North Carolina Board of Nursing

NOTIFICATION OF NEW CLINICAL RESOURCE FORM

Nursing Program_____________________ Program Director____________________
Check all that apply:
Duration of Clinical Site: 
Once______
 Ongoing Basis ______
Faculty on Site______    Precepted______ Observational______
	CLINICAL RESOURCE

	Agency


	Chief Nurse Administrator/Contact Person and Title


	Address

	Phone

	Description of Agency


	Agency Type (i.e. acute care hospital, long term care, home care)

	Average Total Agency Census


	Course Name, Number and Objectives 


	Type of Unit
	Average Number of Patients/Unit
	Maximum Number Students/Unit/Shift
	Student Rotation Schedule

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


_____________________________________________           ___________________

Program Director Signature

       

                    Date 

