS VALLEY HEALTHCARE
REGISTRATION FORMPRIVATE 
 FOR STUDENTS IN TRAINING
Name (First, Middle initial, last):                                            


Date: 




Address:











 
Date of Birth: 





Last 4 digits of SSN: 





Phone Number: 



      Email: ______________________________                                                                                                                                  
Type of student:
____ CRNA 

____ Medical

____ NP 



____ Premedical
____ Physician Asst.
Sponsoring Institution:









                                                                                                                     
Precepting Provider(s): 























Time frame of preceptorship:







Level of clinical capabilities:























Attach copies of required documentation:

1)
State license, if applicable

2)
DEA certificate, if applicable

3)
Additional Certifications, if applicable (i.e. ACLS, PALS, etc)
4)
Letter of Good Standing

5)
Proof of Insurance 
7)
Current copy of Immunizations 
· Influenza (required between October 1 and March 31 yearly)

· Tdap
· Measles
· Mumps 
· Rubella
· Varicella
· Hepatitis B 

· 2 negative PPD tests within the year or a blood test showing no evidence of TB

I have read the Hospital policy on Students in Training, and agree to abide by this policy.

Signature of Student: 









