Delta State UniversityATTACHMENT 3

 Robert E. Smith School of Nursing
PRECEPTOR AGREEMENT AND CONTRACT FOR HOURS

This contract serves as an agreement between the preceptor, student, and course faculty. The preceptor will provide supervision of the student’s performance of direct patient care during the contract duration. Hours of contract duration will vary in specific courses. These hours are to be completed in a time framework agreeable to the preceptor, student and faculty. All clinical requirements should be completed prior to the end of the course.  If the clinical hours cannot be completed, a conference between course faculty, preceptor, and student will occur in order to successfully resolve the issue.

Documentation of clinical hours is the responsibility of the student and is submitted to course faculty and filed at the Robert E. Smith School of Nursing in the individual student’s course file.

A portion of the student’s overall clinical grade will be derived from a satisfactory clinical performance and completion of all required hours.

It is acknowledged that completion of required clinical hours does not assure a passing clinical and/or course grade.

I hereby AGREE to serve as a preceptor for the below referenced student at the designated facility. I also agree I have received a copy, read, and understood the DSU SON BSN Preceptor Handbook.

Course NUR 410 Externship     Hours to be completed: __320  hours______
Clinical Facility: ___________________________________________________________
Preceptor Name: ___________________________________________________________
Signature: ______________________________________		Date: ______________
Student Name: __________________________________
Signature: ______________________________________		Date:_______________
OR

I hereby DO NOT AGREE to serve as a preceptor for the above referenced student:

_____________________________________________________ 	_______________
Preceptor Signature								Date







	

Delta State University 
Robert E. Smith School of Nursing 
Preceptor Data Form

	Date:


	Course Name/Number:  NUR 406 Nursing Preceptorship                

	Preceptor Information:
      NAME
      NURSING UNIT
      AGENCY NAME
      AGENCY ADDRESS
      AGENCY PHONE NUMBER(S)
      AGENCY FAX
      EMAIL ADDRESS (required)
NOTE: See Preceptor Qualifications for minimum requirements needed.
	





	Home Address (optional):
	


	Provide RN License Number & State Issued
[OR last SIX digits of SS# if you do not know your license number] *
	

	Has Practiced as an RN for at Least 1 Year:*

	YES        NO

	Educational Background:
      Highest Degree Held
      Name of College or University
      Date

      (List any additional degrees and/or                  
      certifications relevant to position, if desired)
	

	Work Experience (current to past)
List the following for each position held:

· Area of Nursing/Title/Dates 
· Supervisory Responsibilities:
· RNs/LPNs/Aides/Techs
· Professional Roles
	1.





	
	2.

	
	3.




	
	4.





	
	5.




	Signature of Preceptor:
	
Name (Print)_________________________________


Signature:_____________________________________
 

	Signature of Supervisor from Whom Approval has been obtained for Preceptor responsibilities:
	
Name (Print)_______________________________________


Signature:_____________________________________


	
	Supervisor’s
Professional
Title:_____________________________________



*NOTE: Required for state accreditation


