			Individual Clinical Practicum Request for Placement
Directions
1. Individual  completes request form
2. E-scan email form to Clinical Education Department at least 2 months prior to practicum start date. 

Note:  Practicum will not be approved until all required information and documents are received by Clinical Education Department.    DO not send lab results for health requirements to Capital Health.

Name______________________________________________________________________________________
College/University____________________________________________________________________________
NJ License Number___________________________________________Expiration Date____________________
PA license Number___________________________________________Expiration Date____________________
Phone Number ______________________e-mail___________________________________________________
Is Capital Health your Employer?        Yes   □    No   □   If Yes, Department/Unit ___________________________
Specialty Trac ____________________________________________Number of Hours Required ____________
Time Frame for Practicum FROM_______________________________TO_______________________________
Practicum Documents attached to Request?       		□ Yes      	□ No  
Experiences/Skills Requested
_____________________________________________________________________________________________________
Clinical Education (For internal use only)
NJ License Verified						□ Yes
Clinical Practicum List of Experiences 				□ Yes   	
Health Attestation Form Completed & Signed			□ Yes    
Website Compliance Checks / Results Negative			□ Yes    	
Orientation Generic/Clinical/Adv. Clinical SLP Received		□ Yes    
CH ID Badge Request						□ Yes
	Department/Unit Assigned_______________________________________________________________________________
Preceptor Assigned_____________________________________________________________________________________
	Practicum Start Date__________________________Practicum End Date__________________________________________
□    Request/Placement Approved       Director/Designee Signature_______________________________________________
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