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Student/Instructor Photo Identification Commitment Form

I, ____________________________________, ________________________________
                   Print Name                                                                                Print: Type of Student or Service

a student /instructor at __________________________________________ have received a photo identification badge for identification and security while completing clinical rotations at Pikeville Medical Center.  I have read and agree to follow all guidelines set forth by the Student/Clinical Instructor Identification Badge policy and will return my identification badge to the Education Coordinator, in Hospital Education or my clinical instructor on the last day of clinicals. If the last day falls on the weekend, badges are to be returned to Hospital Education on Monday.

Signature:  __________________________________	Date:  ________________________

Student Telephone Number: _________________________
Student Address: __________________________________
                                __________________________________

This verifies that the above-named student has completed orientation.

Signature of Trainer:  ____________________________	Date:  ________________________
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