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Clinical Preceptor Training

I, _________________________________ (Please print Full Name) have on this date received training and orientation from the EMS Course Coordinator or EMS Clinical Coordinator for the approved EMS Program known as (Name of EMS Program, Institute, or Agency)____________________________________  over   the identified subject topics above. I have also reviewed the programs clinical objective requirements for the students’ performance.

__________________________________________



__________

Signature of Clinical Preceptor






         
         Date
__________________________________________



__________
Printed Name of Course Coordinator or Clinical Coordinator




          Date
__________________________________________

Signature of Course Coordinator or Clinical Coordinator
	Name of Preceptor:
	

	License Level and Number:
	

	Address:
	

	Clinical Facility Site:
	


A copy of this document must remain on file with the EMS Course Coordinator and be given to Clinical Preceptor for his/her records.
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