FACULTY PROFILE

NURSING PROGRAM:  ______________________________________________________________________ 
FACULTY’S NAME: 





 




  


     



Last




First

                       


ADDRESS: ____________________________________________________________________________________

PHONE NUMBER: ______________________________________________________________________________




Day



Evening


Cell
EMAIL: ________________________________________________________________________________________
UNIT ASSIGNED: ___________________ 
SHIFT: __________________    HOURS:  _________________

LICENSE NUMBER: ________________________

Exp. Date: ___________________________

Verification to license:   FORMCHECKBOX 
 License verification by primary source recommended.   http://license.reg.state.ma.us/public/licque.asp?color=red&Board=RN 
HEALTH RECORD

1. MEASLES, MUMPS, & RUBELLA  




 FORMCHECKBOX 

titer or vaccine verified
2. DIPTHERIA/TETANUS   





 FORMCHECKBOX 

within 10 years
3. VARICELLA (CHICKEN POX)  




 FORMCHECKBOX 

disease, titer or vaccination verified
4. HEPATITIS
B






 FORMCHECKBOX 

vaccination, disease, immunity or waiver signed
5. TUBERCULIN SCREENING   




 FORMCHECKBOX 

annual requirement - must be current and meet clinical placement standards
I certify that the above information is accurate and correct









Date:





Faculty’s Signature

_____________________________________________

Date: ______________________

Nursing Program Administrator


FACULTY ORIENTATION

NURSING PROGRAM:  _______________________________________________________________________

FACULTY’S NAME: 





 




  

UNIT ASSIGNED: ___________________ 
SHIFT: __________________    HOURS:  _______________
ORIENTATION    DATE





FLOOR/UNIT



1. RESUME/CV (on file)
 FORMCHECKBOX 

2. MALPRACTICE INSURANCE (copy as per contract)
 FORMCHECKBOX 

3. CONFIDENTIALITY STATEMENT SIGNED
 FORMCHECKBOX 

4. MEDICATION TEST ON FILE (if applicable)
 FORMCHECKBOX 
 

5. ORIENTATION MATERIALS (returned as per contract) 
 FORMCHECKBOX 

6. MEDICATION / COMPUTER ACCESS FORM  returned

 FORMCHECKBOX 

7. CPR (American Heart Association- Healthcare Provider)   

Exp. Date: _____ AHA


(American Red Cross- Professional Rescuer) 
  

Exp. Date: _____ ARC


(Other ________________________________ )
   

Exp. Date: _____ Other
6. CORI Completed (as per school contract)




Date: ____________
    

ANNUAL COMPETENCY

(Clinical Instructor to Complete)

1. OSHA BLOODBORNE PATHOGENS AND STANDARDS/INFECTION CONTROL

Annual Requirement       Date:  __________    

2.   HIPAA TRAINING

Annual Requirement       Date:  __________    
3.  FIRE/ ELECTRICAL & SAFETY TRAINING

Annual Requirement       Date:  __________    ___________
4.  HAZARDOUS CHEMICAL TRAINING

      Annual Requirement        Date:  __________    ___________

5. OTHER (Facility Specific) Date: _____________     ___________

CLINICAL INSTRUCTOR’S SIGNATURE: _____________________________

Date: ______________

VERIFICATION OF ACCURATE DOCUMENTATION BY FACILITY (Signature & Date required)

SIGNATURE: _______________________________

Date: _____________________
Dear Colleague:

Attached to this letter please find a copy of the nursing Clinical Instructor Passport developed as part of the Massachusetts Centralized Clinical Placement (CCP) project. The form was developed by the CCP Task Force. The Task Force agreed that the form will be a valuable tool for both health care organizations and nursing programs to document and track specific information for clinical nursing faculty.  The following points were developed and agreed to by the CC P Task Force:

· Primary responsibility for updating and completion of this form belongs to the individual faculty member.

· In collaboration with the health-care organization staff, faculty are responsible for completing the Clinical Instructor Passport.

· The information collected on the Clinical Instructor Passport represents the baseline.

· Individual organizations may require additional information and/or competency testing.

· The clinical instructor’s résumé and/or CV may be kept on file.

· Use of this form by institutions is voluntary.

Thank you for your interest in the Centralized Clinical Placement Project.

Sincerely,

The BHE/MCN Centralized Clinical Placement Task Force
