Valley Children’s Healthcare
Student Rotation Document Confirmation

School: ____________________________ Discipline:_____________________Rotation Dates: ________________________ 

	Student Name
	FOG Confirmation Form
	FOG post-test
	Confidentiality 

Form
	Electronic Doc. Education
Acknowledgement form (NURSING ONLY)
	Clinical Experience Information Sheet (for preceptorships)
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Instructor: Please confirm documentation for each student & instructor (self) and include this form with the completed forms at least two weeks prior to clinical experience to (mail, hand deliver, or scan & email):



Clinical Student Programs
Mailstop GE08

Valley Children’s Healthcare
9300 Valley Children’s Place

Madera, CA 93636
ClinicalStudentPrograms@valleychildrens.org 
