February 16, 2009

Dear CCCE,


Enclosed in this mailing, please find the request for placement of students for the 2010 calendar year for the University of South Alabama Physical Therapy Program.  These requests include placements for our 1st -year students who have completed two full semesters in the program (a 2-week and a 6-week clinical experience) and, additionally, for our 3rd-year students who have completed all but three weeks of the didactic curriculum (a 12- and 13- week experience). 

The appropriate settings for the 2-week and 6-week rotations at the end of the first year of the curriculum are indicated on the commitment forms. The dates for these rotations are during the summer of 2010.  The full-time clinical rotations for the 3rd year students (a 12 & 13 week experience) will occur during the spring and fall of 2010 with the dates indicated on the commitment forms.

I have also included in this mail-out the CCCE Contact Information Form.  If you did not return this form within the last year or if there have been changes in the CCCE at your facility within the past year or any change in contact information, please return this form to me also with your commitment forms.  This assists me in keeping up with the many changes that occur with the CCCE at each facility.

Also included in this mail-out are two additional items: the first is proof of student professional liability insurance.  Please keep this in your files as we are required to provide you with this information on an annual basis.  The second item included is a self-addressed envelope to be used to return your clinical placement commitment forms to me.  Please return these commitment forms to me by Tuesday, April 28th, 2009.  Your prompt attention to these forms would be greatly appreciated.

Please do not hesitate to contact me for any further information at ptclined@jaguar1.usouthal.edu or at (251) 434-3577.  I look forward to continuing to serve you and working with you as the ACCE at USA.

Sincerely,

Jean M. Irion, PT, EdD, SCS, ATC

Academic Coordinator of Clinical Education

Program Coordinator of Web-based DPT

CCCE Contact Information

I know that many of you have included the contact #s and email addresses on your CSIF, but I would appreciate it if you would take a few minutes fill out this form so that I can keep this at my desk as a quick reference and also to develop an email distribution list.  I also realize the email addresses change more often than other contact information and I would like to have the most updated information.  I also know that most of you have patient care responsibilities and it is not always easy for us to connect with each other if I phone you.  Providing me with the information below, as to the optimal method and time to contact you, would be very helpful.  Thank you in advance for your assistance in this matter!

CCCE Name: ___________________________________________________________________________                                                                                                                                

Name of Facility: ________________________________________________________________________                                               

City and State: __________________________________________________________________________             

Primary phone # at which to contact you:   (       )_______________________________________________                                                                                                         

Pager # (if applicable):       (       )                                Cell Phone # (optional)    (       )__________________                                     

Email address I should use to contact you (if you have or use email):  _______________________________                                                                        

How often do you check your email? 

       Daily
        Weekly           Occasionally (1 or 2X/month or less)          I don’t use or have access to email

        Other  ________________________________________________________________________________           

If you indicate you prefer to be contacted via email, please indicate so only if you will check your email at least 1X/week on a regular basis.  If I need to contact you with a question, which method of contact would be prefer me to use on a regular basis?              E-mail
             Phone
               Pager

Clinical Site Commitment Form

13 week Clinical Experience in the Spring of 2010

Final full-time rotation: January 4 – April 2, 2010

Return by April 28, 2009 to:

Dr. Jean Irion, ACCE

Department of Physical Therapy

University of South Alabama

307 N. University Blvd., HAHN 2011, Mobile, AL 36608

Phone: (251) 445-9244--- Fax: (251) 445-9238

E-Mail: ptclined@jaguar1.usouthal.edu
If you have more than one clinical site that can accommodate a student, please indicate each practice area or clinical site on this form OR duplicate this form and place each clinical site on an individual form.

Name of Facility: _________________________________________________________________________

CCCE: _________________________________________________________________________________

Address: _________________________________________________________________________________

Contact Info: Phone #  (      )____________ Fax # (        )_____________  E-mail: _______________________

Please indicate below how many and in what type of setting I can place our students at your facility:

# of Students

Clinical Practice Area

# of Students

Clinical Practice Area
_________

Adult Acute Care


_________

Pediatric Acute Care

_________

Adult Inpatient Rehab


_________

Pediatric Inpatient Rehab

_________
Outpt. Musculoskeletal (primarily)
_________

Mix of Pediatric (inpt. or outpt.







or school system etc.)

_________

Outpt. Neurological (primarily)

_________

Other:  Mixture of Above: Indicate experiences available: ________________________


________________________________________________________________________

If you offered us an acute care or a outpatient ortho site, would you be willing to split this rotation at your facility or with another location so that student would be within each area of practice for only 6 weeks? ______ yes  ______ no Other stipulations: _______________________________________________

Please indicate below any special requirements/assistance at your facility such as:

1.
Would the student be required to complete either of the following prior to beginning the clinical experience at your facility?  _______ Drug Screen   _________Criminal Background Check

2.
Is housing available at your facility or in the vicinity at low cost or no cost? ____ yes _____ no


Brief description and approximate cost: ________________________________________________
3.
If doing a home health rotation, would the student need their own transportation to patients’ homes? 

____ yes _____no
4.
Any other requirements? (please indicate):_________________________________________________ 

Clinical Site Commitment Form

12 week Clinical Experience in the Fall of 2010

Final full-time rotation: September 20– December 10, 2010

Return by April 28, 2009 to:

Dr. Jean Irion, ACCE

Department of Physical Therapy

University of South Alabama

307 N. University Blvd., HAHN 2011, Mobile, AL 36608

Phone: (251) 445-9244--- Fax: (251) 445-9238

E-Mail: ptclined@jaguar1.usouthal.edu
If you have more than one clinical site that can accommodate a student, please indicate each practice area or clinical site on this form OR duplicate this form and place each clinical site on an individual form.

Name of Facility: _________________________________________________________________________

CCCE: _________________________________________________________________________________

Address: _________________________________________________________________________________

Contact Info: Phone #  (      )____________ Fax # (        )_____________  E-mail: _______________________

Please indicate below how many and in what type of setting I can place our students at your facility:

# of Students

Clinical Practice Area

# of Students

Clinical Practice Area
_________

Adult Acute Care


_________

Pediatric Acute Care

_________

Adult Inpatient Rehab


_________

Pediatric Inpatient Rehab

_________
Outpt. Musculoskeletal (primarily)
_________

Mix of Pediatric (inpt. or outpt.







or school system etc.)

_________

Outpt. Neurological (primarily)

_________

Other:  Mixture of Above: Indicate experiences available: ________________________


________________________________________________________________________

If you offered us an acute care or a outpatient ortho site, would you be willing to split this rotation at your facility or with another location so that student would be within each area of practice for only 6 or 7  weeks? ______ yes  ______ no Other stipulations: _______________________________________________

Please indicate below any special requirements/assistance at your facility such as:

1.
Would the student be required to complete either of the following prior to beginning the clinical experience at your facility?  _______ Drug Screen   _________Criminal Background Check

2.
Is housing available at your facility or in the vicinity at low cost or no cost? ____ yes _____ no


Brief description and approximate cost: ________________________________________________
3.
If doing a home health rotation, would the student need their own transportation to patients’ homes? 

____ yes _____no
4.
Any other requirements? (please indicate):_________________________________________________

Clinical Site Commitment Form

 May 10 – May 21, 2010

2-Week Full-time Clinical Experience for 1st Year Students

Return by April 28, 2009 to:

Dr. Jean Irion, ACCE

Department of Physical Therapy

University of South Alabama

307 N. University Blvd., HAHN 2011, Mobile, AL 36608

PHONE: (251) 445-9244----FAX: (251) 445-9238

E-mail: ptclined@jaguar1.usouthal.edu
If you have more than one clinical site that can accommodate a student, please indicate each practice area or clinical site on this form OR duplicate this form and place each clinical site on an individual form.

Name of Facility: ___________________________________________________________________________

CCCE: ___________________________________________________________________________________

Address: __________________________________________________________________________________

Contact Info: Phone #  (      )____________ Fax # (        )_____________  E-mail: _______________________

Please indicate below how many and in what type of setting I can place our students at your facility. Any of these settings can be combined for the 2-week clinical experience.  Please indicate below the primary area in which the student will be placed.

# of Students




Clinical Practice Area

_________




Acute Care

_________




Outpatient Orthopedic
_________




Home Health

_________
Total Joint Center or Inpatient Rehab/Long term care working with Total Joint Replacements &/or other orthopedic/general medical conditions
_________
Other that would be appropriate: ___________________________


______________________________________________________

Please indicate below any special requirements/assistance at your facility such as:

1.
Would the student be required to complete either of the following prior to beginning the clinical experience at your facility?  _______ Drug Screen   _________Criminal Background Check

2.
Is housing available at your facility or in the vicinity at low cost or no cost? ____ yes _____ no


Brief description and approximate cost: ________________________________________________
3.
If doing a home health rotation, would the student need their own transportation to patients’ homes? 

____ yes _____no
4.
Any other requirements? (please indicate):_________________________________________________
Clinical Site Commitment Form

July 5 – August 13, 2010

6-Week Full-time Clinical Experience for 1st Year Students 

Return by April 28, 2009 to:

Dr. Jean Irion, ACCE

Department of Physical Therapy

University of South Alabama

307 N. University Blvd., HAHN 2011, Mobile, AL 36608

PHONE: (251) 445-9244 --- FAX: (251) 445-9238

E-mail: ptclined@jaguar1.usouthal.edu
If you have more than one clinical site that can accommodate a student, please indicate each practice area or clinical site on this form OR duplicate this form and place each clinical site on an individual form.

Name of Facility: __________________________________________________________________________

CCCE: ___________________________________________________________________________________

Address: __________________________________________________________________________________

Contact Info: Phone #  (      )____________ Fax # (        )_____________  E-mail: _______________________

Please indicate below how many and in what type of setting I can place our students at your facility. Any of these settings can be combined for the 6-week clinical experience.  Please indicate below the primary area in which the student will be placed.

# of Students




Clinical Practice Area
_________




Acute Care

_________




Outpatient Orthopedic
_________




Home Health

_________
Total Joint Center or Inpatient Rehab/Long term care working with Total Joint Replacements and/or other orthopedic conditions

_________
Other that would be appropriate: ___________________________


______________________________________________________

Please indicate below any special requirements/assistance at your facility such as:

1.
Would the student be required to complete either of the following prior to beginning the clinical experience at your facility?  _______ Drug Screen   _________Criminal Background Check

2.
Is housing available at your facility or in the vicinity at low cost or no cost? ____ yes _____ no


Brief description and approximate cost: ________________________________________________
3.
If doing a home health rotation, would the student need their own transportation to patients’ homes? 

____ yes _____no
4.
Any other requirements? (please indicate):_________________________________________________
