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Name of Preceptor:    ____________________________________________________________________________


Preceptor’s Title:  ______________________________________________________________________________


Organization/Agency:  _________________________________________________________________________


Address:  _________________________________________________________________________________________________

                    _________________________________________________________________________________________________

Telephone: ______________________________________   Fax: __________________________________________
  
Email:  __________________________________________________________________________________________



I have read the guidelines for the externship program and understand and accept my responsibilities as preceptor.


Print Name: _____________________________________________________________________

Signature:_________________________________________ Date: ______________________







FOR THE DIVISION OF PUBLIC HEALTH PRACTICE:

Print Name: ______________________________________________________________________

Signature: ____________________________________________ Date: ______________________
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