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Re-Entry Preceptor Application

Please type or print clearly using blue or black ink.

	     
	     
	     

	Last Name
	First Name
	Middle Name

	

	     
	     
	     
	     

	Mailing Address
	 City
	State
	Zip Code

	

	(     )
	     
	     

	Area Code
	Home Phone Number      FORMCHECKBOX 
 Unlisted 
	E-mail (Optional)

	

	     
	

	Social Security Number
	

	

	     
	
	     

	Nursing License Number
	
	Expiration Date

	

	     
	(     )
	     

	Current Employer Name
	Area Code
	Employer Telephone Number

	

	     
	     
	     
	     

	Employer Address
	 City
	State
	Zip Code

	

	     
	
	     

	Start Date
	
	Job Title

	

	     
	(     )
	     

	Previous Employer Name
	Area Code
	Employer Telephone Number

	

	     
	 FORMCHECKBOX 
   YES
	 FORMCHECKBOX 
    NO
	     

	Start Date
	Still Employed?
	If not employed, End Date

	

	

	I agree to directly supervise and evaluate a re-entry nurse using the checklist provide by the Board; and to make a recommendation, at the end of the re-entry nurse’s experience, whether the re-entry nurse should be licensed.

	

	
	
	     
	

	     Signature of Applicant                                              
	Date
	

	

	

	I, the Nurse Executive of :
	     
	

	

	recommend this nurse :
	     
	

	

	        to serve as a preceptor to re-entry students at my facility.

	

	
	
	     
	

	    Signature of Nurse Executive
	Date
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