ARC) | Physical Therapy

New Student Data Sheet

1) Name:

2) Internship/clinical: Start Date: End Date:

3) Clinic Locations of preference (up to 3):

a. Clinic Instructor:

4) Number of hours requesting for observation

5) Student Primary Phone : Secondary Phone:

6) Current Home Address:

7) Personal Email Address:

8) Title:
a. Observation Student |:|

b. Intern ]

c. Affiliate (Clinical Rotation) [_]

9) Vaccination status (COVID 19): YES NO

10) School Affiliation: City, State: ____
a. Degree:
b. Start Date: Graduation Date:

c. School Representative Contact: Name:

Phone #: Email:

11) Medical/Allergy Considerations:

12) Two Emergency Contacts

a. Name:

b. Affiliation:

c. City State Zip:
d. Phone:

e. Name:

f.  Affiliation:

g. City State Zip:

h. Phone:
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