92 Brick Road

) We ism a n Marlton, NJ 08053

Main Phone (856) 489-4520 x240

P s Children’s oFax (856) 821-1097

STUDENT OBSERVATION APPLICATION

FULL NAME:

HOME ADDRESS:

CITY: STATE: Z1P CODE:

CELL #: EMAIL:

EMERGENCY CONTACT/NUMBER:

DISCIPLINE OF INTEREST: Circle Your Placement of Choice
*Speech Therapy (ST) * Occupational Therapy (OT) *Physical Therapy (PT)

* Therapeutic Recreation (TR)  *Other:

EDUCATION HISTORY: Circle the Year Completed College 123 4 Post-graduate 1 23 4
Current School City/State Year
Are You Pursuing an Opportunity with Weisman to Satisfy a Course/Program Requirement? Yes No

How Many Student Observation Hours Are You Hoping to Gain?

AVAILABILITY: List Days & Blocks of Time (ST/PT/OT/TR).

Please Explain You’re Interest in Weisman Children’s for Your Observation Placement. What Do You Hope to Gain from

Your Experience?




STATEMENT OF UNDERSTANDING

I certify that all statements made in this application are true and to the best of my knowledge.
I understand that Weisman Children’s reserves the right to accept or reject my application in its sole discretion.
I understand that | will be required to have a recent health screening and examination within the current year.
I understand that | will be required to present copies of my immunization records & written verification from my personal
physician of:
Two MMR vaccines (measles, mumps, and rubella) OR Titers for each disease and verification of immunity to the
chicken pox disease
e | understand that | will need to have completed and provided a Quantiferon TB Gold test or two step PPD within the current
year.
e | understand that | will need to provide a copy of my Covid-19 Immunization card for any doses of the COVID-19 vaccine |
have received.
e Complete a medical questionnaire

I am aware this is not an internship opportunity. As a student observer | am exploring my field of interest. All scheduling and
required school documentation will be signed by the volunteer manager and/or therapist. By signing my name below, | agree to the
above and understand that any misrepresentation, falsification, misleading statements or omission of facts made by me may result

in my disqualification from further consideration for observing at Weisman Children’s.

Print Name Signature of Applicant Date

Record of Student Observation Attendance:

Date Time in Time out Total Time  Therapist Print Name Therapist Signature

This record is confirmation of all student observation hours. Email the volunteer manager a copy of the completed record.
It is the responsibility of the student to contact the therapist directly for any future confirmation documentation.

Therapist(s) email:

Please print email



