
Student Placement Form 
*****ALL FIELDS ARE REQUIRED***** 

Last Name: ____________________ First Name: ___________________ M.I.: 

Date of Birth (MM-DD-YYYY): 

Social Security Number: 

Mailing Street Address: ________________________________________________ 

City: __________________________ State: _______ Zip Code: _____________ 

Phone: 

Email: _________________________________________________________ 

Gender: ____________________ 

Facility/School: _____________________________________ 

Program: ________________________________ 

Start date for clinical rotation:  

End date for clinical rotation: 

Clinical Site & Department: __________________________ 

Preceptor: ____________________________  
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