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Shadowing/Student Application
Name:  






  Phone:




Address:  












Email:  








Volunteer (not currently attending school or gaining credit for time):  FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Current High School student:

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Current Undergraduate student:
 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Year in School: 






Name of School: 






Address: 







Course which requires this experience (if any):







Instructor /Advisor Name:  





Phone:  




Email:













Total Number of Hours Needed/Desired:  








Dates requested for Experience:  









Morning or afternoon: 










What are the objectives of your experience?  (What do you need/want to accomplish while you are here?)  







 

























































Please specify which type of healthcare professional(s) you are interested in shadowing: 

 FORMCHECKBOX 
 Physician Assistant
 FORMCHECKBOX 
 Family Physician

 FORMCHECKBOX 
 Dentist

 FORMCHECKBOX 
 Nurse
 FORMCHECKBOX 
 Hospice Nurse

 FORMCHECKBOX 
 Pharmacist


 FORMCHECKBOX 
 Other (specify) 



Emergency Contact Name and Phone:  






















Have you ever been convicted of a felony?
 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
If yes, provide a date and Explanation: 












I hereby attest that all of the above information is true and complete.  I acknowledge that any material misstatements in or omissions from this application may constitute cause for denial of my application for a student experience at RiverStone Health.    

Signature of Student








Date

Signature of Instructor/Advisor






Date

For Office Use Only

Program Placement:




Dates of Rotation:





Preceptor:







Completed Health Statement Form:




TB Documentation:



HIPPA Training:




PARENTAL/GUARDIAN STATEMENT OF PERMISSION

I give my son/daughter permission to participate in the student job shadowing program at RiverStone Health.  I will be supportive of my teenager who is participating in this program.

All the students will receive a copy of the programs at RiverStone Health.  They are also provided with the Rules and Regulations of RiverStone Health and Job Shadowing expectations after they are accepted to the program.  If you have any questions about the program, please reference this information or call us at 247-3297 or 247-3285.  Thank you for encouraging your child in his/her job shadowing experience.
Student Name:
 








Signature of Parent or Guardian



Daytime Phone

All students are required to have a TB test before they begin their job shadowing experience at RiverStone Health. The test is $10 at RiverStone Health’s Immunization Clinic on Mondays (1:00-4:30pm), Wednesdays (11:00am-6:30pm) and Fridays (1:00-4:30pm).  The Immunization Clinic is closed from 2:30-3:00pm on Wednesday.  People are served on a walk-in basis only.  Parental/Guardian consent is needed to administer the test to minors.  Please call 247-3297 to verify information if parent or guardian cannot accompany minor.
RIVERSTONE HEALTH


MONTANA FAMILY MEDICINE RESIDENCY





Required for Demographic Use ONLY





Male_________     Female_________





Age Range (in years): 	<20	20-29     30-39	     40-49      50-59       60+





Ethnicity:	NON-HISPANIC	HISPANIC





Race: 					





Hometown:					 1st Generation College Student? YES_____ NO_____





�





�








                                                                          -Over-


