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shes a good learning environment (approachable, nonthreatening, enthusiastic, etc.)

Stimulates me to Jearn independently

Allows me autonomy appropriate to my level/ experience/ competence _
izes time to allow for both teaching and care giving

Offers regular feedback (both positive and negative)

Clearly specifies what I am expected to know and do during the training period
Adjusts teaching to my needs (experience, competence, interest, etc.)

Adjusts teaching to divers settings (bedside, charting, nurses station, etc.)
Coaches me on my clinical/ technical skills (patiént history, assessment, procedural, charting)
Incorporates research data and/or practice guidelines into tcachmg

—

Teaches diagnosﬁc skills (clinical reasoning, selection/interpretation of tests, etc.)
Teaches effective paiicnt and/or family communication skills

Teaches principles of cost-appropriate care (resource utilization, etc.)

1..What did yowlike best about.your preceptor?

\Very Straignt fowarol Cf‘Cm\W\W L
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2. Do you have any su ggestions for.your preceptor to consider whe

0 working with future students? .
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'.8':_ Capstone Precepted C
|, Antepartum & Mom/Bat Baby/pediatrics/Staffing

Midterm & finals

Medical -Surgica
s is to be completed : Orientation,

Purpose: This inventory of required skill

i. Nasal
J. Rectal «]
5. CVL & PICC 1B
a. Med.admin B
b.Blood draws
c. Dressing change g
e. Clave change f

6. Drainage

a. Removal Jﬁ §
E. Dressing change

e. Monitoring I
7. Tube feedings 1
a. Insertion

b. Removal

c. Checking residual

Introduction: Pre-Assessment= Mark an X on each skills that describes your experience
Preceptorship-Clinical time= write the date & preceptor's initial that describes your experience
student's Pre-Assessment preceptorship Clinical Time
Skills “Ino. Experience : CPE ﬂ_ClmlcaI AR Supervised ferformed independently
1. Assessment 1 |
Fa. Vital signs 7 2] ¥ M. f B Ar
b. Neurological B <A 7' N i ]
¢ Respiratory f B E -
d.Cardiovascular 1 1 ; |
e. Gastro intestinal | 2K S \f L)1 \7[
i Neuro-vascular | ] . | A
2. Documentation A B ik E ‘ . \7L ] ‘JW
a.Assessment 1B v, ° 2] + -
b.vital signs A B ¥ b B f HE i)
c.Admission 15 7 | § B E
d.Discharge 1 f ) < . I o B
e. Transfer 7 i B E / i
3. Collaborative A3 B e |4
Communication A Ak of
a. SBAR i Bl | f 4 & f e
b.Case Mgt v 1 ' ‘7[ —
c. Physician f \74 -a
d. Pharmacy j - VL
e. Diagnostic T ar \7£ j
f. Respiratory | AE f
g. PT/OT ' (E 7 £ A %
4. Medication = E : A B -1
3. PO T T j 3B f
b.IVPB | R Ak '
c.V push i ; , gk >
d.Topical &2 f 3 E _{
e. Tube feeding [ ;
f.IM ..
7 2k T A
h. intradermal E qE
T ——
-

g. Subcutaneous A k
f
7
f
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d. Feeding
—— — f

e. Monitoring
8. Urinary catheter
a. Insertion

ENN SRR SN
| |

c. Collect specimen
9. Blood sugar test

a. Operate glucometer

b. Blood draw
c. finger stick

d. Heel stick
10. Isolation Precautions

-
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b Removal +
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1
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& CPE chmical

d. Monitoring

15. Oxygen Therapy
a. Nasal Cannula

b. Venturi Mask
c.BIPAP

d. Weaning Oxygen
16. Unit Routines
2. Admission

b. Discharge

= Transport

e. Blood trasnfussion
f. Sepsis protocol

g MEWS

h. Rapid Response
I. Transfer

j.Huddle

17. OB-GYN

' a. Stress test

Tb. Post NSD care

c. Newborn screening
d. Pre/post CScare
e. Magnesium Mgt.

!

!

13

-

a. Contact | f
IE Droplet % :{ ? l ﬁ
¢ Neutropenic
Hd Airborne t L f L 5 f i
L[Lll. Dressing Change 3 * A
a. Incision va J: o " Ii TR # / ]
LWound v ot - #
|c. Pressure Ulcer l \/ L JT \/ |
12 Periphera IV s |
a. Initiate j j = t l / ]
bh. Maintenance J [ /
— | |
lc. Removal L 7 % T I %
13. Patient Education
t. Medication t j f:‘ A \/ Jﬂ
b Safety | ,/L 1 ?
= Wound care [ f [ 1
d Diet L f . Lﬁ 1 Jj
E Activity [ f E L : 1
f. Clinic follow-up | \/ [ Jj
hqd. Ostomy | 1 J Lﬁ %
a. Measure output 1 f [ . j
b. Change bag 1 \/ L b L / |
tc. Skin care | J i j ‘ g ﬂ \/; L( H
+— ' | 4 | . 1 3 L
4 { oo |
| ‘ ] S =]
] i T
t -
B | ]
t 1 )|
! — - -
T —_—

4

SIS SRS RS
R &

f#ijJ.l%T.L
R
o

———
- -4

\/

”

e, () E351€ E9PNOTRV
Student Signature: /)‘/&)ﬂ/{ W
Clinical Unit : Yy\/ L_{ \,

gl A RGN
2123/25

LA TR Y

v




- - - - —~ - - — S . —— By —— —— ] -
: i r
- - 'Ih " “

=y 3: . R A ddr T 1 ;"" -
=telsy Covenant School of Nursing

.
etiell

IM8 Clinical Experience- Daily Events Record '
Student:()&iS\e/ ESQ'\\’\Q'Z& UNIT: mQYCV) L‘ Preceptor:( H 'QI @6

Highlights: Example (written )

Date/Initial

=Student
= Preceptor

Instructions:

1. Team work-Rapid response

2. learning opportunities -Staph infection
3. Post op admission

Areas to improve:

1. Assessment
2. Anticipation of patient needs

3. working on skillson Blood draw
Skills observed & performed:

1. NGT insertion

2. Orthostatic vital sign

3. Trach suctioning

. Student’s responsibility:
- This form must be presented to the

preceptor on the first day of clinical.
- Write the highlights & Skills
observed / performed every each

clinical time. . e
- Discuss with the preceptor & write
the areasto improve before the end

of the shift.
2. Preceptor’s responsibility:
- Must give feedback on the areas to
improve & instruct the student to

write on the allotted space.
3, Student & preceptor must sign their

Initial every each clinical day.

Date/Initial
=Student
=Preceptor _

Highlights:

13.'-{30|e\§ VYV C VA |

7. Chart full 055essmen
3. theﬂi‘ef cavg

Areas to improve:

Date/Initial
=Student
=Preceptor

1/20/15

Highlights:
1. Blood draws

2.0808t pt To skybrioge
3. |st admigSion

Areas to improve:
1. Blood AvOWS Date: 1,0 85essmend”

- 1V Tuowna pefove
2. 08SLSSMeLN % 2'“&%@1(5\/!?\3 “s,\?f!v:(\{‘c
3. Talkng Yo Pt T 3. § cooL draw” a”
Skills observed & performed: udent Skill clbserve performed:

N L. f?o(eg) removVat
g “L— iZ-homg IV piggyback

Preceptor 3. P G ¢

Date/Initial | Highlights: ,
| =Student 3, U T NI

=Preceptor :ZC{)tnpk\'& a PU‘\\QS%S‘ Yl
T ——_—
Date: | (74, | ohav 10 COMPW

| Areas to improv
1. [00king at the Teles

72 nove Communicatio
dent W7 caap Y

3. eNVYN A\
Skills observed & perfgrmed:

Preceptor 1X€C|QVi'\ RePovy
LAdMIv RIo0 4,

2 V\)O\A‘nd« C ore
3.

Pt Center Cove
Highlights:

1L AdmiSSiony” .
2. Bjeood adMin t

Date/Initial

=Student
=Preceptor

3.-}mk|%efpo ﬁ'\Q,

Areas to im

LCHarh%

2. 082285 wAS
3 Pt COW\MV\\CMION

Skills observed & performed:

L. D/C peperworl
2.00MMuni oo VQ/ Or

Vg omgndtion,

Date: | /30

Stuge nt




Date/Initial

Highllghts Date/Initlal

nghllghts .

1. Raprol ’RQSPOY\% - | =Student \AI\ M\Sg\oY\j =Student
g prinie ‘l‘u\o\ng for fe 4] =Preceptor |V(7, e Oi’t =Preceptor

Viewe ol pts 3, ﬁ '
Afzasto ierove P vt v +° Z/ 3/ 25 Areas(txo\ Fmp oveaci;m ha”wa |
1.COMMuni ¢ ochow - . |Dater T YWWW\T\\O \0

2NGL plraceman - ' % i
3. Admission Assessmenf
Skills observed & performed: “ .| Student. -y

S. s obser\gmg\ Prformed
0

. . ‘ k :

L. obSeiwe NG tuve placech
2. AdomisSiony A%gLsSs manur

*Dic. v

Highlights:

Preceptor

Date/lnitlal- | - v.| Date/Initial

1, |OOK @ a/ FtGU "h.vb(’_ _Student ¢lad =Student -
2 +i | =Preceptor . -Preceptor
3 ptichar ”"8/ |..z /‘33 zt 3. AmisSion Ass -

| Areas to improve: :
1. Commun; cation: \01 D\'
2, Label 1V "'u\bmq L

3.91ving Reper€

<ills observed erformed:
1.0y pump.. o
2.0V @vo\ [TX

Areas to improve:
1 C ‘eOy

2. lovp e wuw%ﬁbmg

3. Vin

Skl"S observ & p ormréz

1. Qive my«}hroug l\;FEG"L/
2. 26&336% PQ\Y\/ e

" Pt edugation

Highlights:

Date/Initial | Highlights: ~

LAOMSSION Y 7 gt £ Chorron YgtS
2. OhCAYT Oru 3Pts | | =Preceptor | 2. {—a\\g +0 O/wo, W v G
.05RSS [ aapS | 1 2/22/25 STO\\\Q X0 ,P{g

. Areasto improve:

Areasto improve: :
| uSv_\VQ e NpuT

1. ﬂ \i\n% /ZL‘P (‘)\’T

| 2. comman, catiovy WTDY“

2 LC ﬂﬁW\v‘\n‘. CC‘\'\On.

3. Leok (¢ [abS IPNVNYPepord
Skills observed & performed: . Studept . lella observed & @rzorm%
COO\(, \o\u\(, 1, YWe SBAR i S Pl
2 PYO Qco\ 2a0miv iy on Judczmm Preceptor
Y\ Preceptor
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IM8 Capstone Precep

1. Pl
ease reflect on your performance during the cap

stone prece

NI, o NI e . A S R

| ui

f

a. §afety/Quality: | Integrate nursing care using
evndgnce-based practice to promote safety and
quality for patients, self and others

b. Communication: | Communicate and collaborate

feffecﬁye!y with patients, family, and members of the
interdisciplinary team in various healthcare settings.

| need significant
uidance

s ———

torship: Student Self-Evaluation

ptorship and rate yourselfont

he following:

")
| need average | need minima
uidance guidance

V4% 4

(Documentation, Patient advocacy, & SBAR) |

i

C. Flinical judgement: | integrate use of current
evidence-based practice and clinical competence
when making clinical decisions in the provision of

patient centered care. (Clinical judgement model)
integrate nursing care for

d. Patient centered care: | |
patients from diverse backgrounds based on patient

age, culture, valies, and educational needs. Lﬁ

e. Professionalism: | integrate knowledge, skills, and

attitudes required of the professional nurse,
| embracing lifelong learning to Improve the quality of

healthcare.

2. What do you think are your personal strengths?

Orquaaﬁow S5 4 heol aolpi YL

3. What have

you identified as a personal opportunity for imp

rovement?

G\iv‘“ﬁ Report anol (,aavm’na the proto cols.

e 2177/ 25

Student Signature.
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IM8: Capstone Appraisal of Student performance
| (preceptor Completes and Review with student)
Student: ()eSS\QL E sip\! \g)l_OJ Midterm:7 TR
Unit: WYC}EL 5 Finas: e he following:
iset
. . » and appralSe
1. Please reflect on the student’s clinical performance during the capstone precePtO'Sh'p .
i Tomstandmg
Clinical Learning Outcomes Below Average satisfactory performance
Performance performance Needs Minimal
Needs Significant Needs ’ Guidance
Guidance #Average Guidance |
a. Safety/Quality: Integrate nursing care using F T
evidence-based practice to promote safety and quality //
for patients, self and others B
b. Communication: Communicate and collaborate # gl
effectively with patients, family, and members of the /
interdisciplinary team in various healthcare settings. V
(SBAR, Documentation, patient advocacy)
o
c. Clinical judgement: Integrate use of current
evidence-based practice and clinical competence /’
when making clinical decisions in the provision of /
patient centered care. (Clinical Judgement model)
.; 1 -
d. Patient centered care: Integrate nursing care for q/‘“‘
patients from diverse backgrounds based on patient -
age, culture, values, and educational needs. &l
= Professionalism: Integrate knowledge, skills, and
attitudes required of the professional nurse, i
embracing lifelong learning to improve the quality of f
healthcare.

2. What do you think are the student’s personal strengths?

CUEeT T G PN OF THAP s€2 1 ,;§ UArl RE EN

MY pegpfopi 70 29 /1T H |

3. What have(you identified as an opportunity forimprovement for the student?

k& pai e T N R S 101

Preceptor Signature: @H‘ZM/"‘? L)/U_ _\/_ Date: ___1Ll_z__z_fzz¢.3_7/(
~ Date: Q‘/ _2-1/ _10 26.

Student Signature:. /] 14 l' q-r> _ Baca” 4
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School of Nursing : :
Student Name ()CSS|Q ES_BLD_QZ.QI

Record of Precepted Clinical Experiences

Date Exact Time Location Preceptor’s Print & Signature

Ex.(0645-
1915)

/10/15 Sl Py s P oL (Erepimnp’ 0
2872V Jo i 0T | amen MY | cmass [ edtan prt
wz\*aoya/ il e ames MY C UOANU s’

%/25 ows.ﬁ,g CMGC - MY ;merw /P\\
L [3/25(0645-1915 CMC-MY | | 2penan P
2/a(25 (06451915 |CMG- My | [2—
2/i3/25 0645 |15 | CMC MY T
7__7/|FL/15 064571919 CMC‘M'} B w [ |
2/12[25(0645-1915| CAC MY | 275 apsemprens  P——
2{23/2506457115 CMCIM |z saae v £ ~:

REMINDER: Do not pre-fill out, Document your actual time after each shift & have your
preceptor sign. The time prior shift starting time & the time after does not count extra, 0645-

1915 is simply a 12 hour shift.

Preceptor’s Signature /\’_\
Preceptor’s Signature C MV\W




