
Student Application Packet 

Dear Student, 

Thank you for interest in completing your school-based practical experience at Salina Family Healthcare 
Center clinical team. Prior to beginning your service with Salina Family Healthcare Center you must complete 
the enclosed application and be approved by our Board of Directors. The application process involves 
evaluating the existence of necessary documentation and finding a mentor/preceptor who is employed by 
Salina Family Healthcare Center that is willing serve as your mentor/preceptor. Our policy applies to students 
who will provide clinical services and administrative tasks at Salina Family Healthcare Center. All qualified 
applicants will receive an application for medical staff membership and/or clinical privileges. We will make 
every effort to process your application in a timely and efficient manner. 

Application is a five-step process: 
Step 1: Applicant will receive the initial applicant packet.  
Step 2: Applicant will return completed applications along with requested documents. 
Step 3: Application will be reviewed and processed by our Chief Compliance Officer to make sure all 
information is complete and accurate. 
Step 4: The completed and verified applicant packet will be presented to the Board of Directors for 
approval. 
Step 5: The Applicant will be notified of the Board of Directors’ decision. 

The credentialing process can take up to 60 to 90 days to verify, review, and obtain final approval. To expedite 
the process, your application should be completed without blanks or missing requested documents. If 
anything is missing, the process will be delayed and your rotation may be postponed. 

If at any time you have questions, please contact me or set up a meeting to come to Salina Family 
Healthcare Center and go over your application prior to submission. Our goal is to assist you to complete 
the process quickly while ensuring that we are compliant with relevant guidelines we must follow. 

Sincerely, 

Jamie Boatright
Compliance Officer 
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STUDENT APPLICATION 

Please type or print responses legibly and in ink. Please complete the form in its entirety and attach all required 

documentation. Incomplete applications will be returned to you and may result in a delay in process.  

Documents that must be completed and submitted include the following: 

 Completed student application. 

 Copy of most recent COVID, flu, and hepatitis B vaccination, tuberculosis PPD test, and 

immunization record. 

 Signed Student Professional Conduct Standards.  

 Signed Confidentiality Statement. 

SFHC to verify that the following documents are on file: 

 Verification of collaborative agreement, if applicable, with training institution including: 

o Statement of affiliation with the training institution,

o Statement that the training institution’s liability insurance will be responsible for any acts of

professional negligence, and

o A release and hold harmless agreement.

 Copy of private liability coverage extended from the training institution.  

 Copy of medical malpractice insurance coverage, if applicable.  

 Documentation of the training institution’s expectations of the student and the clinic during the 

student’s placement at the clinic. 

__   Signed Sexual Harassment Education Statement.

__  EHR account request form 

__ Signed student housing agreement if applicable
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I. Personal Information (please print) 

Student Name:  Date of Birth:

Address/City/State/Zip:  

Phone:  

Gender:  Male  Female  

Emergency Contact:   Relationship: 

Phone:   Email:  

II. Request for practical experience

Will student be   providing clinical services or   providing administrative services?  

Dates requested: ________________________ 

What activities will the student be performing under your supervision?

Is this observation related to a school/college course?  Yes  No  

If yes, please provide: The course name: 

School: 

Instructor: 

III. Request for practical experience - to be completed by preceptor

The responsibility for the student’s involvement and activities in both clinical and administrative activities at Salina 

Family Healthcare Center will be under the supervision, direction, and control of their mentor or preceptor. 

Mentor/Preceptor Printed Name: 

Mentor/Preceptor Signature: 

Student Signature: Date: 

 Email:  

Choose not to disclose

If yes, for what dates? __________________________________



Page 4 of 7 

Immunization Verification Record 

Name: _____________________________________  Work Area: _______________ 
Instructions: Students observers will provide documentations showing compliance with immunization and 
tuberculosis screening requirements. Check the appropriate box. An official record of immunizations or laboratory 
results from a health care provider is required for verification. 

MMR (measles, mumps, rubella):  Proof of immunity must be met by one of the following. 

 Adequate Immunization Measles Date 1: ________ Date 2: ________ 
Mumps Date 1: ________ Date 2: ________ 
RubellaDate 1: ________ Date 2: ________ 

 Documentation of disease Measles Date: ________ 
Mumps Date: ________ 
RubellaDate: ________ 

 Immune titer, if done  Measles Positive Negative Date: __________ 
Attach copy of result (required) Mumps Positive Negative Date: __________ 

RubellaPositive Negative Date: __________ 

Chickenpox:   Documentation of immunity must be met by one of the following. 
 Documentation of chickenpox  Date: ________ 
 Adequate Immunization – Varicella  Date 1: ________ Date 2: ________ 
 Varicella titer  Date: ________ Results: ________ 
 Uncertain: Positive verification from relative:  Relationship: 
 Has not had chickenpox. The individual cannot have contact with patients with shingles or chickenpox. If 
exposure to chickenpox occurs the individual must be excluded from the facility from day 10-21 following exposure. 
If an individual develops chickenpox, they will be excluded from the facility until all lesions are crusted over and there 
are no new lesions. 
Tdap (Tetanus, Diphtheria, Pertussis)  Date: ______________ 

Influenza      Date: _______________ 

Tuberculosis Test: A tuberculin skin test is required within the last 12 months. 
Date: __________ Results: ___________ 

Hepatitis B
 Vaccine Series Date 1: ______________ 

Date 2: ______________ 
Date 3: ______________ 

 Immune Titer Positive  Negative Date: ________________ 
     Attach copy of result (required) 

Verification by a health care professional is required:  

Verified by: ______________________________________ Date: _________________________ 

School/Agency: _______________________________  

COVID -19 Date of 1st dose: ____________  Date of 2nd dose: _____________  Date of Booster: ______________ 
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Statement of Confidentiality 

I (print name) ______________________________________ understand that while visiting and/or 
participating in special education projects, clinical experiences and other activities at Salina Family Healthcare 
Center, I may have access to information which is of a confidential nature. Because the learning activities are 
educationally beneficial, I am expected to respond at all times in a professional manner. Any information, 
either written or oral, having any relevance to patient care is strictly confidential. Discussions regarding 
patients and/or any Salina Family Healthcare business information are restricted to the proper professional 
environment under the supervision of appropriate personnel.  

It is understood, that violation of that confidentiality, whether intentional or involuntary, may result in 
disciplinary action, up to and including termination from the practical experience at Salina Family Healthcare 
Center, and may result in civil and/or criminal liability.   

By my signature, I verify that I have read the above information and agree to abide by Salina Family Healthcare Center’s policies pertaining to HIPAA, 
patient confidentiality, and the confidentiality of business records. 

_____________________________ ______________ 
Student Signature Date 
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Student Professional Conduct Standards 

1. It is the student’s duty to obtain and maintain current certifications required for their assigned

activities.

2. It is the student’s responsibility to collect and submit documentation necessary for their education

program.

3. The student must comply with SHEF Code of Conduct.

4. The student must comply with all documentation requirements for their assigned department.

5. The student will respond to patient messages and complete patient notes in an appropriate time as

determined by Salina Family Healthcare Center Policy.

6. The student will seek feedback from their SFHC mentor/preceptor to promote ongoing self-

improvement.

7. The student will arrive to scheduled shifts on-time.

8. Patient care in all settings will be patient-centered and family-centered.

9. Students must develop habits of conduct that are perceived by patients and peers as signs of trust.

Every student must demonstrate sensitivity, compassion, integrity, respect, professionalism, and

maintain patient confidentiality and privacy. A patient’s dignity and respect must always be maintained.

Under all circumstances, response to patient needs shall supersede self-interest.

10. Unaltered ID badges must be worn and remain visible at all times by the student.

11. If the student is not wearing scrubs, the student must wear clothing that reflects a professional image.

No shorts are permitted.

Men: Dress-type pants and collared shirt. Facial hair must be neat, clean and well-trimmed.

Women: Skirts and dresses must be at or below the knee. Clothing should cover back, shoulders,

midriffs - modest neckline (no cleavage).

I have read this Professional Conduct Standards of Students and do hereby demonstrate my understanding 

and agreement to abide by these guidelines by affixing my signature and the date below. 

____________________________________________________ 

Student  Signature Date 
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BOARD APPROVAL  

Name of Student: _________________________________________  

Year of Graduation: ______________________________ 

Area of Specialty: ____________________ 

Each request for a student practical experience will be considered on an individual basis and will require 
approval and supportive documentation. The above named individual certifies that s/he is competent to 
complete the duties requested for the practical program. 

Course name: School: 

Instructor: SFHC Mentor/Preceptor Name: 

 

By signing below Student attests and acknowledges: 

 That that they have received adequate training, instruction, and experience for the above requested
activities. 

 Any restriction on clinical activities is waived in an emergency situation.
 Clinical privileges expire at the end of the student’s program.

______________________________________ __________________ 
Student Signature Date 

Submitted for approval by: 

__________________ ______________________________________ 
Compliance Officer Date 

Temporary approval is granted until the next meeting of the SHEF Board of Directors by: 

____________________________________ __________________ 
SHEF Executive Name Date 

The Board of Directors of Salina Health Education Foundation (SHEF) dba. Salina Family Healthcare Center 
(SFHC) hereby approves credentials of the above named individual and approves them for placement under the 
auspices of SHEF dba. SFHC within the scope of the student’s educational program for the duration of the 
program. 

Approved on behalf of the Board of Directors by: 

____________________________________ __________________ 
Board President (or designee) Date 



Facts about Sexual Harassment 

This document is intended only to provide clarity regarding existing requirements under the law 
or Equal Employment Opportunity Commission policies. 

What is sexual harassment? 

It is unlawful to harass a person (an applicant or employee) because of that person’s sex. 
Harassment can include sexual harassment or unwelcome sexual advances, requests for sexual 
favors and other verbal or physical harassment of a sexual nature. 

Harassment doesn't have to be of a sexual nature. It can include offensive remarks about a person’s 
sex. For example, it is illegal to harass a woman by making offensive comments about women or 
men in general. 

Both victim and the harasser can be either a woman or a man, and the victim and harasser can be 
the same sex. 

Although the law doesn’t prohibit simple teasing, offhand comments, or isolated incidents that are 
not very serious, harassment is illegal when it is so frequent or severe that it creates a hostile or 
offensive work environment or when it results in an adverse employment decision (such as the 
victim being fired or demoted). 

The harasser can be the victim's supervisor, a supervisor in another area, a co-worker or someone 
who isn't an employee of the employer, such as a client or customer. The victim does not have to 
be the person harassed but could be anyone affected by the offensive conduct. Unlawful sexual 
harassment may occur without economic injury to or discharge of the victim. The harasser's 
conduct must be unwelcome. 

It is helpful for the victim to inform the harasser directly that the conduct is unwelcome and must 
stop. The victim should use any employer complaint mechanism or grievance system available. 

It is also unlawful to retaliate against an individual for opposing employment practices that 
discriminate based on sex or for filing a discrimination charge, testifying, or participating in any 
way in an investigation, proceeding, or litigation under Title VII. 

SOURCE: United States Equal Employment Opportunity Commission 

I have read this Facts about Sexual Harassment and do hereby demonstrate my understanding and 
agreement to abide by these guidelines by affixing my signature and the date below. 

________________________________ __________________ 
Student Signature Date 

https://www.eeoc.gov/laws/types/sexual_harassment.cfm


Student EHR User Account Request Form 

All fields are required. Access will be denied unless form is filled completely. 

Student information: 

First Name: 

Last Name: 

DOB: Email: 

Department:  Administration   Behavioral Health   Dental   Medical   Pharmacy 

------------------------------------------------------------------------------------------------------------------ 

FOR SFHC OFFICE USE ONLY

Appropriately restricted access to electronic health records (EHR) is a vital step to protect PHI. 

This is important for protecting our patients and should also be one of the educational goals we 

have for our students. Y o u r  decision to grant a student access to an EHR should not be taken 

lightly. Please indicate EHR the above-named student will need to access during their work-based 

learning. Please request the most restrictive access the EHR that allows the student to perform their 

expected duties. Then attach this form to an IT ticket. After the IT ticket is created, submit the 

completed form to HR. 

EHR: 

 athenahealth  Dentrix  Orchard LIS  PioneerRx 

Days/Hours of Access: 

 24-7 Saturdays  8am-noon  M-F 8 am – 6 pm  Other: 

Activate/Start date (mm/dd/yyyy):  

Deactivate/End date (mm/dd/yyyy): 

IT ticket submitted by:   

Date IT ticket submitted:  
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