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Clinical Experiences:

	Facility
	Setting
	Dates
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Health Clearance:
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  CPR Certification Good Through:  [image: image51.wmf]
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UND entrance requirements include proof of immunizations against measles and rubella.

Professional Interests: 
Interests/Hobbies:      
I chose the field of physical therapy for my career because:      
In my opinion, my strengths are:      
My areas to improve are:      
I learn best when:      
My expectations for this clinical experience are:      
I hope my CI will:      
My responsibilities during any clinical experience include:      
Medical conditions or special situations that my influence my clinical performance:      
Other comments:      
If you have any questions or require further information from me, I may be contacted at:
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I give my permission to release this information to clinical facilities.
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