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              NEBRASKA’S HEALTH SCIENCE CENTER                                                                      COLLEGE OF NURSING
PRECEPTOR CREDENTIALS FORM 

The University Of Nebraska Medical Center College Of Nursing is required by our accrediting agency and the State Board of Nursing to document the credentials and professional experiences of persons who serve as preceptors with our college students. Please fill out the following essential information and attach a copy of your resume or curriculum vita to this form. Thank you for your Involvement with our students and your response to this request. 
PLEASE PRINT
1.  Preceptor Name (Last, First, Middle): ____________________________________________________________________________                                          
2.  Current Employment (REQUIRED INFORMATION):   Institution Name: ___________________________________________________
Department/Unit/Zip: _____________________________ ______________________________________________________________
Street Address: _________________________________________________________________________________________________
City, State, Zip:  _________________________________________________________________________________________________
Your Current Title: _______________________________________________________________________________________________
Work E-Mail Address: ____________________________________________________________________________________________
3.  Home Address (PREFERRED INFORMATION):   Street Address: __________________________________________________________
Clty, State, Zip: _________________________________________________________________________________________________
Home Telephone: __________________________________________Home E-Mail Address:___________________________________
4.  Number of years employed in advanced nursing practice (2 years [minimum 24 months] required): _________ Yrs 

5.  Education (list all programs attended and degrees earned, including your basic nursing program): 

	University/Program
	Location/State
	Degree Granted
	Date Degree Granted (MM/YYYY)

	
	
	
	

	
	
	
	

	
	
	
	


6.  List all Current, Valid Registered Licenses: 

	State
	License Number
	Date Org License Granted
	Renewal Date

	
	
	
	

	
	
	
	


7.  List all Active Certifications: 

	Specialty Certification and Granting Organization
	Date of Original Certification
	Renewal Date

	
	
	

	
	
	


8.  I have participated or will be participating in an orientation to the role and responsibilities of preceptor and I agree to provide information for use in the clinical behavioral assessment of the UNMC CON student.
______________________________________





________________

                        Preceptor Signature

                                                                                                             Today’s Date
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