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Prerequisites

Satisfactory completion of Anatomy & Physiology I and II and N200 taken either prior to or concurrently
Course Description

This course builds on knowledge from anatomy, physiology, and the basic social sciences.  The student is provided with the opportunity to develop skills in data collection and systematic examination of clients at various stages in the lifespan.  Basic assessment concepts will be addressed utilizing a systems approach.  Students will be provided the opportunity to analyze assessment data in relation to the nursing process.  A didactic component is presented weekly which serves as a basis for skills practice in a laboratory setting.  The laboratory setting may include, but is not limited to, the nursing skills lab and health care settings.
AACN Standards

This course is based on the AACN (2008), Essential of Baccalaureate Education (www.aacn.com) and the American Nurses Association (www.ana.com) (1999).  
Academic Integrity Statement
Lakeview College of Nursing is designed to provide a liberal and professional educational foundation that is essential for practicing with ethical judgment. Therefore, academic integrity is a critical aspect of the educational process. All students are held responsible for their own academic integrity, as well as for maintaining the integrity of a sound academic environment. Should there be an incident of violations in the environment; students will be disciplined under the Student Honor Code of Conduct as described in the LCN Student Handbook. 
Disability Statement

Students with a documented disability should be referred to the Office of the Director of Enrollment for referral of special accommodation needs.  Any student who has a documented disability is urged to contact his/her instructor for assistance and direction on obtaining services to accommodate his/her disability.

Classroom Faculty
Lisa Shepherd MSN, APN, FNP-BC -- Course Coordinator
Office Hours are posted on office door, located at front left side of LCN classroom
Home Phone:  217-348-1607 (no calls after 9 p.m.)

Email:  lshepherd@lakeviewcol.edu
Email is the best way to contact me as I am online nearly every day.

Lab Faculty
Bryan Callaway MSN, APN, FNP-BC --  EIU Lab Manager

Office Phone:  217-581-3013

Email:  bcallaway@lakeviewcol.edu
Mary Edwards MSN, RN -- Lakeview Lab Manager

Phone:  217-967-5949 (home); 217-232-5949 (cell)

Email:  medwards@lakeviewcol.edu
Karen Guinto MSN, APN, FNP-BC
Phone:   217-639-5015 (Charleston High School); daytime only

Email:  guinto90@msn.com
Shawna O’Dell MSN, RN, CPN

Phone:  217-622-5029

E-mail:  shawna.odell@myemail.indwes.edu
Kevin Strohl BSN, RN 
Phone:  217-259-2987 (cell)

Email:  kstrohl@lakeviewcol.edu
Purpose
The purpose of this course is to build on anatomy and physiology to develop a skill set involving data collection as well as systems assessment of the healthy adult at various stages of the lifespan.
Goal
The successful student will complete the course with a review of anatomy and physiology as well as skills needed by the professional nurse in a systems assessment of the healthy adult at a various stages in the lifespan.  The successful student will also gain a working knowledge of various health conditions which may affect the adult patient.
Level II Course Objectives

	N201  Health Assessment of Individuals in States of Well-being

	Level Objective #1

Critical Thinking/Clinical Reasoning

Apply knowledge from general education and nursing theories to the adaptive responses of individuals incorporating the results of nursing research to nursing practice. 

Operational Objectives

1.A. Participate in classroom discussion regarding those issues that focus on nursing research and apply to nursing practice

1B. Identify areas where research has improved nursing assessment and patient outcomes.  



	Level Objective #2

Basic Organization and Systems Leadership Quality Care

Recognize nursing leadership roles in the provision and coordination of healthcare as a direct care provider, teacher, and communicator.

Operational Objectives

2A. Recognize and apply basic elements of therapeutic nursing interventions safely, accurately, and in an organized manner based on theoretical knowledge.

2B. Demonstrate respectful and caring behaviors while performing therapeutic nursing interventions in the role of provider and coordinator of healthcare.
2C. Use nonverbal communication techniques appropriately to present a positive professional image.

2D. Demonstrates respect via verbal and non-verbal cues to faculty and other students.

2E. Demonstrates accountability of skills performance.

2F. Presents for lab test-outs in the appropriate attire as outlined in the course syllabus.

2G. Presents for class and lab with appropriate equipment in working order.

	Level Objective #3

Nursing Process
Use the nursing process to assess, plan appropriately, safely implement and evaluate nursing interventions for individuals.  

Operational Objectives

3A. Define the steps of the nursing process. 

3B. Prioritizes appropriately which system to examine first based upon the patient’s presentation.
3C. Apply the nursing process to faculty guided patient scenarios.
3D. Apply newly learned knowledge to promote the health and safety of self and other individuals.

3E. Demonstrate willingness to inquire when encountering a new or unfamiliar situation.

3F. Demonstrates accountability of skills performance.

	Level Objective #4

Values

Identify professional values with ethical, moral, and legal aspects of nursing into nursing practice

Operational Objectives

4A. Recognize the rights of the individual and family in the healthcare decision making process.

4B. Demonstrates an awareness of the student's legal responsibilities.

4C. Maintains confidentiality, integrity and honesty in communication.

4D. Recognizes personal beliefs and biases and evaluate how these may alter nursing interventions. 



	Level Objective #5
Caring

        Practice caring through behavior which reflect respect, empathy, and genuineness

        in providing care to individuals in order to promote an optimal health.

Operational Objectives

5A. Demonstrates respect for individual cultural diversity through the use of a empathetic approach to each individual.
5B. Demonstrates caring by expressing sensitivity to the needs of individuals and colleagues.

	Level Objective #6

Communication & Technology  

Develop communication skills to collaborate in finding solutions to problems and meeting health care needs of the individuals.

Operational Objectives

6A. Participate collaboratively in assigned group classroom activities.

6B. Communicate effectively with potential client, peers, and faculty to collect information to evaluate client progress and promote improved health state.

6C. Document health assessment as appropriate and documents thoroughly.
6D. Demonstrates proficiency in the use of Meti-man in lab and during test-outs.
6E. Utilize professional electronic nursing and patient care resources.

	Level Objective #7

Adaptability

Demonstrate nursing actions which are appropriate to an individual’s health status.

Operational Objectives

7A. Apply health assessment skills to evaluated potential health problems and implement precise corrective action. 

7B. Evaluate potential client conditions and identify appropriate resources of directive nursing information.


Required Textbooks 

Jensen, S.  (2011).  Nursing health assessment:  A best practice approach.  Philadelphia, PA:  LWW. 
Acompanying Lab workbook by Sharon Jensen.
ALSO REQUIRED:  PREPU access code for this text.

Methods of Instruction
This course will follow primarily a lecture-discussion format in the classroom. Additionally, videos, readings, weekly quizzes, demonstrations and return-demonstrations will be used.  The lab will utilize weekly demonstration/return demonstration as well as periodic lab exam scenarios.
Evaluation Methods

Classroom 

    Points each

Points Possible
*PrepU Pre-Quizzes




    5


  75
*Quizzes





  20


240
*Mid-term





125


125
*Final Exam





150


150






Total Possible Classroom Points:
590
* Must have an average of 77% or greater on the quizzes, midterm, and final exam to pass the course, which is  points.  This course requires that students must pass the final examination in order to pass the course.  The PrepU pre-quizzes are worth 5 points per WEEK; disregard the 1 point per chapter the system assigns.
If the criteria of having 466 points in the classroom AND passing the final examination are met, THEN lab grades will be computed into the course grade.  There is not a separate grade for lab.

Lab 
Health History (1) ………………………………………………………………………..………………..100 points

Lab Exams #1, #2, #3 (each worth 50 points)………………………………………....…..…150 points

Lab Exam #4 (includes Assessment note, which is 50 points)…………………….…..150 points

Participation (5 possible points per week of content material)…………..…………..45 points

SOAP Note ………………………………..…………..……………………………………………….........25 points
Assessment Note (1)……………………………………………………………………………………….40 points
Total Lab Points Possible…………………………………………………………………………...510 points

Total Course Points Possible……………………………………………………………………1100 points

*Point values are an estimate and are subject to change!!

Evaluation Methods

1. Quizzes: Quizzes will be given on a weekly basis. They will be over the content covered the previous week.  To foster learning, the quizzes will be reviewed immediately after they are taken.  There will be no make-up quizzes.  Your lowest quiz score will be dropped.  In addition, there will be weekly Prep U Pre-Quizzes that are worth 5 points for each week.  You must hit mastery level 3 on the material in order to receive this credit.
2. Mid-term/Final Exam: A comprehensive written final exam will be given at the end of the semester.  You must pass the final exam (77%) to complete the course; this is a course requirement.  
REMINDER:  Lakeview College of Nursing requires all students to average 77% or greater on proctored examinations.  
3. Lab Skills Check-Off: Time in the lab is an opportunity for you to practice new skills. Use the opportunity wisely. At the end of each lab you will be expected to perform the skill that you have practiced and learned for that week. You will not be permitted to leave for the evening until you have demonstrated the skill.

4. Lab Exams: You will be required to perform four laboratory examinations. You will conduct these examinations on a lab partner or a lab instructor.  You will be allowed a maximum of 15-20 minutes to complete each exam, dependent on the exam.  Details for each exam are included in your syllabus. At each exam, you will be graded on the accuracy of your technical skill, the organization of your exam and your communication skills. 

5. Written Health History: After learning the components of an accurate health history, you will be required to collect a comprehensive history on an adult volunteer patient who is not a classmate. The volunteers must have some relevant medical history, e.g., a parent, grandparent, older individual, etc. Your own children are not acceptable volunteers, as they cannot give consent. The comprehensive history is to be typed in APA format. Alternative formats will not be accepted. The history must be submitted at the beginning of class on the due date listed on the calendar.

6.  SOAP/Assessment Notes:  Students will be required to complete a total of one SOAP note and two assessment notes throughout the course of the semester.  The format is included in your syllabus.  Criteria will become more stringent as the student will gain additional knowledge to be included in the note as the semester progresses.
Lakeview College of Nursing Grading Scale:

93 – 100
A

85 -   92
B

77 -   84
C  - lowest passing grade
69 -   76 
D

<69        
F
Course point cut-offs:  A  is >= 1023; B is 935-1022; C is 847-934; D is 770-846; F is 769 or less.  There is NO ROUNDING.  If you have 1022 points at the end of the semester, you have a B.
ATI Requirement

There is not an ATI requirement for this course.

Course Policies

Student Responsibilities
The ultimate responsibility for learning belongs to the student. A schedule of class topics is provided with this syllabus.  It is your responsibility to read the material in the appropriate chapter and to complete the appropriate sections in your lab workbook PRIOR to class.  This is very important so that you can attain the Prep U mastery level 3 on your Prep U Pre-Quiz each week.
It is expected that all assigned work will be completed as scheduled and assigned.  In general, late work will not be accepted. If unusual circumstances occur, it will be the student’s responsibility to contact the instructor BEFORE an assignment is due. The student forfeits the right to submit any and all make-up work when s/he fails to notify the instructor prior to an absence.  Quiz make-ups are not allowed in this course. Refer to the student handbook for further discussion and policies regarding this topic.

Attendance

Students are expected to attend all lectures and labs as assigned except in the case of personal illness or death in the immediate family. Written verification from the health care provider for an excused absence due to illness is required.  Course coordinator AND appropriate lab instructor must be notified of absence and reason for the absence, no less than 2 hours before the beginning of class or lab.  The student remains responsible for the material covered in the time of absence. Failure to follow this policy will result in disciplinary action.  An excused absence does NOT give the student his or her participation points.   If the student submits a completed workbook and does not attend lab, the student will receive partial participation points.  If the student is ill, this is highly encouraged.
Classroom Behavior

Professional behavior is expected at all times in the classroom and the lab. In order to maintain a healthy and effective learning environment and minimize distractions, students are expected to:

1. Report to class on time. Tardiness is considered an absence.

2. Turn cell phones and pagers to non-audible during class. 
3. Refrain from individual conversations during class time. 

4. Show respect for fellow students and faculty.
Disrespectful and/or unprofessional behavior will not be tolerated. 

Lab and Clinical Equipment – to be brought each week to lab
Student Lab Book

Stethoscope with diaphragm and bell. 

Wristwatch with sweep second hand

Clinical Dress 
Students may wear comfortable street clothes for class.  This is true on most labs as well.  Long hair should be secured up and back for all labs. Fingernails must be trimmed. Long or dangle earrings are not acceptable. Strong cologne or perfumes should be avoided during the clinical times to minimize asthmatic or other allergic reactions. Student partners will need to disrobe to varying degrees during the semester. Patient gowns and privacy curtains are available and should be used. Nurses are professionals. Professional behaviors and language in both classroom and laboratory are expected.   On Lab Exam nights, students will need to wear their uniforms, a second-hand watch, and bring their stethoscope.
Written Assignments
A college level of writing is expected for all written work.  APA format should be used when appropriate.  Written work containing excessive errors, including spelling, grammar, and sentence structure is not acceptable.  There will be no grace period for turning in assignments; they are due at the beginning of class on the specified date.  You will NOT be allowed to redo any written assignments, including lab assignments.  

N201  Health Assessment of Individuals in States of Well-Being

Course Schedule
Fall 2012
	Date
	Topics
	Readings
	Lab (on Wednesdays)

	8/23
Lab 8/22
	The Nurse’s Role in Health Assessment; General Survey and Vital Signs Assessment
	Chapters 1 & 6
	Vital Signs / General Survey

	8/30 (quiz 1)
Lab 8/29
	The Interview and Therapeutic Dialogue; The Health History; Assessment of Social, Cultural, and Spiritual Health
	Chapters 2, 3, 11
	Interview Techniques

General Survey

Health Hx

	 9/6 (quiz 2)
Lab 9/5
	Techniques of Physical Examination and Equipment; Documentation and Interdisciplinary Communication; Mental Health Assessment
	Chapters 4, 5, 10
	Practice for Lab Exam #1

	9/13 (quiz 3)
Lab 9/12
	Pain Assessment; Nutrition Assessment; 
	Chapters 7, 8
	Lab Exam #1 



	 9/20 (quiz 4)
Lab 9/19
	Heart and Neck Vessels Assessment; Peripheral Vascular and Lymphatic Assessment
	Chapter 19, 20
	Heart & Peripheral Vascular  
Health History Due

	 9/27 (quiz 5)
Lab 9/26
	Thorax and Lungs Assessment; Skin, Hair, and Nails Assessment
	Chapters 13, 18
	Respiratory
Skin/Hair/Nails

SOAP #1 Due 

	 10/4 (quiz 6)
Lab 10/3

	 Abdominal Assessment; Head and Neck with Lymphatic Assessment;
	Chapter 14, 22 
	Abdomen/Head & Neck


	10/11
Lab 10/10

	Midterm Examination; Eyes Assessment 
	Chapter 15
	Lab Exam #2


	10/18 (quiz 7)
Lab 19/17
	Ears Assessment; Nose, Sinuses, Mouth, and Throat Assessment
	Chapters 16, 17
	HEENT

	10/25 (quiz 8)
Lab 10/24
	Neurological Assessment
	Chapter 24
	Neuro

	 11/1(quiz 9)
Lab 10/31
	Musculoskeletal Assessment
	Chapter 23
	MSK


	 11/8 (quiz 10)
Lab 11/7
	Male Genitalia and Rectal Assessment
	Chapter 25
	Practice for Lab Exam #3 Assessment Note Due

	 11/15 (quiz 11)
Lab 11/14
	Breasts and Axillae Assessment; Female Genitalia and Rectal Assessment
	Chapters 21, 26
	Lab Exam #3

	11/22  
	THANKSGIVING BREAK
	
	

	11/29 (quiz 12)
Lab 11/28
	Developmental Stages; Assessment of Human Violence
	Chapters 9, 12
	Practice Focused Examination

	 12/6 (quiz 13)
Lab 12/5
	Head-to-Toe Assessment of the Adult
	Chapter 31
	LAB Exam # 4

SOAP #2 as part of final test-out

	 12/13
	Final Exam   
	
	Make-up Lab if needed 12/12


*The College reserves the right to change the course syllabi as circumstances may dictate from time to time.
Lab Exam #1
Students will be given a scenario and be asked to appropriately assess pertinent information regarding the patient’s past medical history, family history, social history, and thoroughly assess the current complaint.  A complete set of vital signs, including eye exam, height and weight will be obtained.  

Time Limit:  20 minutes
Lab Exam #1

HPI:         O     L     D     C     A     R     T   

Social Hx

Family Hx

PMH

T                         P                          R                   BP                   EYES                  HT               WT

Memorization =  _____/10       Technical Skill =  _____/25        Communication Skills _____/15                    TOTAL _____/50

LAB EXAMINATION #2 Check List

Health Assessment 201

Examiner________________________________

Measurement and Vital Signs




Performed

   

1. *Radial pulse, rate, and rhythm



Y  N

2. *Respirations, rate, depth

                                        Y  N

3. *Blood pressure



                           Y  N

Skin







Performed

1.*Hands and nails (nail beds, capillary refill)
              Y  N

2
Color and pigmentation                                                   Y  N     


Temperature


Moisture



Texture



Turgor



Any lesions


*Chest and Lungs                                              


Performed

1.Thoracic cage configuration
                                                     Y  N

    Skin characteristics








       

    Symmetry
                                                                                Y  N

2. Tactile fremitus                                                                  
 Y  N

3. Spinous process
                                                                   Y  N

4. Breath sounds
                                                                   Y  N

*Heart 
  





Performed

1. Apical impulse





Y  N
2. Apical rate and rhythm




Y  N
3. Heart sounds.(all locations)



Y  N

Feet

1. Color, Movement, & Sensation                                            
Y  N

2. Palpate & Grade pulses




Y  N

Possible points 50


Exam – 30                                                         

Score __________/30

Memorization – 10




Score __________/10

Communication with the patient – 10

Score __________/10








TOTAL __________/50
LAB EXAMINATION #3 Check List – 20 minutes each student

Health Assessment 201                     Exam = 30 points; Memorization = 10 points; Communication with patient = 10 points
Examiner________________________________                                 SCORE _______________/50
Student 1

Eyes
Performed

1.*Visual fields (cranial nerve 11)
Y
N

2.*Extraocular muscles 
Y   N

   corneal light                                                                                                                                             Y   N

   reflex,cover test
Y
N

   Cardinal positions of gaze (cranial nerves III, IV, VI)                                                                         Y   N

3.External structures
Y
N

4.Conjunctivae, Sclerae, Corneas, Irises
Y
N

5.*Pupils-reflexes
Y
N

Ears
Performed

1.External ear
Y
N

2.Any tenderness
Y
N

3.Otoscope, car canal
Y
N

   Tympanic membrane
Y   N

4.Test hearing (cranial nerve VIII), voice test
Y
N

    Weber test                                                                                                                                              Y  N

    Rinne test                                                                                                                                                Y  N

Nose
Performed

1.External nose
Y
N

2.Internal nose
Y
N

   Septum, mucosa

  Turbinates, patency
Y  N

Mouth and Throat
Performed

1.Lips and buccal mucosa
Y
N

   Teeth and gums
Y  N

   Tongue
Y  N

   Hard/soft palate
Y  N

2.Tonsils
Y
N

3.Uvula (cranial nerves IX, X)
Y
N

4.Tongue (cranial nerve XII)
Y
N

Neck
Performed

1.Symmetry, lumps, pulsations
Y
N

2.Cervical lymph nodes
Y
N

3.Carotid pulse (bruits if indicated)
Y
N

4.Trachea
Y
N

5.ROM and muscle strength (cranial nerve Xl)
Y
N

6.Thyroid gland
Y
N

Student 2

Examiner______________________________________          SCORE ______________/50
Upper Extremities
Performed

1. ROM and muscle strength
Y
N

2. Epitrochlear nodes
Y
N

Abdomen
  Performed
1. Contour, symmetry
Y
N

2.Bowel sounds

Y
  N

3.Light and deep palpation

Y
N

4.Palpation of liver, spleen, kidneys, aorta

Y
N

Lower Extremities 
  Performed
*1.Symmetry

Y
N

   Skin characteristics, hair distribution                                                                                                  Y   N

   2.Pulses

Y
N

   
Posterior tibial
       Y   N

   
Dorsalis Pedis
       Y   N

*3.Temperature, pretibial edema

Y
N

Neurologic
                   Performed
1. *Sensation, face (touch)

Y
N


Arms and hands                                                                                                                         Y   N

2. Position sense

Y
N

3. Stereognosis

Y
N

4. Cerebellar function, finger‑to‑nose

Y
N

5. Cerebellar function, heel‑to‑shin

Y
N

6. *Deep tendon reflexes (5)

Y
N


Biceps  ____
Triceps ___



Patellar____
Achilles ____

7. *Babinski (Plantar) reflex

Y
N

8. *Romberg sign

Y
N

Lab Exam #4 – This particular exam will have everyone at the EIU building.  You will have approx. 10 minutes to examine your patient (a lab instructor).  Students will be randomly assigned to a lab instructor and must present with a completed ticket to enter.  Details on what is to be included on this ticket to enter will be given the week prior to the test-out.  Students will assess at least 5 systems and will speak with the patient regarding their symptoms, any pertinent history information, and take vital signs.  At the conclusion of the physical exam, students will report to the lobby area to complete their Assessment note.  Assessment notes will be done independently, but students may use their ticket to enter to assist them in this portion of the exam.  There is a 20 minute maximum on the write-up.                  

We will talk about this in more detail closer to the date of the test-out.

SOAP Note form                                                               NAME ________________________________________________
Remember that SOAP stands for Subjective, Objective, Assessment, and Plan.   Subjective should be what your “patient” (AKA your lab partner) tells you about his or her “problem.”  Objective should address the physical findings you see – include vital signs.  Assessment should include 2 appropriate nursing diagnoses for your patient.  Your plan should include nursing interventions which would be applicable for your nursing diagnoses.

Date_______________________________________

Chief complaint_____________________________________________________________________

S:

O:

A:

P:

Assessment Note
The assessment note will entail a narrative write-up of a full head-to-toe assessment.  Information from previous weeks’ labs will be used to complete the note.  Your lab partner will think of a condition (i.e. appendicitis, cholecystitis, chest pain, back pain, fracture, heart attack, stroke, etc. – all conditions MUST be ones in which a patient might be hospitalized).  As a lab partner, you may need to do some research in order to be a realistic patient!  All body systems should be included in the note as well as a set of vital signs.  Subjective information should be separated from the objective information.  A minimum of 3 nursing diagnoses will be included as well as 3 nursing interventions for each diagnosis.  Each intervention should indicate how the nurse would evaluate to determine if it was effective or not.  Be sure to include PMH, FH, and SH.  The assessment note included in Lab Exam #4 will have separate instructions, which will be distributed the week prior to the exam.

Name _________________________________________    GRADE ___________________/100
	Item 
	Present in Paper?
	Comments

	Date of History (1 pt)
	
	

	Biographical Data – including age, sex, race, place of birth, marital status, occupation, and religion (3 pts)
	
	

	Source of History (1 pt)
	
	

	Reliability of Historian (1 pts)
	
	

	Chief Concern/Reason for Seeking Care – must be in quotes (2 pts)
	
	

	HPI – clear, chronological narrative that includes the onset of the problem, the setting in which it developed, its manifestations, and any treatments used to solve the problem.  Principal symptoms should be described in terms of location, quality, quantity, timing, setting, factors that aggravated or relieved symptoms and associated manifestations (10 pts)
	
	

	Past History – includes general state of health, childhood illnesses, adult illnesses, psychiatric/mental health issues, accidents or injuries, previous surgeries, and previous hospitalizations (14 pts)
	
	

	Current Health Status – include current medications/herbals and supplements, medication allergies, relevant immunization history, use of screening tests, use of safety measures, exercise and leisure activities, sleep patterns, use of tobacco/alcohol/other substances (12 pts)
	
	

	Family History – narrative that specifically includes answers regarding heart disease, diabetes, asthma, bronchitis, hypertension, stroke, cancer, kidney disease, arthritis, anemia, headaches, mental illness, seizure disorder, addictions, tuberculosis (10 pts)
	
	

	Family Genogram (6 pts)
	
	

	Psychosocial History – includes home situation and significant others, daily life over 24 hour period, important life experiences, religious beliefs if relevant, outlook on present and future (10 pts)
	
	

	Review of Systems – must list all systems and identify even negative responses to questions asked (20 pts)
	
	

	APA, grammar, punctuation (10 pts)
	
	


Testing Rules 

Failure to observe may result in a grade of ZERO.

1) NO cell phones allowed.  If I see you with your cell phone, you will receive a zero.

2) NO talking; if you need to talk, please leave the room and go to the student lounge or to the lab side of the building.

3) You may write on your test.

4) We use Scantrons, which are sent to the testing center at EIU.  Quiz scores will be posted in Edvance.  Please be aware that result time may vary due to the volume at the testing center. 
5) ALL class-related materials (book, notes, etc). are to be under your desk area, in a bookbag (if possible) until ALL class members have completed the quiz.  If you do not have a bookbag, no handouts or notes may be visible. 

6) We will go over the quiz after everyone has completed it.  Therefore, you will NOT be allowed to remove class-related materials (book, notes, etc.) from under the desk area to “look up” an answer.  If you would like to review your midterm or final, you will need to make an appointment with me.  I do not go over these in class.
7) If you are in the student lounge, please keep your voices down.  The hallway behind the classroom magnifies sound.  Please respect those who are still taking the quiz/test and allow them to have the same quiet that you had.

8) NO hats are to be worn during tests.  You may put your hat back on after ALL testing materials have been collected.
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