
 

 

 

CIC: Bob Pace @ 917-709-8318 

EMERGENCY DEPARTMENT CLINICAL ROTATION 
VERIFICATION  

 
 

Student Name:  
 

Date:  Shift:  Hours:  
 

Hospital:  
 

 

To Clinical Supervisor 
*** Please verify the information above is correct and fill out below.  Thanks. 
 

Comments:  
  

  

  

  

 
 
 
 

Clinical Supervisor Signature: _________________________________________________________ 
 

Clinical Supervisor Name: ____________________________________    Date: _________________ 

 


