
Liability Insurance Request Form 

 

Student Name ______________________________________________________________________________ 

Start and End Dates of Preceptorship ___________________________________________________________ 

Affiliate Facility Name ______________________________________________________________________ 

Affiliate Facility Address _____________________________________________________________________ 

 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Affiliate Contact Name (Person) _______________________________________________________________ 

Affiliate Contact Person’s Phone Number ________________________________________________________ 

Affiliate Contact Person’s Email Address ________________________________________________________ 

 

Please return this form to course instructor, prior to start date of preceptorship experience.   


