AFFILIATED NURSING SCHOOL – STUDENT ROSTER
ENCLOSE HIPAA FORMS (IF APPLICABLE)
INSTRUCTOR:








Instructions for Completing Form:

SCHOOL NAME:








*Fill in unit for each date listed.

OFFICE PHONE                                        
Send completed form to Silvia Torres, Patient Care Services before the  first day of  clinical rotation or e-mail: storres@cmh.edu
HOME PHONE #:







BEEPER #:



E-MAIL
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