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CLINICAL EXPERIENCE AGREEMENT FORM
Form C 

 
 
Student: ______________________________ Preceptor: ___________________________ 
 
Address: ______________________________ Clinical Site: _________________________ 
 
Course: N_______ Semester ____________ Clinical Address: _____________________ 
 
 
STUDENT LEARNING OBJECTIVES: 
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CLINICAL EXPERIENCE AGREEMENT FORM – Continued 
 
PLAN FOR MEETING OBJECTIVES: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EVALUATION MECHANISM: 
 
 
 
 
 
 
 
 
 
 
 
 
 
SIGNATURES: 
 
Student: _________________________________ Date: ____________ Phone: ___________ 
 
Preceptor: _______________________________ Date: ____________ Phone: ___________ 
 
Faculty: _________________________________ Date: ____________ Phone: ___________ 
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