Indiana University Health	 	                   				  CLINICAL
BLOOMINGTON HOSPITAL			        	      		  STUDENT PLACEMENT 
IU Health Medical Group South Region					       APPLICATION  

	Legal Name (First, Middle Initial, Last):  

	Preferred Name for Namebadge:

	Current Address: 

	City: 
	State: 
	Zip: 

	Permanent Address (if different from current): 

	City: 
	State: 
	Zip: 

	Cell Phone Number:                             
	Email: 

	Date of Birth:

	In an emergency, notify (name & relationship): 

	Emergency Contact Phone Number:

	I am a current IU Health Team Member or IU Health Non-worker:
If yes, enter Oracle/Person number:

	

	University/College & School/Program:	

	School Contact (name, phone, email):

	IU Health Contact/Preceptor Name:

	IU Health Department/Unit:

	Placement START and END Dates:

	Graduation Date:


   
SCHOOL/PROGRAM APPROVAL: 

I attest to having received, reviewed and approved all requirements per the Affiliation Agreement with IU Health including immunizations, TB testing, background check, drug screen and mandatory education modules for this student.  I will provide copies of complete records within 24 hours should they be requested by IU Health.
Authorized School Signature: ___________________________________________________________________
Printed/Typed Name: _________________________________________________________________________
Email Address: __________________________________________________  Date: ______________________
*This completed application must be returned to IU Health Bloomington/IUHMG
Student Placement Services.
BLM-StudentPlacement@iuhealth.org   /  Phone:  812.353.5527


	

HEALTH SCREENING QUESTIONNAIRE
Please answer ALL questions below and provide as much detail as possible.

Individuals who respond “yes” to the following questions must be cleared by IU Health South Region Employee Health Services prior to beginning activities at IU Health South Region.
Contact IU Health Student Placement Services for more information:  812.353.5527
  

	I have had contact with an individual with active tuberculosis within the last 12 weeks.

	     ☐ Yes     ☐ No


	I have had contact with an individual with an
active case of chickenpox within the last 30 days.

	     ☐ Yes     ☐ No


	I have had contact with an individual that has/had
a communicable disease within the last 30 days (i.e. SARS, Measles, etc.)
	     ☐ Yes     ☐ No        If Yes, please explain:



	I currently have a persistent productive cough of
2 weeks or longer.
	     ☐ Yes     ☐ No        If Yes, please explain:



	I currently have night sweats.
	     ☐ Yes     ☐ No        If Yes, please explain:



	I currently have a fever.
	     ☐ Yes     ☐ No        If Yes, please explain:



	I currently have open skin lesions.
	     ☐ Yes     ☐ No        If Yes, please explain:



	List all allergies:



	




AGREEMENT & ACKNOWLEDGEMENT FORM

ETHICS – PROFESSIONALISM
I understand, like team members, I cannot initiate telephone calls, write notes, or arrange social interactions with patients.  I will clearly define boundaries of staff-patient relationships during chance meetings in the community.  Any pre-existing relationships with patients are to be discussed with the Director or Manager of the Department.  Should a discharged patient attempt to develop a personal relationship with me post-discharge, I will clearly define again the staff-patient relationship boundaries and report this to the Director or Manager, who will provide specific guidance for professional conduct.  Violation of this policy is grounds for termination of my placement experience.  I will not take any pictures of patients or staff. I will not put patient information on any social media site.

CONFIDENTIALITY
As a nonworker-student or instructor at IU Health South Region, I recognize the extreme importance of confidentiality with respect to information concerning patients, IU Health operations, team members and workforce members. I acknowledge that I will adhere to the provisions of the Health Insurance Portability and Accountability Act (HIPAA) and any other federal or state laws regarding confidentiality. I understand that violations of confidentiality will result in disciplinary action up to and including termination of current and future placement. Disciplinary action may also include the imposition of fines and other legal action pursuant to HIPAA and other applicable state and federal laws. I agree to report any violations of confidentiality that I become aware of to my supervisor, department director, member of the Senior Leadership Group, or the HIPAA Privacy Officer.

PROFESSIONAL IMAGE
As a nonworker-student or instructor you are required to follow the dress code set forth by IU Health. In summary, you are required to wear your school uniform or business-casual attire.  Items recommended for business-casual attire include dress pants, khaki-type casual slacks, collared shirt, dress shirt, blouse, sweater, with clean and comfortable closed-toe flat dress shoes or athletic shoes with socks or hosiery.  Items NOT allowed include jeans, shorts, sleeveless blouses, t-shirts, sweatshirts, sandals.

HOLD HARMLESS
The undersigned, being an adult. in return for being allowed to participate in an experience at IU Health, agrees to assume the risks of participating in this experience and does hereby agree to release, indemnify and hold harmless IU Health South Region, its employees, agents and representatives, from any and all damages of any nature whatsoever which the undersigned may suffer as a result of this experience. This assumption of risk, release, indemnity and holds harmless is given by the undersigned in consideration of IU Health South Region.

MODEL RELEASE
I hereby give IU Health permission to use images of me (photos, video footage, etc.) and to publish it without incurring any debts or liabilities of any kind. I understand that these images may be used in IU Health publications. Although it is anticipated that my image will appear in only one type of medium (print publication), there is a chance that it may be used in other media as well (IU Health websites or in an IU Health future publication), if the facility deems it appropriate. I understand that I will not be reimbursed for the use of images that include me in them.
	
SMOKING & TOBACCO USE
Smoking, vaping, and the use of tobacco products is NOT allowed on the IU Health campus. This includes all hospitals, satellite buildings, outpatient buildings and all property associated with these buildings. All tobacco products, including chewing tobacco, snuff, electronic cigarettes and vapes are included in this policy. Violation of this policy may result in termination of the experience.
[image: ]

CLINICAL STUDENT, INTERN STUDENT, INSTRUCTOR AGREEMENT 

I have read, acknowledge and agree to abide by the following: check or highlight boxes and sign below

☐  I have completed the IU Health Mandatory Education Modules as outlined on the separate
	Mandatory Education Tracking Form.
☐  I will keep all Protected Health Information and Business Operations Information confidential.
☐  I will follow all immunization, health, and safety standards.
☐  I will remember that we live and practice in a diverse community and will treat all people with respect.
☐  I will hold harmless IU Health and its representatives from any damages obtained during my
placement.
☐  I will not use tobacco products, smoke or vape on the IU Health campus.


PLEASE READ CAREFULLY BEFORE SIGNING

All the information in this application is true to the best of my knowledge and I understand this will become a part of my record. I also understand that any incorrect, incomplete, false or misleading statement or information by me herein will be considered possible cause for my dismissal from my placement experience. Furthermore, I understand that the Health Screening is not a physical examination. IU Health is not assuming responsibility for my medical care.

I have read and understand the preceding information. I am aware that if I violate an IU Health rule or regulation my placement may be terminated immediately. Additionally, I will remember that the department may make special accommodation for my placement. Therefore, if something happens and I am not available during the time that I have been scheduled, I must notify the department and/or my assigned IU Health contact.

My signature below indicates that I agree and understand the information contained in this application.


Signature: __________________________________________   Date: _________________
(Your typed legal name qualifies as an electronic signature.)


** Please submit completed application to your school instructor.

School instructor:  please submit completed application by email
to Student Placement Services:

e-mail: BLM-StudentPlacement@iuhealth.org

QUESTIONS?
Please contact Student Placement Services at
812.353.5527  or  BLM-StudentPlacement@iuhealth.org


	REQUIRED IMMUNITY, VACCINATION AND TB TESTING REQUIREMENTS
Submit immunization records to your school instructor.

Non-Workers including clinical students, intern students and faculty are required to meet the same health requirements as team members of IU Health.  Health requirements are established in response to current CDC
and Indiana State Department of Health guidelines and requirements. Additional information is located in the Affiliation Agreement; please ask your school instructor.


	Hepatitis B
	· Documentation of completed 3 shot series  
OR
· Documentation of positive Hepatitis B Surface Antibody blood test
OR
· Declination Form 


	MMR Evidence of Immunity

	· Documentation of two (2) doses of MMR (measles, mumps, and rubella) separated by at least 28 days
OR
· Documentation of laboratory (blood test) evidence of measles, mumps and rubella immunity (Positive Rubeola IgG, Mumps IgG,
and Rubella IgG)


	Varicella (Chickenpox) Evidence of Immunity
	· Documentation of two (2) doses of Varicella vaccine given at least
28 days apart
OR
· Documentation of laboratory (blood test) evidence of immunity (Positive Varicella IgG)


	Tuberculosis (TST) TB Skin Testing
	· Documentation of 2-step TB skin tests completed within 12 months prior to on-site start date.  Records must include date and exact time of placements and date and exact time of readings. 
OR
· QuantiFERON, IGRA, or T-spot Blood Test completed within 12 months prior to on-site start date.
OR
· Positive TB Skin Test History:  Documentation of the positive TST and documentation of a chest x-ray (posterior and lateral) within 24 months before beginning work/placement.

	Influenza Vaccination
	· Required from September 1 through March 31.
Documentation must include:  Date given, Manufacturer, Type of vaccination, Lot number, Expiration date, and Name and credentials of person who administered the vaccine.
OR
· School approved medical or religious exemption.


	Tetanus, Diptheria, Pertussis (Tdap)
	· Tdap vaccination is strongly recommended but is NOT required. 

	COVID Vaccination
	· Covid vaccination is strongly recommended but is NOT required. 
· If you are Covid vaccinated, you will be asked to submit documentation using an online form provided by your school or
IU Health for regulatory tracking purposes.


	· Background Check and Drug Screen are also required
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