VERIFICATION OF CLINICAL AFFILIATION AGREEMENT
Student Participation Summary
_______________________________ ​​​(Clinical Site) confirms that it maintains a current Affiliation Agreement with _________________________________ (Name of School) and agrees to provide the physical therapy student listed below with a clinical education experience at Clinical Site in accordance with the terms and conditions as outlined in the Affiliation Agreement.


STUDENT(s):
_____________________________________________________


PRACTICE SETTING: _______________________________________________


PHONE/FAX: 
_____________________________________________________


COURSE TITLE: ____________________________________________________


ROTATION DATES: ________________________________________________
Clinical Site will ensure appropriate clinical supervision for the physical therapy student named above according to the terms and conditions as outlined in the Affiliation Agreement.
(Please print the following information – All fields below must be completed)

Individual(s) who will supervise student (Clinical Instructor (CI)):

Name:
_________________________________ 
Title:
_________________________________

Phone:
_________________________________
Fax:
_________________________________

Email:
_________________________________
Name:
_________________________________

Title:
_________________________________

Phone:
_________________________________

Fax:
_________________________________

Email:
_________________________________

(Use additional sheets if necessary)
Student Participation Summary Reviewed and Approved By:

For School

BY:
______________________________________      DATE: ________________________

Academic Coordinator (ACCE)
Signature
Print Name: ___________________________________      Print title: _____________________
For Clinical Site

BY:
______________________________________       DATE: ____
___________________


Center Coordinator (CCCE) Signature
Print Name: __________________________________       Print title: ______________________
COPIES OF SIGNATURES ARE ACCEPTABLE ON THIS ATTACHMENT 
(PLEASE - NO STAMPED OR TYPED SIGNATURES).
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