HEALTHCARE RELATED EXPERIENCE FORM 
Health Care Experience Form


· YES – I have completed extra healthcare related experience. You must complete and upload this form to your online application BY JULY 1ST.

· NO – I have not completed any extra healthcare related experience. You must upload this form to your online application BY JULY 1ST.

Healthcare related experience is defined as any work or activity involved in a clinic, office, hospital, or homecare setting in which the applicant interacted with a patient and was considered a provider of a type of service to that patient. 

APPLICANT’S FIRST and LAST NAME: _____________________________________

JOB TITLE: ____________________________________________________________

HOSPITAL/CLINIC/FACILITY: _____________________________________________

DATES OF PATIENT CARE EXPERIENCE:  
From (MM/YY):___________________________To (MM/YY):____________________

TOTAL PATIENT CARE HOURS COMPLETED: _______________________________

DESCRIPTION OF HEALTHCARE RELATED EXPERIENCE:
(use additional copies of this form, if needed) 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PRINT DIRECT SUPERVISOR NAME: ______________________________________

[bookmark: _GoBack]DIRECT SUPERVISOR CONTACT INFO:  ___________________________________
*DIRECT SUPERVISOR SIGNATURE: 

_______________________________________________
*By signing above, you verify the information above is accurate.

To be completed by TCC:   TCC Representative: ______________________________
This request has been:	ACCEPTED / DENIED 	Points Awarded:_____________
