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PMHNP Clinical Student Precepting Application

Please complete this application in full and attach all required documentation before we can confirm a clinical placement. This application consolidates the information and documents our practice needs to evaluate and accept a PMHNP clinical student.
This form can be completed electronically in Microsoft Word — click any blank line to type your response, including the signature line at the end.
APPLICANT & PROGRAM INFORMATION
Full Name

Email Address

Phone Number

School and PMHNP Program

Current Semester / Expected Graduation Date

Which clinical rotation is this with our practice (e.g., first or second/final)?

How many clinical hours do you need to complete with us this semester?

Requested clinical semester start and end dates

AVAILABILITY & SCHEDULING
How many hours per week are you hoping to complete?

What days and times are you available for clinical?


Are there any specific days or times you cannot attend?

Do you have flexibility in your schedule if your assigned provider's schedule changes?

CLINICAL BACKGROUND & GOALS
Have you completed any previous PMHNP clinical rotations? If so, what settings and populations have you worked with?


What patient populations do you still need exposure to (pediatric, adolescent, adult, geriatric, etc.)?


Are there specific diagnoses, skills, or experiences you are hoping to gain during this rotation?


Current RN license number and state (if applicable)

What EHR experience do you currently have?

What are your goals for this clinical rotation?


SCHOOL & PROGRAM REQUIREMENTS
Does your program require a certain percentage of your hours to be completed directly with a PMHNP versus a counselor or another type of provider?

Does your school require one designated preceptor, or can your hours be divided among multiple PMHNP providers within the practice?

What documentation does your school require from the preceptor (weekly hour verification, evaluations, encounter logs, etc.), and how frequently are evaluations required?


Is there an online portal the preceptor or clinical site will need to use? If so, please provide details.

Who is your school's clinical coordinator or faculty contact (name, email, phone)?


Has your school already completed or initiated the clinical affiliation/site agreement with our practice?



REQUIRED DOCUMENTS CHECKLIST
Please attach the following documents with this application. Check each item that is included; note anything pending or not applicable.
☐  Proof of current enrollment / school verification letter
☐  Clinical affiliation agreement / MOU between school and practice (executed or in progress)
☐  Current immunization records (or declination forms)
☐  Background check results
☐  Drug screening results
☐  HIPAA training certificate
☐  BLS/CPR certification
☐  Current resume/CV
☐  Proof of professional liability/malpractice insurance
☐  Current RN license (if applicable)
☐  School's clinical requirements, handbook, or syllabus
☐  Other school-required forms (please list below)
If other documents are required, please list them here:


APPLICANT ATTESTATION
I certify that the information provided in this application is accurate and complete to the best of my knowledge. I understand that additional documentation may be requested, and that my clinical placement is not confirmed until approved by the practice.
	
Applicant Signature
	
Date




STUDENT CONFIDENTIALITY AGREEMENT
As a clinical student completing a rotation at Panacea Behavioral Health and Wellness Center ("the Practice"), I understand that I will have access to protected health information (PHI) and other confidential information belonging to patients, staff, and the Practice. By signing this agreement, I acknowledge and agree to the following terms.
1. HIPAA Compliance
I will comply with the Health Insurance Portability and Accountability Act (HIPAA) and all applicable state and federal privacy laws governing the use and disclosure of patient information. I understand that PHI includes any information that could identify a patient, including but not limited to names, dates of birth, diagnoses, treatment notes, contact information, and appointment details.
2. Confidentiality of Patient Information
•  I will access, use, and discuss patient information only as necessary to complete my clinical training and assigned duties.
•  I will not disclose patient information to any person not authorized to receive it, including family, friends, classmates, or on social media.
•  I will not discuss patients or their care in public areas, including waiting rooms, hallways, elevators, or outside the practice setting.
•  I will not remove patient records or copies of patient information from the practice without authorization.
•  I will de-identify any patient information used for school assignments, case studies, or presentations, in accordance with my school's requirements and HIPAA guidelines.
3. Practice Privacy Policies
I agree to follow all privacy and security policies of the Practice, including those related to electronic health record (EHR) access, password protection, secure handling of paper records, and reporting of any suspected privacy breach.
4. Duration of Obligation
I understand that this confidentiality obligation continues after my clinical rotation ends and does not expire when I complete my training at the Practice.
5. Consequences of Violation
I understand that any breach of patient confidentiality or violation of HIPAA may result in immediate dismissal from the clinical site, notification to my academic program, and potential legal or civil liability.
By signing below, I certify that I have read, understand, and agree to comply with the terms of this Student Confidentiality Agreement.
	
Student Signature
	
Date



	
Clinical Site Representative Signature
	
Date




CLINICAL STUDENT EXPECTATIONS & POLICY ACKNOWLEDGMENT
Panacea Behavioral Health and Wellness Center is committed to providing a high-quality clinical training experience. To support a professional and effective learning environment for you, our patients, and our staff, all clinical students are expected to understand and follow the policies outlined below.
Attendance & Punctuality
•  Arrive on time and ready to begin at the start of your scheduled shift.
•  Notify your preceptor and the clinical coordinator as far in advance as possible if you will be late or absent.
•  Consistent attendance is required to meet your program's clinical hour requirements; excessive absences may affect your placement.
Cancellations
•  If you need to cancel a scheduled clinical day, notify the practice and your preceptor with as much notice as possible, and no later than the start of business the day before, except in cases of illness or emergency.
•  Repeated last-minute cancellations may result in review of your placement.
Professional Conduct
•  Treat all patients, providers, and staff with respect, courtesy, and professionalism at all times.
•  Maintain a positive, collaborative attitude and a willingness to learn.
•  Follow the direction of your assigned preceptor and practice staff.
Dress Code
•  Dress in business casual attire, as directed by the practice.
•  For in-person clinical days, maintain good personal hygiene and keep fragrances light, given close patient contact.
Communication
•  Communicate professionally and promptly with your preceptor, practice staff, and school faculty.
•  Direct scheduling or administrative questions to the appropriate practice contact rather than contacting patients directly.
Patient Interactions
•  Introduce yourself to patients as a student and explain your role in their visit.
•  Obtain appropriate permission before participating in a patient's care.
•  Never provide diagnoses, treatment recommendations, or prescriptions independently; all care must be reviewed and approved by your supervising provider.
EHR Use & Documentation
•  Use the practice's electronic health record system only as authorized and only for patients you are directly involved in caring for.
•  Document accurately and in a timely manner, following the format and co-signature requirements set by your preceptor.
•  Do not access records of patients outside your assigned care without authorization.
Confidentiality & Professional Boundaries
•  Protect patient confidentiality at all times, consistent with HIPAA and the Student Confidentiality Agreement above.
•  Maintain appropriate professional boundaries with patients, staff, and providers; do not pursue personal relationships with patients.
•  Do not accept gifts, money, or favors from patients.
Cell Phone & Social Media Use
•  Cell phones should be silenced and used only during breaks or for clinical purposes.
•  Do not photograph, record, or discuss patients, staff, or practice operations on personal social media or with anyone outside the practice.
Other Clinical Expectations
•  Complete any assigned readings, competencies, or documentation required by both the practice and your academic program.
•  Report any safety concerns, incidents, or conflicts to your preceptor or the clinical coordinator promptly.
•  Follow all additional site-specific policies communicated to you during orientation.
By signing below, I acknowledge that I have read, understand, and agree to comply with the clinical student expectations and policies outlined above.
	
Student Signature
	
Date



	
Clinical Site Representative Signature
	
Date




FOR PRACTICE USE ONLY — INTERNAL REVIEW
Reviewed By

Assigned Preceptor(s)

Are all required documents complete?
☐  Yes        ☐  No — see notes below
Application Decision
☐  Approved        ☐  Approved with conditions        ☐  Not accepted at this time
Notes / Conditions



	
Clinical Coordinator / Director Signature
	
Date
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