[image: ]	Clinical and Residency Request Form

Please complete all fields below. 
[bookmark: _GoBack]If you need more than one area of education or observation experience (i.e., OB/Gyn and Med/Ped) please complete a separate form for each area.

· Clinical Education (NP, CNM, Medical Student, etc)
· Residency						
Your Name: ________________________________________	Date of Birth: ________________
Your Phone Number: _________________________________  Email: ______________________
Educational Institution: ____________________________________________________________
Address: ________________________________________________________________________
Institutional Contact: ______________________________________________________________
Telephone Number: ________________________ 	_____	Email: ______________________
Educational Program: ______________________________________________________________
Clinic and/or Area where the education/observation experience is being requested:______________
 ________________________________________________________________________________
Anticipated Start Date: __________________	Anticipated End Date: ______________________
Describe the education/residency experience requested: ________________________________________________________________________________
HealthNet contact that has agreed to the request: ________________________________________	
HealthNet contact phone number: _______________________	Email: ______________________

Requirements for approval:
1. Completed background check.
2. Proof of the following vaccinations: Mumps, Rubella, Varicella, Measles, Tetanus, Diphtheria, Pertussis, annual Influenza, Hepatitis B series (or declination form) or shows appropriate antibody titers.
3. Has had a TB test within the last 12 months with date and results.
4. Has a current CPR/BCLS card if required by the clinical area where the experience will be conducted.
5. Copy of school I.D.

	Please complete and email to HealthNetClinEd@indyhealthnet.org 
		Rev 6/2018
image1.png




