
Samaritan Health Services 

Application for Medical Student Clinical Rotation 

APPLICANT INFORMATION 

Name: (Last) (First) (MI) Telephone:

Mailing Address:      City:    State:  Zip: 

Email:      Medical School:     Graduation Date: 

Emergency Contact:        Telephone: 

To student: You are responsible for the accuracy of all information and documentation submitted as part of this application. 
Clinical Rotation/ Location Requested Requested Dates 

1st Choice 
Requested Dates 

2nd Choice 

Start Date End Date Start Date End Date 

 1. 

 2. 

INSTITUTIONAL INFORMATION 
Please check the approp ri a te box to indicate that the standa rd has been met and documentati on exists. 

Sama ri ta n reserve s the right to requ est copies of suppo rting docume ntati o n at any time.  

Check appropri a te box 
below. 

YES NO 

1. A Clinical Affiliation Agreement between the studen t’s instituti on and Samarita n Health Services (SHS) has been 

established.

2. Proof of current Professi onal Liability & General Liability insura nce.

3. Letter of reference (good standi ng)/ request for studen t rotati on from the school.

4. Specifics of Clinical Rotation (Course requiremen ts, skills, hours, etc.)

5. School /Prog ra m conta ct informa ti on (name of progra m, conta ct person, email and phone number).

6. Student conta ct informa ti on (name, phone number and email address ).

7. Student Emerg ency Conta ct Informa ti on (Name, phone number).

8. Current Criminal Backg roun d Check (performed by approved vendor accordi ng to OHA rules, compl eted within the 

past 12-24 months of the start of studen t’s rotati on.

9. Current Urine Drug Screen (10-pa nel drug test by reputa bl e vendor accordi ng to OHA rules, result must have been 

done within the past 12 months precedi ng the start of student’ s rotati on.  If student needs a UDS, then he/she may 

arrange to do one throug h the SHS Occupa ti onal Medici ne Department.   Student will be responsi bl e for the cost.

10. Current Student Immuniza ti on records to include:

 Hep B Series or +Hep B titer results  MMR Series or Immune Titers  Tdap (from last 10 years ) 
 Varicella Series or +Titer  (Negati ve) 2-step TST or IGRA within past year 

 Influenza Vaccina ti on/D eclina ti on    COVID-19 Vaccina ti on Series/Decli na ti on  

11. Current AHA BLS training

12. Documenta ti on from School/Prog ra m that the studen t has received prior training (compli a nt with federal OSHA

requirem ents) on: Bloodbo rne Pathog en training, Fire & Electri cal Safety, PPE, Hazard Communica ti ons & Infecti on 

Preven ti on Practices.

13. SHS Online Orienta ti on Modules and Health Testing Guidelines  (Must be done after approv al of rotati on but prior to 

starti ng rotati o n) 

The above named student is qualified to request this clinical rotation and is hereby authorized to accept the requested clinical rotation with 
Samaritan Health Services.  Institution agrees to supply any supporting documentation upon request. 

Please print name (Institutional Representative) Title Email Address 

Signature of Institutional Representative (Clerkship Director or Coordinator) Date 

Institution Name:  

Mailing Address:      City:    State: Zip: 
Please return via email to medicaleducation@samhealth.org or via mail to the following address: 
Good Samaritan Regional Medical Center, Office of Medical Education, 3600 NW Samaritan Drive, Corvallis, OR 97330.  Tel: 541-768-4906  
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