Covenant HealthCare-Covenant Medical Center

STUDENT ACKNOWLEDGMENT
Name of Student:____________________________
College:    

Program:___________________________________________________________

I am a student of the College.  The College has developed an educational program (the "Program" identified above) and arranged for Covenant Medical Center ("Hospital") to allow students like me to be in Hospital facilities to obtain educational and supervised practical experience as part of the academic curriculum.

I understand that my participation in the Program at Hospital is a part of my academic curriculum and that all practical applications performed by me while participating in the Program will be in fulfillment of academic requirements.  I understand that as a participant in the Program, I am not and will not be an employee of Hospital or College for any purpose including but not limited to for compensation, minimum wage laws, income tax withholding, workers compensation, benefits  or social security. 

I agree to abide by all Hospital rules, policies and procedures ("Rules") and to comply with all directives of Hospital medical, nursing and administrative personnel pertaining to my conduct.  I shall promptly report any known violation by me of Hospital Rules to my Proctor.

I shall refrain from touching any patient in any way, except with the patient's consent or at the direction of my Proctor or other supervising personnel.

I shall not disclose any information learned concerning any patient's care, including the identity of the patient or the services performed for that patient.  I will not obtain or attempt to obtain any confidential information about any patient, which is not necessary for my learning experience.  If patient information is provided to me, I will re-disclose it only as directed by my Proctor or Hospital staff and then only in accordance the Health Insurance Portability and Accountability Act (HIPAA) and state law.

I understand that any Hospital official may require me to leave an area of the Hospital or all Hospital facilities at any time and I shall immediately comply with any such directive.  I also understand that Hospital has the right to terminate all my activity and presence at the Hospital if its representatives believe my presence at Hospital facilities would endanger me, patients or Hospital staff.

I have read this Student Acknowledgement and agree to comply with its terms.

_____________________________
Student Signature

______________
Dated

RETURN THIS FORM TO Medical Staff Service at Covenant Medical Center by:

Email



eFAX

pbonds@chs-mi.com   OR
989-583-1097

