Texas Woman’s University

College of Nursing

Dallas Center
Graduate Student Preceptor Agreement

Student’s Name: 
__________________________________________________________

Address:

__________________________________________________________



   
________________________________________________________________
Telephone: (home)
________________________________________________________________ 
     
      (work)
________________________________________________________________

Course Name:

________________________________________________________________
Course Number:   
__________________________       Semester    ______________________
I have made arrangements with the following preceptor for supervised clinical time.

Preceptor’s Name and Academic Credentials:  _________________________________________

Certification(s) and Certifying Agency:  ______________________________________________

Preceptor’s Position:  ____________________________________________________________

Preceptor’s Type of Unit/Department/Specialty:  _______________________________________

Address:
_______________________________________________________________________



_______________________________________________________________________
Telephone Number(s):   ________________________________________________________________
We have agreed that I will be in the clinical setting on the following dates and times:

______________________________________________________________________________
______________________________________________________________________________

All of the following signatures are necessary for approval of this clinical experience.

_____________________________________________________________________________________

Student


               Date

Preceptor

               Date

_____________________________________________________________________________________


TWU Faculty


  Date

Medical Director (if applicable)      Date

