FOR INTERNAL USE ONLY


Mentor’s Name:      



     Phone:       



         Unit:      
ProHealth Care (PHC) Student Mentorship Application*

Please note:  All information requested on this form must be complete and submitted for approval before an educational experience may begin.

1. Date of Request:      
2. Student Name (First, MI, Last):      
3. Address:       
4. Phone:                                Cell Phone:                            Email Address:       
5. School/ Organization*:      
6. Program Type:  Nursing                               PT/OT                                    Other      
7. Program Advisor/ Instructor:        Contact Number:        Cell Phone:         

    Instructor Email Address:                

8. Employee of PHC:  Yes  FORMCHECKBOX 
       No   FORMCHECKBOX 
              If yes, location:      
9. Type of Experience (i.e. Med/Surg):      
10. Desired Dates:  From:                                            To:                   Total Required Hours:      
11. Days of the week:  S  FORMCHECKBOX 
 M  FORMCHECKBOX 
  T  FORMCHECKBOX 
  W  FORMCHECKBOX 
  TH  FORMCHECKBOX 
  F  FORMCHECKBOX 
  S  FORMCHECKBOX 
    Shift:   D  FORMCHECKBOX 
  PM  FORMCHECKBOX 
   N  FORMCHECKBOX 
    Time:      
12. Department: (1st choice)                                          (2nd choice)      
13. Preferred Site:  WMH:                      OMH:                          Clinic:      
Other:      
14. IMMUNIZATIONS  (please note dates – incomplete data will result in denial of your request):

1. Live MMR Date:                      OR   Rubella titer indicating immunity Date:      
2. Varicella  Date:      
               OR   Chicken Pox or Varicella titer   Date:      
3. T.B. Skin Test Date:      
 AND  Results:       
4. Chest Xray (for positive T.B. Skin Test): Date:         and  Results:      
15. ProHealth Care Student Orientation Course and Workforce Confidentiality Agreement:

 FORMCHECKBOX 
  I have completed the ProHealth Care Online Student Course. Please inlcude quiz score page.
 FORMCHECKBOX 
  I have read and I will adhere to the ProHealth Care Student Workforce Patient Confidentiality Agreement.  I 

      understand that it is a requirement of my experience at PHC.

Signed: ______________________________________________________________ Date: ________________

*An Affiliation Agreement must be in effect prior to the requested experience.  This agreement reflects the responsibilities of both the Organization/School and ProHealth Care.  A Caregiver Background Check must be completed as part of that agreement.

Please send completed form to:

Attention: Monica Erdmann

ProHealth Care Center for Learning and Innovation

725 American Ave.

Waukesha, WI  53188

monica.erdmann@phci.org

Tel: 262-928-2909
Fax: 262-928-2092

