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VALDOSTA STATE UNIVERSITY  
COLLEGE OF NURSING AND HEALTH SCIENCES 

 
NEW CLINICAL AGENCY REQUEST  

& 
CLINICAL SITE REVIEW 

 
Name of Facility: _____________________________________________________________  
Street address: _______________________________________________________________ 
 City: ___________________________________ State: ____________ Zip code: _________ 
Telephone________________________________Fax________________________________ 
Mailing address (if different) ___________________________________________________ 
_____________________________________________________________________________ 
Administrator/Office Manager/Contact Person: 
   
 
Preceptor(s)  (name, title AND license number): 
 
 
 
 
Name of Person who will sign contract:  ________________________________________________________ 
 
Facility is: 
 _________ Clinic/Office 
          ______ Family Practice           ______ Internal Medicine 
          ______ Women’s Health           _____ Pediatrics 
         ______ Urgent Care/Ambulatory   

       ______ Health Dept. 
         ______ Specialty Clinic:(cardio, neuro, derm, et al)_________________ 
 
 _________  Hospital 
   
 
Check as many as apply and add any further description needed: 
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________ 
 
Statistics:  
 __________ Average number of patients seen daily 
  
The process used to schedule students in this facility is 
_________________________________________________________________________________________________________
___________________________________________________ 
 
 



Redesign BSC 5/2014   

 
Describe the opportunities for students to engage in actual, interactive activities 
consistent with the course goals and objectives within this facility. 
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
______________________________________________________________________________________________________ 
 
 
Describe the facilities, resources, and services which facilitate planning, 
implementation, and evaluation of learning resources within this facility. 
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
________________________ 
 
Describe particular strengths of the preceptor/mentor in this facility, which enable 
students to achieve course objectives. 
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
______________________________________________________________________________________________________ 
 
Describe the collaborative process used in this facility to select learning experiences: 
Particular strength’s of this practice setting are: 
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
________________________ 
 
Identify any noted weakness of this practice setting for meeting the learning 
objectives: 
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
______________________________________________________________________________________________________ 
 
Date of site visit: _________________________________________________________________ 
 
This facility is used for learning experiences of our  
  ☐   Undergraduate 
  ☐   Graduate students  
 
Clinical to start __________________semester 
 
Name of Faculty Member Requesting Contract: ___________________________ 
 
Date Requesting ______________________________ 
 
Name of Student Requesting Contract: ______________________________________ 
 
Date Requesting ______________________________ 


