Agreement Non- Employee Educational Experiences at Florida Hospital DeLand
Confidentiality:

I understand and agree that in my clinical/observation experience as a student at Florida Hospital DeLand, I shall hold all information, medical and otherwise in confidence (be it verbal, written, and /or electronic “Confidential Information”)

I understand that Confidential Information may include a patient’s name or other identifying information and any medical or financial information about that patient.

I understand that any violation of the Confidential Information may result in punitive action including, but not limited to, exclusion from the clinical/observation experience at Florida Hospital DeLand.

Liability and responsibility:
I am aware that there are potential risks associated with hospital based educational experiences and agree to release Florida Hospital Deland from liability for any injury or illness acquired during my experience. 
I agree to be financially responsible for any emergency medical care or treatment (uncovered by my school insurance) rendered by Florida Hospital DeLand and members of its Medical Staff while at the Hospital non-employee educational experiences and agree to pay Hospital/physician charges in accordance with the regular rates and terms of the Hospital/physician that it usually and customarily charges for listed patient services.  

Orientation:

This is also to certify that I have received BASIC ORIENTATION in the following, as applicable to my clinical experience:
	Orientation Activity
	Initial as applies to your review

	Hospital Vision/Mission/SHARE
	

	Agreement to abide by rules and regulations
	

	Hand Hygiene
	

	Safety and Security
	

	National Patient Safety Goals
	

	Fire Safety
	

	Emergency Codes
	

	Hazardous Materials
	

	Electrical Safety
	

	Risk Management/ HIPAA
	

	Body Mechanics
	

	Infection Control Measures
	

	Restraints
	

	Pain Management
	

	Medication Adminstration Safety
	


Print Name:     ___________________________________ Date_____________

Address: _________________________________________________________

Email______________________________________ Phone: _______________ 

College/School: _________________________  Program:__________________

Semester or anticipated graduation date: _______________________________

Dates of educational experiences:_____________________________________
Area/department Scheduled:_________________________________________
Primary Car Tag License: __________________________________________
Signature: _____________________________________ Initials: ____________
