Preceptor Information Form - NUR 1110
This document must be emailed to: mnplacements@utoronto.ca by November 14th 2011. Failure to do so will delay your registration into NUR1110.
Important: You MUST include the following information: 
PLEASE ENSURE THAT ALL SECTIONS ARE COMPLETED
· Start Date
· Estimated End Date 
· Number of Hours (minimum of 150 hours per preceptor and no more than 2 preceptors – not including NP Advisor per term) 
· Preceptors’ Surname and Given name 
· Organization, Position/ Role, and/ or Department/ Specialty Area 
· Preceptors’ Mailing Address and Email Address for Clinical Evaluation Purposes

*** If you require a preceptor change, please forward your request,

including an updated preceptor form via email to: 
Kathy Trip - Graduate Placement Coordinator at (mnplacements@utoronto.ca) ***
STUDENT INFORMATION:
	Surname:
	

	Given Name(s):
	

	Student Number:
	

	RN #:
	

	Home Phone and extension:      
	

	Work Phone:
	

	Work Extension: 
	


Health Status confirmed and up-to-date (Please circle Yes or No):     YES    or    NO                        
                                                                                               
COURSE INFORMATION:
	Semester:
	Winter 2012

	Field (circle field of study):
	ADULT    or   PEDIATRIC


PRECEPTOR #1 / PLACEMENT INFORMATION:
	Start Date:
	Estimated End Date:

	Number of Hours (enter the number of hours you will be spending with this Preceptor):
	150       or      300

	

	Title:
	

	Surname:
	

	Given Name(s):
	

	Organization/Agency/Company:
	

	Position/Role:
	

	Department/Specialty Area:
	

	Credentials:
	

	CONTACT INFO

	E-Mail:
	Organization/ Agency/ Company mailing address

	Work Phone:                                                      
	Address:                                                  

	Work Extension:
	City/ Province:                                             

	Other Phone:  
	Postal Code:


PRECEPTOR #2 / PLACEMENT INFORMATION (fill in only if applicable):
	Start Date:
	Estimated End Date:

	Number of Hours (enter the number of hours you will be spending with this Preceptor):
	150       or      300

	

	Title:
	

	Surname:
	

	Given Name(s):
	

	Organization/Agency/Company:
	

	Position/Role:
	

	Department/Specialty Area:
	

	Credentials:
	

	CONTACT INFO

	E-Mail:
	Organization/ Agency/ Company mailing address

	Work Phone:                                                      
	Address:                                                  

	Work Extension:
	City/ Province:                                             

	Other Phone:  
	Postal Code:


NP ADVISOR INFORMATION (fill in only if applicable):

NOTE: if you have an MD preceptor you must have an NP advisor
	Start Date:
	Estimated End Date:

	Number of Hours (enter the number of hours you will be spending with this Preceptor):
	150       or      300

	

	Title:
	

	Surname:
	

	Given Name(s):
	

	Organization/Agency/Company:
	

	Position/Role:
	

	Department/Specialty Area:
	

	Credentials:
	

	CONTACT INFO

	E-Mail:
	Organization/ Agency/ Company mailing address

	Work Phone:                                                      
	Address:                                                  

	Work Extension:
	City/ Province:                                             

	Other Phone:  
	Postal Code:


APPROVED BY:  Kathy Trip
      __________________

                                                                          (signature)
