
CLINICAL ROTATION 
APPLICATION 

REVIEWED 2/2026 

Applicant Information: 

Name of Applicant: _______________________________  Date of application:______________ 

Phone number: __________________________________  Email:_________________________ 

Program of Study:   MD   DO   NP   PA   Other: ______________________________ 

Institution: __________________________________  

Institutional contact: _______________________________________________ 

Phone number: ______________________________________________ 

Email: _____________________________________________________ 

Anticipated Graduation Date: _______________________________ 

Is student housing requested during this rotation?   Yes   No 

Practicum Requirements: 

Preceptor credentials (check all allowed):  MD  DO  ARNP  PA  Other: ___________ 

If you have a preferred preceptor(s), list name(s) here: _________________________________ 

______________________________________________________________________________ 

Area of practicum needed: ________________________________________________________ 

Start date of practicum: ____________________  End date:__________________ 

Total number of hours needed: ________________________   

Additional Documents to be Sent as Applicable: 

Proof of Current Licensure:    

Proof of Certification:  BLS   ACLS   PALS   NRP   ATLS 

Immunization Records:  MMR   TB Gold or Skin Test   Hepatitis B   Varicella  

 Tdap/Td   Covid   Influenza

N95 Fit Test Documentation: 
Professional Photograph for name badge 

Please return this completed application to CRHC Clinical Educator, Jessica Kane, BSN, RN, NPD-BC by email 
at jkane@clarindahealth.com. If you have any questions, you can reach her at 712-542-1768.
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