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CLINICAL INFORMATION SYSTEM ACCESS FORM  

FOR 
CLINICAL INSTRUCTORS  

 

 

 

Clinical instructor/faculty name_______________________________________________________   

Email Address____________________________________________________________________ 

Phone Number ____________________________________________________________________ 

DOB_____________________________________________________________________________ 

Last 5 Digits of Social Security_________________________________________________________ 

School ___________________________________________________________________________  

Clinical unit_______________________________________________________________________ 

START date of experience ______________________END date of experience __________________  

 


	Clinical instructorfaculty name: 
	Email Address: 
	Phone Number: 
	DOB: 
	Last 5 Digits of Social Security: 
	School: 
	Clinical unit: 
	START date of experience: 
	END date of experience: 


