Dear Job Shadowing Student,

Enclosed are the forms and instructions you need to participate in the Mid-MO AHEC Job Shadowing Program.  Please read carefully, fill out all the required information, sign and return along with a current TB test to Drop Box at the AHEC Office.  A TB test can be obtained at the Phelps/Maries County Health Department for $8.00.  A TB results form is included in this packet and MUST be returned, completed with the packet.  If you’re under 18 years of age, you and your parent/guardian must sign some of the forms.  All of the forms must be completed, signed, and submitted to the AHEC office.
Checklist:  18 or Older
Mid-MO AHEC Shadowing Agreement


 FORMCHECKBOX 
Completed



Confidentiality Guidelines



 FORMCHECKBOX 
Signed



Release of Liability




 FORMCHECKBOX 
Signed



Contact Information




 FORMCHECKBOX 
Completed



Consent for Participation



 FORMCHECKBOX 
Signed



Medical Release





 FORMCHECKBOX 
Completed



Availability Form




 FORMCHECKBOX 
Completed



PPD Tuberculosis Form




 FORMCHECKBOX 
Completed

Initial Requirements page



 FORMCHECKBOX 
Completed



Checklist: Under 18
Everything from ABOVE must be completed and signed in addition to your Parents/Guardian signature on the following pages:

Parents/Guardian Signature Needed:
Mid-MO AHEC Shadowing Agreement


 FORMCHECKBOX 
Signed



Confidentiality Guidelines



 FORMCHECKBOX 
Signed



Release of Liability




 FORMCHECKBOX 
Signed



Consent for Participation



 FORMCHECKBOX 
Signed



Forms for YOU to keep:

Shadowing Etiquette 

Student Learning Objectives

*Shadowing Report

*Shadowing Site Coordinator Evaluation (The Preceptor MUST return your evaluation)

When shadowing at Phelps County Regional Medical Center, about 10 minutes before your shift begins, go to the Registration desk at the main entrance and pick up a nametag to wear while you’re in the hospital.  Return the nametag to the registration desk after your shift is finished.  If you fail to return the nametag, you will be billed $5.00.  If you have a student ID, keep it with you at all times regardless of your job-shadowing site.

We hope you enjoy your job shadowing experience and find it helpful in making a career choice.  If I can help you in any way, please call or email me at (573) 458-7575 or 1-888-643-2432, jen@maheclibrary.org.  Email is the best way to reach me.
Sincerely,

Jen Kresse
Administrative Assistant

Mid-Missouri AHEC
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                                      Mid-Missouri Area Health Education Center

                                   agreement with 

                                     _________________________________

                                    for SHADOWING EXPERIENCE
1.0 Parties to the Agreement

This agreement is made and entered into by and between the (center) Missouri AHEC, ___________________________ (hereafter  “healthcare facility”)                        

   and ___________________________________.


(hereafter  “student”)

2.0 Purpose


The purpose of this agreement is to establish a temporary work site for the student that will provide an observational learning opportunity that will enhance pre-college health professions preparation.

3.0 Goals and Objectives

Program goals are to provide a meaningful learning opportunity for students interested in Primary Care and to nurture these students’ career interests through educational experiences.  Healthcare facility and Mid-Missouri AHEC acknowledge that at the conclusion of the shadowing experience the student shall be able to describe:

3.1 the roles and responsibilities of the health profession of his/her current interest and


3.2 the role and function of the shadowed health professional in the assigned work setting.

4.0 Student Responsibilities

As a participant of this shadowing experience at the healthcare facility, the student agrees to:

4.1 complete the scheduled shadowing experience as required;

4.2 maintain conduct, which is professional with regard to spoken and written communication, behavior, punctuality, dependability,  physical appearance and program etiquette;

4.3 submit confidentiality guidelines, medical release, TB test and consent for participation forms signed by the student and parent or guardian, when applicable;

4.4 meet and comply with any and all policies and procedures of the healthcare facility, Centers for Disease Control and Occupational Safety & Health Administration (OSHA);


4.5 submit MAHEC shadowing data form, shadowing report, and shadowing site evaluation to the Mid-Missouri AHEC; and

4.6 notify the health care provider and regional AHEC immediately, if sick or unable to shadow on a scheduled day.

5.0 Healthcare Facility Responsibilities

The healthcare facility shall:

5.1 provide instruction regarding OSHA blood borne pathogens and tuberculosis regulations before the student begins clinical experience, as required by the healthcare facility;

5.2 provide on-site supervision of the student;

5.3 as needed, coordinate with Mid-Missouri AHEC and the student to ensure that student is meeting his/her responsibilities; and

5.4 complete and submit to Mid-Missouri AHEC the shadowing site evaluation at the end of the shadowing experience.

6.0 Mid-Missouri AHEC Responsibilities

The Mid-Missouri AHEC shall:

6.1 monitor student’s performance through phone calls and/or evaluation review;

6.2 maintain periodic contact with the healthcare facility and/or identified health care professional;

6.3 serve as the contact point for questions, comments, or concerns from either the shadowing site representative or the student; and

6.4 complete documentation on the student in the shadowing experience program containing the name, address, and dates of contact with the student, the healthcare facility in which the student was placed, and evaluations completed by both the student and the healthcare facility.

Signed and agreed to on behalf of the healthcare facility by:
Healthcare Facility Representative (written & typed)
            Date

Signed and agreed to by the student and his/her parent or guardian by:
Student



Date

            Parent/Guardian (if student is under 18)                Date

Signed and agreed to on behalf of the (center) Missouri Area Health Education Center by:
MAHEC Representative



            Date

MID-MO AHEC CAREER SHADOWING

CONFIDENTIALITY GUIDELINES

A hospital is a place where a variety of events take place; happy events such as the birth of a baby, or sad events such as the death of a loved one or the diagnosis of a devastating disease such as cancer.

When entering a hospital, a patient has entrusted the hospital with a variety of information, some of which is very personal.  Maintaining patients’ privacy is as important as the medical care provided.  Therefore, all case discussions, consultations, examinations and treatments are confidential and are to be conducted discreetly.  Any unauthorized disclosure of hospital information, records or patient information can result in suspension or immediate discharge of an employee (or in this case, a student shadower).

Career shadowing offers you an opportunity to spend time “on-the-job” with a practicing health care professional.  This unique experience may place you in the position of overhearing or observing confidential information, oral or written.  To prevent the unauthorized disclosure of any patient information, please review the following procedures concerning patient confidentiality:

1.
Any confidential information obtained from the hospital, clinic, or health department’s files, records, or computers must remain just that
- CONFIDENTIAL!  Anyone involved in the care of a patient should refrain from discussing the patient outside the hospital, clinic, or health department.  Even casual conversations can be misunderstood and could even cause legal action against the hospital and the individuals involved.  Remember, you NEVER KNOW WHO IS LISTENING!

2.
Gossiping about any patient is unprofessional and totally unacceptable.  Never discuss the personal life of any patient with anyone.  If professional matters concerning the patient must be discussed, please do so with a doctor or a nurse, in a private area.

We hope that you enjoy your career shadowing experience.  You will have the opportunity to observe and learn many new things about the health care field.  Please make every effort to protect patients’ right to privacy by maintaining confidentiality.

You have been given the privilege to shadow a health care professional; very few high school and college students have this opportunity.  To best meet the needs of the hospitals, clinics, and health departments where you will do your shadowing, we ask you to sign this contract, stating that you understand and will abide by these guidelines.  Any disregard of these rules may result in the discontinuation of your shadowing experience.

________________________________________
_______________

Student Signature




Date

________________________________________
_______________

Parent/Guardian Signature



Date
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Release of Liability
I hereby agree that when I’m participating in the Missouri Area Health Education Centers (MAHEC) shadowing experience that the MAHEC System, Mid-MO AHEC and ________________________________ (name of health care institution) will not be held responsible for any injury or accident that might occur while I am participating in this program and the risks associated with these activities, and that any medical expenses incurred as a result of such injury or accident will be my responsibility.
____________________________________
Date:_____________________

Student Signature

____________________________________

Parent Signature (if under 18)


Contact Information
In case of medical emergency, the PRIMO/MAHEC/Health Care Institution must be able to contact a parent/guardian or other emergency contact at all times during the shadowing experience.

Parent/Guardian:




Other Contact:
Name:___________________________
Name:_________________________

Address:__________________________
Relation to student:______________

Phone:  Home: (   )_________________
Phone:  Home: (   )______________

              Work:   (   )_________________
             Work:   (   )______________

              Other:  (   )_________________  

   Other:  (   )______________
Mid-Missouri Area Health Education Center, Inc.

Agreement with

Student and Parent

For Shadowing Program Component

Consent for Participation

I hereby consent that I or my child will/may participate in the Shadowing Program which will include observing patients in a health care setting, and observing medical and laboratory procedures.  I do hereby release the Mid-Missouri Area Health Education Center, the Missouri Area Health Education Centers Office, and the Health Care Facility and their staff and sponsors from any responsibilities of injury or accident as a result of Shadowing Experience.  Any medical expenses incurred as a result of injury or accident will be my responsibility.

I hereby agree to be in compliance with the requirements of the Center for Disease Control and OSHA Guidelines as follows:

1. Student shall receive instruction provided by the Health Care Facility regarding OSHA Bloodborne Pathogens and Tuberculosis regulations before beginning clinical experience in the Health Care Facility.

2. Upon request of the Health Care Facility, Student shall submit evidence of having an initial physical examination and current TB skin testing or chest x-ray.

3. Upon request of Health Care Facility, Student shall submit evidence that he/she has had a rubella immunization or a positive Rubella Titer (if placed in the obstetrics department).

4. Upon request of the Health Care Facility, Student shall submit evidence of having received Hepatitis B vaccinations or sign a waiver registering he/she is aware of the risks without vaccinations.

5. Mid-Missouri AHEC agrees to assist the Health Care Facility by requiring that the Student meet the above requirements as a condition of placement at the Health Care Facility for the Shadowing Experience.

Parent/Guardian or Student (if over 18) Signature






Date
Medical Release

I understand that in case of a medical emergency, every attempt will be made to contact me before medical action is taken.  However, this document is my consent as a parent or guardian of ___________________________________ for emergency treatment or procedure necessary by the professional staff of the closest hospital available.

________________________________________

____________________________________

Parent/Guardian Signature




Date

__________________________________________________

_____________________________________________

Insurance Company





Policy Number

Student/Parent Information

____________________________________________
_________________________________________

Student Name





Parent/Guardian Name

______________________________________________________
___________________________________________________

Home Phone Number





Work Phone Number

______________________________________________________
___________________________________________________

Address






City, State, Zip

For Office Use Only

Program:_____________

ShdStup:_____________

Shd Date:____________

Shd Dept:____________

       Shadowing Availability Form
______________________ 
  ____________________
      ______
                  Last Name



                 First Name


             MI

_____________________________

 __________________________
       ___/____/____

               Home Phone



               Cell Phone


               DOB

_________________________________________________________________________________

Current Address



City


State

Zip

Email Address: _____________________________________________

Program Applying for: _____________________________________________

Current School:  __________________________________________________

Department wanting to Shadow: _____________________________________

______________________________________

We will try to accommodate everyone but because of possible conflicts please list your first, second, and third choice for the next 3 weeks.  Also, state what time/day is the best for you if your first 3 options are not available.   For example, you are wanting to shadow on Monday the 1st, but you are available any Monday, any-shift, then put Any Monday, Any Shift.  Also, please be specific with your time.  
1st:
____________________________


Time/Day:______________________

2nd:
____________________________


Time/Day: _____________________

3rd:
____________________________


Time/Day:______________________

For your reference, the following is a list of the departments with the days and shifts that Shadow shifts can be scheduled. Other departments can be scheduled but please allow 3-5 business days to confirmation.

Resp Therapy:  Sun-Sat; Any Shift


Surg Tech:  Mon-Fri; 7:00am-3:30pm only

ER:  Sun-Sat; Any Shift 



Radiology:  Mon-Fri; 7:00am-3:30pm

OB:  Sun-Sat; Any Shift



Peds:  Sun-Sat; Any Shift

Please initial that you understand and agree to comply with the following requirements:

1.  Initial ______ I understand the appearance guidelines for job shadowing at any health care facility.  Also, I understand that if I am dressed inappropriately I will not be allowed to job shadow that day and will have to reschedule. 
2. Initial ______ I understand that I will only be allowed to cancel and reschedule my job shadowing experience once; healthcare facilities make special accommodations to help with job shadowing and it is an inconvenience for them to have to reschedule and rearrange their schedules.  Also, if I no call/no show for any reason I will not be able to reschedule.  (Remember, it is better to call late then not to call at all.)
3. Initial _​​​_____ If I am going to be late or unable to attend my scheduled shadowing, I will call the health care facility directly to inform the department and Mid-MO AHEC to reschedule if possible.  Although Mid-MO AHEC will assist you in rescheduling, we can not guarantee timely cancellation assistance due to office hours and travel, so it is your responsibility to inform the health care facility. 
4. Initial _____ I understand that during my shadowing experience I need to use appropriate manners and language, and be aware of my surroundings at all times. If it is necessary to bring my cell phone, it will be on silent or vibrate and only used in an emergency situation.
5.  Initial _____ I will provide a current TB skin test, using the Results form found in this packet.  Also, if I need a copy of my results, I will make it prior to arriving to the AHEC office.  I will also provide any other documentation required by Mid-Missouri AHEC or the healthcare facility. 

PPD Tuberculosis Skin Results Form

Consent for PPD Tuberculosis Skin Test

Student Name:  _____________________________________   

I  UNDERSTAND job-shadowers must receive a PPD skin test for Tuberculosis as part of pre-job shadowing requirements. I can get a TB test at the Phelps/Maries County Health Department for $8.00. I also UNDERSTAND IT IS MY RESPONSIBILITY to have the test read 48-72 hours after the test is given, by a validated TB test reader.  This form MUST be returned to the AHEC office with a Completed Job Shadowing packet.

My signature indicates my agreement to have the PPD test, and follow up, and further indicates that I HAVE NEVER HAD A POSITIVE PPD TEST IN THE PAST.

____________________________________

Signature

*********************************************************************************************************

________________________

Date of Test

________________________ 5 TU/0.1 ml                            ________________

Pharmaceutical Company                                                        Lot #

________________________                                                 ________________

Exp. Date                                                                                   Injection Site

Given by__________________________________________________________

*********************************************************************************************************

Test results_______________ Read by _________________________Date___________

                     Neg           Pos

This information may be shared with another Facility or Healthcare provider upon request.  

Please initial one:   Yes_________ No_______

Student Learning Objectives

Sample Questions for the Health Care Provider:

One of the objectives of job shadowing is to help you become more aware and familiar with health care professions as a whole.  Additionally, shadowing can provide you the opportunity to become more knowledgeable about a specific field of medicine.  Before arriving at each of your shadowing experiences/presentations, take a few minutes to think about what you would like to learn from this experience.

Please note that the sample questions are merely suggestions.  You will probably want to add questions to this list.

1. Why did you go into health care?

2. What is a typical workday like for you?

3. What kind of education did you have to have to reach this point in your career?  How long did you have to go to school?

4. While you were in high school, how did you prepare yourself for college?

5. What are some things I could do to become more informed about this Health Care Profession?

6. What is the background or history of this profession.

7. What do you like best about your job?  What do you like least about your job?

8. What is the future outlook for this profession? (ex: is there a shortage, too many, what parts of the state/country are in need of people in this profession?)

9.  If I decide not to go on to medical school, what other professions are available in the medical field that I might be able to pursue?

Shadowing Objectives:

Date of Experience:  ______________________________________________________

Name and Title of Preceptor/Presenter:  _______________________________________

Location of Site:  _________________________________________________________

Make a list of objectives below and take this form with you to remind you of questions that you might ask the health professional you are shadowing.  You may want to use the reverse side of this form to complete your list of questions.


Mid-Missouri AHEC

Shadowing Report (Applicant)

Please complete this report upon completion of your shadowing experience. 

Applicant Name: ______________________________________________________________________

Health Care Provider’s Name: ____________________________________________________________

Hospital/Clinic/Health Department (Name and Location):   _____________________________________

Shadowing Experience Date:  _____________________________ 
Time:  ____________________

1. What did you do? 

2. What did you learn?

3. What did you like or dislike about the experience?

4. Before others participate in shadowing, they should know:

5. My preceptor gave me valuable insight into his/her profession. (Circle one)

POOR

1
2
3 
4
5
GREAT

6. Overall, I would rate my experience as: (Circle one)

POOR

1
2
3 
4
5
GREAT

7. I would recommend this shadowing to others. (Circle one)

Yes


No

  Maybe

Additional Comments:


Shadowing Site Coordinator Evaluation

Thank you for providing the applicants with a career shadowing opportunity. Your cooperation is very much valued and appreciated. The applicant has signed a waiver of confidentiality. All information you supply will be confidential. The following is a list of characteristics, which we feel are required for a student to successfully complete training in the allied health programs. Please complete the following evaluation by giving us your honest opinion of this experience and return to PCRMC Mid-Mo AHEC. Please return this evaluation as soon as possible to allow the applicant to complete the enrollment requirements.

Applicant Name: ________________________
Date of Shadowing Experience: __________

Program: _____________________________
Preceptor’s Name: ____________________

Site:____________________________________________ Phone: ____________________

5 - Outstanding


4 - More than satisfactory

3 - Satisfactory


2 - Needs Improvement

1 - Unsatisfactory

N/A - Not observed

	Description
	5
	4
	3
	2
	1
	N/A



	Interest – motivated and eager to learn
	
	
	
	
	
	

	Participation – participated in activities
	
	
	
	
	
	

	Punctuality – arrived on time and prepared
	
	
	
	
	
	

	Attitude – positive approach to staff and others 
	
	
	
	
	
	

	Appearance – clean, neat and professional attire
	
	
	
	
	
	

	Professional behavior – positive toward others
	
	
	
	
	
	

	Stress Response – maintains composure and able to function
	
	
	
	
	
	

	Maturity – demonstrates common sense, tact and empathy
appropriate for patient care
	
	
	
	
	
	


Would you like to see this applicant in your facility as a student for clinical rotation?


Yes
No

ADDITIONAL COMENTS:

Signature of Preceptor: __________________________________________________
Date: ________________
�





***Applicant:  Please mail this shadowing report to:  Mid-MO AHEC 1101 Duane Ave Rolla, Mo 65401.





***Preceptor:  Please return the completed evaluation to Mid-MO AHEC in our PCRMC mailbox.


Your evaluation is a critical part of the application process!








