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FRED W. EBERLE TECHNICAL CENTER  

Mission Statement 
 

The mission of Fred W. Eberle Technical Center is to produce generations of knowledgeable, 

skillful, and productive professionals that will lead the way into the future.   

 

GENERAL INFORMATION  
 

The Fred W. Eberle School of Practical Nursing is operated by the Administrative Council of the 

Fred W. Eberle Technical Center, as an Adult Preparatory Program funded by the Bureau of 

Vocational, Technical and Adult Education of the West Virginia Department of Education. The 

program is a comprehensive twelve month course of instruction in practical nursing, accredited by 

the Council on Occupation Education.  

Students will receive both classroom and in-hospital instruction in a wide variety of clinical 

settings. The school is affiliated with St. Joseph's Hospital, Buckhannon; Holbrook on the Hill 

Nursing Home, Buckhannon; Stonewall Jackson Hospital, Weston; William R. Sharpe Hospital, 

Weston; Davis Memorial Hospital, Elkins; United Hospital Center, Bridgeport, and others. These 

clinical facilities are an integral part of the educational program, and more than half of the students' 

time will be spent practicing in these locations. Students will provide their own transportation. 

 

PHILOSOPHY  
 

The Fred W. Eberle School of Practical Nursing functions within the administrative framework and 

philosophy of the Administrative Council of the Fred W. Eberle Technical Center. 

We, the faculty, believe in the dignity and worth of each individual. We feel that optimum health is 

the right of all individuals, and we place a very high value on nursing as a maintenance for this 

health. 

We believe that nursing education is the acquisition and continuous development of knowledge, 

attitudes and skills essential to nursing in addition to communication and interpersonal skills. 

Vocational education must develop a respect for the dignity of work and skills and a determination 

to pursue a task to its successful completion. 

The purpose of this program is to provide an education to our graduates that will enable them to 

function effectively within their legal role with a minimum of supervision. 

We believe that practical nursing contributes to and maintains high standards of nursing care. It is 

the goal of this program to provide education for the practical nurse that will assure their 

contribution to holistic nursing. We focus on the nursing process, which consists of learning skills 

necessary for the assessment of client's needs, planning interventions based on assessment findings, 

implementation of the planned interventions, and evaluation of the effectiveness of the nursing 

process. 

Finally, throughout this one-year program, the practical nurse student can be made aware of the 

serious need for continuing education and can be challenged to take on this responsibility after 

graduation. 
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PURPOSE OF THE COURSE 
 

The work of the Licensed Practical Nurse is an integral part of nursing. Practical Nursing contributes to and 

maintains high standards of nursing care. 

 

The program of instruction is designed to assist the student in acquiring the ability to administer good 

nursing care to individuals, families, and communities. Patient-centered teaching is emphasized. This 

encourages the development of the knowledge, attitudes, and skills essential to nursing. 

 

Practical nurse education recognizes the need for trained, competent individuals who can help to relieve the 

acute nursing shortage. Applicants will be accepted from any locality; however, the school is designed 

primarily to meet the training and employment needs of the central West Virginia area. A further emphasis 

is training local people to meet local employment needs. A major demand in this program of instruction is to 

provide an opportunity for an adult to achieve a successful and useful livelihood. 

 

TERMINAL OBJECTIVES  
 

ASSESSMENT 

1.  Assists in the assessment of basic physical, emotional, spiritual and cultural 

 needs of the health care client by: 

 Collecting data from available resources including: 

 a. client interviews 

 b. health records 

 c. health care team members, family, etc. 

 d. established protocols and guidelines 

2. Utilizes knowledge of normal values to identify deviations in health 

 status and reports these. 

3. Documents data collection. 

4. Communicates findings to appropriate health care professional. 

PLANNING  

1. Assists with the development of nursing care plans utilizing established 

 nursing diagnoses for clients with common, well-defined health problems. 

2. Prioritizes nursing care needs of clients. 

3. Assists in the review and revision of nursing care plans to meet the 

 changing needs of clients. 

IMPLEMENTATION  

1. Provides nursing care according to: 

 a. accepted standards of nursing practice. 

 b. priority of client needs. 

 c. individual and family rights to dignity and privacy. 

2. Utilizes effective communication in: 

 a. recording and reporting. 

 b. priority of client needs. 

 c. individual and family rights to dignity and privacy. 

3. Collaborates with health care team members to coordinate delivery of 

 nursing care. 

4. Instructs clients regarding health maintenance based on client needs and 

 nurse's knowledge level. 
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EVALUATION  

1. Seeks guidance as needed in evaluating nursing care. 

2. Modifies nursing approaches based on evaluation of nursing care. 

3. Revises nursing care plans utilizing criteria established in collaboration 

 with health team members. 

PROFESSIONAL 

1. Complies with the scope of practice as outlined in the nurse practice act 

 of WV. 

2. Functions at LPN entry level in delivery of health care. 

3. Demonstrates responsibility for continued personal and professional 

 growth and education. 

4. Recognizes personal potential and considers career mobility options. 

5. Identifies personal strength and weaknesses for the purpose of improving 

 performance. 

6. Subscribes to the essential components of a nursing code of ethics. 

7. Functions as an advocate for the health care consumer. 

 

CURRICULUM INFORMATION  
 

The curriculum is organized according to separate courses of theory. These courses will be presented in a 

concurrent fashion so as to correlate related material as much as possible. Incorporated into the curriculum 

are provisions for reinforcement of theory already covered. Clinical experiences, whenever possible, will be 

related to the courses of theory being taught and will progress from simple to complex tasks. 

 

In the course of the year, the following courses will be presented: 

 

Personal Vocational Relationships 

Fundamentals of Nursing 

Anatomy and Physiology 

Introductory Nutrition and Diet Therapy 

Maternal Nursing 

Pediatrics (Includes Growth & Development) 

Medical-Surgical Nursing 

Pharmacology 

Geriatric Nursing 

Mental Health Nursing 

 

There is no pre-application course work required for enrollment in the Fred Eberle School of Practical 

Nursing. However, it is recommended particularly for younger students currently enrolled in high school, 

that the following classes be taken: anatomy, physiology, chemistry, biology and basic math. 

 

DISCRIMINATION  
 
As required by federal laws and regulations, the Fred W. Eberle Technical Center Administrative Council 

does not discriminate on the basis of sex, race, religion, disability, age, and national origin in employment 

and in the administration of any of its education programs and activities. 
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ADMISSION POLICY  
 

1. Education Requirements 

Applicants must possess either a high school diploma or an equivalency (GED) diploma. This must 

be presented prior to admission. 

 

2. Application Forms 

Forms are available in the office of the Fred W. Eberle Technical School. There will be a $35.00, 

nonrefundable, application fee, which will also cover the cost of the pre-entrance exam. Both fee and 

application forms should be mailed to: 

 

Fred Eberle School of Practical Nursing 

208 Morton Ave 

Buckhannon, West Virginia 26201 

 

3. Screening Tests 
 All applicants will be required to take the TEAS® (Test of Essential Academic SkillsÊ). Scores will be 

ranked to determine student interview eligibility and will be viewed as a part of the criteria for final class selection. 

Other basic skill tests may be required. TEAS® scores obtained during the application year  are elligible for 

consideration.  

4. Health Requirements 

In order to be considered for admittance to the program, physical examination forms are to be on 

file in the office of the coordinator of the School of Practical Nursing, before classes begin. These forms 

shall be made available to the applicant prior to completion of selection. Included in this physical 

examination are to be the following: 

1. Dental Exam 

2. Complete physical examination including: 

  A. Urine Drug/Alcohol Screen*  

 B. Non-reactive PPD (2 step) 

  C. Chest X-Ray if PPD is positive 

  D. Hepatitis-B Titer/ Vaccination (Series of 3 injections) 

  E. MMR Titers   

 F. Varicella Titer /Vaccine 

 G  Tdap Booster 

 H. Annual Flu Vaccine 

I. History of Medications 

 

*The applicant understands and agrees that he/she shall submit to drug/alcohol screening as a part of 

the admission criteria for the Fred W. Eberle School of Practical Nursing. If drug/alcohol screening is 

performed on a urine sample rather than a blood sample, the individual shall provide the sample under 

observation.  Appropriate chain of custody procedures shall be followed. The results of the drug screening 

must be reported directly to the Fred W. Eberle School of Practical Nursing by the laboratory performing the 

test.  Receipt of positive results of a drug/alcohol screen for any substance for which the student has NO 

legal, valid prescription or for a non-prescription substance not declared prior to the screen shall be grounds 

for denial of admission to the practical nursing program. 

 

Any individual who is on Methadone maintenance must disclose this to the Coordinator of the 

program at the time of application. This individual will be instructed to contact the LPN Board office to 

discuss implications with regards to disciplinary action by the Board at the time that the individual may 

request licensure by examination.  Factors to be considered with regards to these individualsô acceptance 

into the program include the nature of the drug addiction which led to the Methadone maintenance, 

acceptance of these individuals by the clinical agencies for clinical experience, as well as the opinion of the 
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individualôs treating physician with regards to his/her ability to function in the capacity of a student practical 

nurse.  

 

5. Personal References 

The school will check references on all applicants. 

 

6. Personal interviews 

Applicants who have met the afore stated requirements will be personally interviewed by the 

coordinator of the practical nursing program and others. Previous work experience and previous training will 

be considered, but is not a major factor in selection. 

 

7. Selection 

Based on all the prior requirements, selection will be made. No discrimination will be made 

regarding sex, race, color, creed, age, national origin, county of residence, or handicap. A seat fee of $100, 

applied towards tuition, is required upon student's acceptance into the program. 

 

8. Orientation 

Orientation is held prior to the first day of class and includes, but is not limited to, review of the 

Practical Nursing handbook and policies, uniform fitting, financial counseling, distribution of educational 

materials and texts, and a general program overview. 

 

9. Pregnancy 

Schools are advised that the nature and exposure to a variety of illness in the clinical experiences 

included in the practical nursing could pose a potential threat to an unborn baby. Students who become 

pregnant just prior to or during the school year may therefore wish to withdraw from the program and return 

the following year in accordance with readmission policies. Should a student who is pregnant choose to 

continue in the program the student is required to: 

 

1. Notify the Coordinator immediately when the pregnancy is suspected. 

 

2. Sign a waiver releasing the school and cooperating agencies from liability should activities relating 

to the educational program be detrimental to her or the unborn child. 

 

3. Provide a statement from her physician authorizing continuation in the program following each 

prenatal visit. 

 

4. During pregnancy and if delivery occurs during the school year the absenteeism policies of the 

school shall apply. 

 

ENROLLMENT OF STUDENTS WITH LAW VIOLATIONS  
 

W. Va. Code §30-7A-10 states that the Board may refuse to admit an applicant for the licensure 

examination, or may revoke, suspend, or otherwise discipline a license based upon satisfactory proof that the 

person ñ...(2) is convicted of a felony;...(5) is guilty of professional misconduct as defined by the Board...ò  

The Boardôs Legislative Rules, 10 C.S.R. 2, state that the Board can take disciplinary action against an 

applicant or licensee who ñ...12.1.e.11. was convicted of a felony or misdemeanor with substantial 

relationship to the practice of practical nursing in a court of competent jurisdiction...ò 

 

Each applicant to the practical nursing program shall submit to a pre-admission criminal history records 

check.  This will be conducted through the West Virginia State Police or a similar agency in the applicantôs 

state of residence if other than West Virginia. The West Virginia State Board of Examiners will also conduct 
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a federal criminal history records check on each applicant at the time of application for licensure. The Board 

shall notify the program coordinator of any positive results of these records checks for his/her students.  

 

Prior conviction(s) do not affect the applicantôs eligibility to enroll in the practical nursing program. 

 

Failure to disclose any criminal conviction or no contest plea of a felony or misdemeanor, on the application 

for admission to the nursing program, at any other time during the admissions process, or during the course 

of the program is grounds for immediate dismissal. 

 

A copy of all documentation indicating conviction of a crime received by the nursing program from any law 

enforcement agency will be forwarded to the West Virginia State Board of Examiners for Licensed Practical 

Nurses by the program coordinator with the application for licensure.   

 

Any applicant to the practical nursing program who has ever been convicted or pled guilty or no contest to a 

felony or misdemeanor should contact the Board office to discuss the potential impact of the prior 

conviction(s) on his/her application and the licensure process.  Applicants to the Board with prior 

convictions will experience a delay in the processing of their applications while all documentation relating 

to this matter is reviewed by the Disciplinary Review Committee of the Board for a determination as to 

issuance of a temporary permit or license, and what restrictions may apply if issued.   

 
Applicants will  also be required by clinical sites, to be determined "eligible" for performing patient care 

activities. Applicants will be screened through the WV CARES background check system, managed through 

the West Virginia Department of Health and Human Resources. Any student determined "ineligible" 

through WV CARES will be unable to complete the clinical requirements of the program and will be 

removed from consideration for admittance. Fred Eberle School of Practical Nursing is not responsible for 

determination of eligibility/ineligibility  and all questions and requests for variance should be directed to the 

West Virginia Department of Health & Human Resources. 

 

READMISSION POLICY  
 

 Students seeking reentrance into the practical nursing program must: 

 

 1. Submit a letter of consideration for readmission. 

 2. Submit a current admission application. 

 3. Not be indebted to the school for any fees incurred previously at 

  Fred Eberle Technical Center. Indebtedness includes library books, tuition, etc. 

 4. Submit current dental and medical exam forms (within the past year) 

  including proof of current required immunizations/titers. 

 5. Submit an up to date criminal background check (within 6 months of starting date)  

 6. Appear for an interview. 

 7. Enter at the designated time. 

 8. Adhere to all current policies, including any revised ones. 

 9. Submit any additional information required. 

 10. Submit to any requested skills and/or written testing. 

11. Have no past disciplinary actions taken against them 

12. Have been enrolled in the program in the preceding calendar year 

 

 All previous students will be considered for readmission on a case-by-case basis and at the 

discretion of the program coordinator. Reconsideration for admission requires the student to have met all 

clinical objectives up to the time of withdrawal, and to have followed school policy regarding absenteeism. 

Students who were dismissed because of failing grades or who withdrew with a failing average must show 

that they have taken steps to improve their academic skills. If a student completed any course in theory with 
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a "C", they are strongly encouraged to repeat that course. If a student refuses to repeat a suggested course, 

the final exam for that course will have to be repeated with the student achieving a grade of 80 or above. 

The student is responsible for any fees associated with completion of the above requirements. Tuition costs 

and fees will be calculated according to the number of hours needed for completion.  
 

TRANSFER POLICY/ADVANCE PLACEMENT  
 

Persons interested in transferring into the program must submit the following to the program coordinator: 
 

 1. Written request for transfer. 

 2. Current application form. 

 3. Results of pre-entrance examinations which have been taken within the last 2 years. 

 4. High school transcript or its equivalent. 

 5. Official transcript of all previous academic and clinical work from the last nursing school 

  and/or institutions attended. (Only a "C" or above grade in all courses will be accepted). 

 6. Submit course descriptions for each course. 

 7. Submit current (within the past year) medical and dental exam forms and proof of required 

  immunizations/titer. 

 8. Pay any fees related to meeting clinical eligibility.  

 9. Letter of recommendation from last school attended. 

 10. Appear for an interview. 

 11. Have a background check completed in the 12 months prior to the graduation date 

 12. Complete written and skills evaluations as requested by the coordinator. 
 

Transfer students will only be considered if openings exist. Students who were dismissed or had failing 

grades when they withdrew from other programs will be considered on a case-by-case basis and at the 

discretion of the program coordinator. If more than a year has elapsed since a student withdrew from another 

program, he or she will not be considered. Students must have left previous program in good standing. 
 

 *Transfers will not be considered after the beginning of the 3rd quarter. (To be a graduate of this 

program the student must complete at least the second half of the program at our school.) 
 

 Acceptance of transfer students and evaluation of credits, with a plan of completion shall be at the 

discretion of the coordinator and must meet the requirements of the State Board. (Section 9.13 of Manual of 

Recommendations and Requirements.) Students who transfer into the program must agree to adhere to the 

attendance and all other student policies. The student is responsible for any fees associated with completion 

of the above requirements. Tuition will be based on the number of months left in the program and the total 

tuition fee for the entire year. 

 

  Fred W. Eberle Technical Center will accept, review, and maintain a written record of previous 

education and training submitted from students using VA education benefits. Such materials will be 

reviewed to determine if credit toward completion of the desired program is possible. 

 
 

COST OF THE PROGRAM 
 

 Tuition     $3860.00 

Uniforms    220.00 

 Books     700.00 

 Pin, Diploma and Case   100.00 

 Graduation Uniform   100.00 

 State Board Application   75.00 

 PN Temporary Permit   10.00 

 Course Assessment Testing  300.00 
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 Background Check   30.00 

 Professional Organization Membership 40.00 

 Material Fee    165.00 

 NCLEX-PN Review Course  300.00 

*Note: This is subject to change. 

FINANCIAL AID  
 

Eligible Student (Pell Grant) 

Financial aid is available to qualified students.  To apply:  complete the Free Application for Federal Student 

Aid (FAFSA). You may apply online at: www.fafsa.ed.gov.  The Title IV code number for Fred Eberle 

Technical Center is:  017035. 

 

To qualify, a student must: 

V Be a U.S. citizen or other eligible non-citizen. 

V Be a high school graduate or have earned a GED.  If a student has received a Bachelorôs degree, he 

or she is not eligible for a Pell Grant. 

V Be enrolled in an eligible program of at least 600-clock hours in length that leads to a certificate or 

other educational credential. 

V Not be in default on any prior Title IV loans or owe a repayment on any grant 

V Show financial need as determined by the Department of Education. 

V Must maintain satisfactory academic progress. 

Return of Title IV Funds 

Students who are Federal Pell Grant recipients should be aware of new federal regulations which require 

both the student and the school to return unused federal funds to the government in cases where studentsô 

withdrawal from school.  This new regulation dictates that a student must earn Federal Aid.  If a student 

withdraws from school after 5% of his/her schedule payment period, only 5% of the grant is earned.  The 

student will have a liability to the federal government for Pell Grant monies issued for books, supplies, fees, 

and refunded to the student in excess of these fees. 
 

Tuition/Enr ollment Periods 

The enrollment period for most programs is at the semesters.  Tuition in all programs (except LPN and 

CDL) will be billed on a per semester basis. 
 

WIA (Region VI Workforce Investment Board) 
 

Workforce Investment Act (WIA) funds are available to a limited number of students who are determined to 

be eligible by Job Service-Employment Security Office.  These funds provide tuition and expenses for 

qualified students enrolled in eligible programs. 
 

Region VI is an equal opportunity employer/program. Auxiliary aids and services are available upon request to 

individuals with disabilities. 

 

VA Education Benefits 

 

*VA Pending Payment Compliance 

Despite any policy to the contrary, for any students using U.S. Department of Veterans Affairs (VA) Post 

9/11 G.I. Bill®  

(Ch. 33) or Vocational Rehabilitation and Employment (Ch. 31) benefits, while payment to  

Fred W. Eberle Technical Center is pending from the VA, we will not:  

ÅPrevent their enrollment; 

ÅAssess a late penalty fee to; 

ÅRequire they secure alternation or additional funding; 

http://www.fafsa.ed.gov/
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ÅDeny  their  access  to  any  resources  (access  to  classes,  libraries,  or  other  institutional  facilities)  

available to other students who have satisfied their tuition and fee bills to the institution. However, to qualify 

for this provision, such students may be required to:   

ÅProduce the VAôs Certificate of Eligibility by the first day of class; 

ÅProvide written request to be certified; 

ÅProvide  additional  information  needed  to  properly  certify  the  enrollment  as  described  in  other  

institutional policies (see our VA School Certifying Official for all requirements). 

 

Other Funding Sources 

Students should check with the following agencies to see if they are eligible for funding under their 

guidelines: 

¶ Vocational Rehabilitation 

¶ Workers Compensation 

¶ Workforce Investment Act (WIA) 
 

REQUIREMENTS FOR GRADUATION  
In order to graduate, the student must have: 

 

1. Maintained at least a "C" Average in every course. (80%) 

2. Passed each clinical rotation by having met the required clinical objectives. 

3. Paid all fees, including class dues, tuition, and any ancillary charges owed to the school. 

4. Returned all library books or other items belonging to the school. 

STUDENT POLICIES  

 
1.   Class Days and Hours 

Days-Monday through Friday (Jan.-Dec.) 

Hours-Classroom days: 8:00am - 3:30pm; Clinical days: 7:30am - 3:00pm. The scheduled time for 

classroom and clinical experiences will not exceed 32 hours/week. Due to travel time to some clinical areas, 

and the availability of clinical experiences, starting times will vary. Faculty will arrive 1/2 hour before 

students to make final preparations. 

 

2.  Holiday, Vacation, & Snow/Inclement Weather Days 

Students will be off for designated holidays, which fall on scheduled class or clinical days.  

Three weeks of break will be scheduled during the summer months as shown by the program calendar.  

Fred W. Eberle School of Practical Nursing follows Upshur County Board of Education decisions for school 

closings related to snow or inclement weather. We will not observe delays or early dismissals except in the 

event of a disaster or emergency. 

 

3.   Absence Policies 

A. The nature of the training in this course of study makes regular class attendance a requirement. The 

following guidelines will be followed regarding student absences. 

 

Absences Verbal 

Warning  

Written 

Warning 

Maximum 

 

Dismissal 

 

Occurrences 6 8 10 11 

 

The only exceptions will be a death in the studentôs immediate family (parents, grandparents, children, 

spouse, or siblings), illness requiring hospitalization, ordered court appearances, or other extenuating 

circumstances. 

The following guidelines will be used. 
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Exceptions Maximum # of Days  

Hospitalization * 3 

Death * 2 

Court Orders (subpoena or official paperwork) As directed 

Other situations on a case by case basis At Coordinator's discretion  

*Additional days will be counted as regular classroom and/or clinical absence totals. 

         

B. In case of illness or emergency, when a student cannot be in attendance, either in class or the clinical 

area, the instructor must be notified, no later than 1 hour prior to the scheduled time.  Lack of a telephone 

does not excuse the student from this requirement. Also, this requirement is not met by sending a message 

with another student. 

 

C. A register will be kept by the instructor or coordinator listing all absences. Students will be required 

to use a computerized attendance management system to clock in during classroom days and clinical 

instructors will log absences during clinical rotations. Students will be provided updates as needed on the 

number of acquired absences.  

 

 D. Hospitalizations / Death / Other Situations  may require supporting documentation at the 

Coordinator's discretion. 

 

E. Absences less than 1/2 day will count as 1/2 day. Absences of over 1/2 day will count as one full 

day. 

 

4. Tardiness Policies 

The student must notify the instructor if he/she anticipates being tardy, as soon as possible. If a student is 

tardy and has not notified the instructor previously, she/he must notify the instructor upon arrival and give 

reason for tardiness. For every 1minute to 90-minute block of tardiness a 1/4 of absence will be counted. For 

example, 15 minutes of tardiness will be counted as 1/4 day, 2 hours of tardiness would count as 1/2 day. 

This will be cumulative; for example, 5 minutes of tardiness on 3 separate occasions, would cause 3/4-day 

absence to be counted against the student. 

 

5.  Academic Integrity 
Academic integrity is a responsibility of each person. All educational experiences, both theory and clinical,  

fall within the academic integrity expectations. Plagiarism, cheating, falsifying records (self or patient; 

school or clinical agency), lying and any other form of academic dishonesty are not acceptable. Any student 

participating in any form of academic dishonesty is responsible to the instructor of the class or clinical 

experience. In addition to other possible disciplinary sanctions, which may be imposed through regular 

institutional procedures as a result of the misconduct, the instructor has the authority to assign a zero for the 

examination, exercise or assignment. If the dishonesty involves client care, the instructor has the authority to 

change the studentôs clinical assignment and/or remove the student from the patient care setting. 

 

 A. In a written/computerized  testing environment, students can expect some or all of the following: 

¶ All cell phones are to be turned off and put away. 

¶ All book bags, coats, jackets, cell phones, hats, watches, technological devices, and other 

belongings and exterior wear are to be left at the back of the room. 

¶ Once the test has begun, if the student leaves the room (for ANY reason), their test is 

considered finished and submitted. 

¶ No bathroom breaks during testing. 

¶ Students are expected to do their own work. 

¶ Multiple versions of the test. 

¶ Videotaping of the testing. 

¶ Student seating arrangements to reduce the risk of cheating. 
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 B. The following violations of academic integrity are defined. 

  

1. Cheating: 

 Unauthorized use of any materials, notes, sources of information, study aids or tools during 

an academic exercise. No cell phone, calculator, palm computers, smart watches or hats 

allowed during exams. Use of calculators will be announced if necessary, will be provided 

by instructor. 

¶ Unauthorized assistance of a person, other than the course instructor during an 

academic exercise. 

¶ Unauthorized viewing of another personôs work during an academic exercise. 

¶ Unauthorized securing of all or any part of assignments or examinations in advance 

of the submission by the instructor. 

 

2. Fabrication/Falsification: 

 The unauthorized invention or alteration of any information, citation, data or means of 

verification in an academic exercise, official correspondence of a school record, client 

record or other professional documentation. 

¶ Failure to report errors in the clinical area 

¶ Failure to report changes in client status to faculty 

¶ Falsifying client records by charting incorrect data or removing data 

¶ Releasing confidential information about clients to persons who do not have the 

right to such information 

¶ Rude or abusive language to patients, peers, faculty or staff jeopardizing a patientôs 
safety or welfare 

 

3.Plagiarism: 

 Submitting as oneôs own work or creation any material or an idea wholly or in part created 

by another. This includes, but is not limited to: 

¶ Oral, written and graphical material 

¶ Both published and unpublished work 

¶ Any material(s) downloaded from the internet or cut or pasted or typed or written 

verbatim from published source 

It is the studentôs responsibility to clearly distinguish their own work from that created by 

others. This includes proper use of quotation marks, paraphrase and the citation of the 

original source. Students are responsible for both intentional and unintentional acts of 

plagiarism. 

 

4.Complicity: 

 Helping or attempting to help someone commit an act of academic dishonesty. 

¶ Having access to test information during testing periods 

¶ Conveying test information to other students 

¶ Reproducing information in duplicate for assignments 

¶ Destruction or confiscation of school resource material or equipment 

¶ Jeopardizing a patientôs safety or welfare 

¶ Breach of confidentiality 

¶ Communicating negative value judgments to patient 

¶ No provision of patient privacy 

¶ Infraction of HIPAA policies 

¶ Demonstrating incompetence/lack of preparation for clinical assignments 
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6. Exams 

A. All exams will be taken on scheduled date REGARDLESS of previous absences. It is the studentôs 

responsibility to obtain information, lecture notes, and lecture slides from classmates needed to prepare for 

testing. 

 

B. Make-up Exams: When tests are missed due to absence, the test will be made up the following 

classroom after the absence. Missed exam(s) will be administered at 0730 the next classroom day.  If 

multiple days are missed, the student must take (1) exam next classroom day after the absence and have a 

written plan, to be approved by course instructors, to complete the remaining missed exams. If the missed 

test is not taken on the next scheduled make-up date 10 points will be deducted from the score, with an 

additional 10 points deducted for each missed date up to 30 points.  A zero will be recorded after 3 missed 

make-up dates. *Make-Up Exams may be alternate tests at the Instructorôs discretion. 

 

7. Homework 

Because students have agreed to devote themselves to this program for one year, students are expected to 

complete written assignments, as part of the learning process. It is the student's responsibility to hand in all 

written assignments on time. Assignments are due, in the classroom, by 8:00 AM on the date due. Failure to 

do so will cause a 5-point reduction in grade for each class or clinical day the assignment is late. 

Assignments not turned in or handed in after 5 days following due date will result in a 0% for that 

assignment. After one 0% on an assignment, student will be given a verbal warning. After two 0%'s on 

assignments, student will receive a written warning, placing the student on probation. After three 0%'s on 

assignments, student will be dismissed from the program. 

 

8. Satisfactory Academic Progress 

Each student must maintain passing scores in all areas of classroom instruction and clinical performance. 

Students unable to maintain a final grade of "C" (80%) in any course will be required to withdraw from the 

program. 

 
The Guidance Counselor and the Academic Instructors will be available to assist students with solutions to 

problems that result in poor academic progress.  Any student whose grades are not brought up to a ñCò 

average by the end of the semester will not be eligible for financial aid  (Including VA education benefits).  

 

The grading system will be as follows: 
 

A: 94-100 

B: 87-93 

C: 80-86 

F: 79-below 
 

Evaluation of performance will be conducted throughout the program on the basis of: 
 

1. Skill performance of competency unit. 

2. Daily work, homework, quizzes, etc. 

3. Written examinations, scheduled and non-scheduled. 

4. Self-evaluation. 

5. Instructor evaluation at the end of each clinical rotation by a State Board 

  approved form. 

 

 

 

9 Clinical Performance: 

 Students are expected to perform safely in the clinical area, at increasing levels of competency that 

correlate with material being presented in the classroom. Student evaluations will be completed at the end of 
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each clinical rotation. If a student is not performing at the expected level of competency they will be placed 

on clinical probation. If the student continues to perform below the expected level of competency by the end 

of the probationary period, dismissal will occur, following due process. Because patient safety is of utmost 

importance, if a student engages in an activity that is unsafe, or omits care that has been ordered for a 

patient, this instance will be documented as an "Incident of Potential Harm." More than two such 

documentations could be grounds for dismissal and will result in a meeting with the coordinator and 

Director, for individual consideration. 

 

10. Dismissal Policy  

 

 A. Verbal Warning  

 May be given at any time regarding classroom and/or clinical performance, appearance, attitude, or 

conduct. Verbal warning will be documented in the student's file. After one verbal warning is given, a 

written warning is completed. 

 

 B. Written Warning  

 A letter of warning is delivered to the student by the Facilitator, indicating the violation. The student 

signs a statement receipt and is placed on probation for no longer than thirty days, in which time satisfactory 

improvement can occur. If improvement does not result, a due process hearing will be scheduled with the 

student, Program Facilitator, and the Director which may result in dismissal from the program. 

 

 C. Dismissal 

A student will be dismissed immediately following a hearing with the student, program 

facilitator, and the director of Fred W. Eberle Technical Center for any of the following 

offenses: 

  1. A failing theory grade upon completion of a subject. 

  2. A failing clinical grade after completion of a course rotation. 

3. Insubordination: for example: disobedience, (refusing to follow the direction of the 

instructor), using profane language, inappropriate comments or belligerence in 

relationships with the faculty, fellow students, hospital personnel, or patients, or 

verbal or physical abuse. 

4. Under the influence of unauthorized drugs: for example: reporting to class or 

clinical duty under the influence of alcohol, narcotics, marijuana, tranquilizers, or 

"uppers". Students taking prescribed drugs which impair judgment or reaction time 

shall not present themselves for an assignment or patient care. Refusal to undergo 

blood or urine screening for alcohol or drugs upon instructor request shall constitute 

immediate dismissal. 

5. Dishonesty:  for example: Cheating, falsifying information (written or verbal) on a 

patient's chart, or in the classroom, lying to an instructor, team leader, or head 

nurse, Xeroxing a chart of graded assignments. 

6. Engaging in unsafe practices: for example: getting a first day postoperative knee 

surgery patient out of bed to walk, without the instructor present, using unsterile 

supplies or equipment in dressing an operative incision, or failure to obtain 

supervision when performing a treatment for which he/she has not been qualified by 

the instructor. 

7. Breach of confidentiality: for example: breaking confidentiality regulations as set 

up on each clinical area. This includes shop talk at lunches, breaks, or in the smoke 

room; or divulging information to another student. 

8. Nonpayment of tuition and fees unless prior arrangements are made with the office 

for late payment. 

9. Failing to abide by the policies set by Fred W. Eberle Technical Center, School of  

Practical Nursing and/or each affiliating agency. 
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10. Absences in excess of 10 days, as set by the attendance policy in the handbook. 

11. Failure to disclose any type of information which may prevent the student from 

taking the State Board Examination. Ex. Law violations, DUI's, addiction. 

12. Falsification of program application and/or admission paperwork. 

 

D. Removal from Clinical Setting 
  Because patient safety is of utmost importance, if a clinical instructor feels that a 

student(s)ôs performance or actions place patients, facility staff, the instructor, fellow students, or their own 

well-being in jeopardy, the instructor may remove the student(s) from the clinical setting and send them 

home. Because of the clinical instructorôs continued obligation to patients and other students ANY  

disagreement with the instructorôs directions will be seen as insubordination and could result in dismissal 

from the program. The instructor will then contact the Coordinator and provide a written account of the 

incident as soon as possible. The dismissed student(s) MUST follow up with the Program Coordinator prior 

to return to the clinical setting. 

 

11. Withdrawal Policy  

 A student may voluntarily withdraw from the program at any time and should: 

 1. Arrange a conference with the Facilitator of the program. 

 2. Submit a written resignation stating the reason(s) for leaving school. 

 3. Return rented books, library books, and any other school property within one week. 

 4. Complete business arrangements. (See tuition refund policy.) 

 5. Students may be eligible for a Nursing Assistant Certificate if requirements have been met. 

 

12. Classroom/Hospital Conduct 

The concept of professionalism will be explored with you by the faculty, especially in the first month of 

orientation to the field of vocational practical nursing. At the basis of professionalism is behavior as ladies 

and gentlemen, characterized by quiet, calmness of manner, a well-modulated voice, and consideration of 

others. You will be taught and expected to conduct yourselves in a manner that inspires the confidence of 

your patients. 

 

Students in the nursing program are engaged in preparation for professional practice. Nursing practice is 

guided by the ANA Code of Ethics and ANA Standards of Professional Practice, which emphasize respect 

for others. Students in a professional nursing education program are held to these standards. All 

communication with faculty and other students should always be respectful. 

 

The following are expected civil behaviors that support the teaching/learning environment. 

1. Arrive at class/clinical on time 

2. Notify the instructor in the event of tardiness or absence prior to class/clinical 

3. Students should not talk when an Instructor or classmates are speaking during class/clinical 

4. Students who are disruptive or uncivil will be asked to leave the classroom/clinical setting 

5. Electronic equipment or devices shall not be used without the express permission and consent of 

instructor during class or clinical experience 

 

13. Dress Code 

Because health care personnel must be in close contact with patients and must be neither physically 

offensive nor a source of contamination to patients, a daily bath or shower and use of an underarm deodorant 

are essential. No patient will feel comfortable in the presence of a nurse whose lack of cleanliness is 

noticeable. 
 

Moreover, cleanliness is related to one's self-image. The nurse who feels clean and attractive, will generally 

convey an attractive image to his or her patients. The nurse who has body odor, or obviously unwashed or 

unkempt hair, or whose hands or fingernails show dirt, cannot possibly maintain the maximal positive 
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relationship with a patient. Standards of cleanliness and appearance must, by nature, be higher for nurses 

than for people in most professions, and every nurse should make an effort to achieve perfection in this area. 

 

1. The teeth are to be maintained in good repair, with particular care to brushing; an unclean 

mouth is offensive in appearance and a source of breath odor. 

 

2. Nails should be short and well cared for. Only pale or clear enamel shall be permitted. No 

artificial nails permitted. 

 

3. Hair must be scrupulously clean and simply styled. The following statement pertains to both 

the male and female student: Hair that comes below the bottom of the collar in the back, 

must be pulled back and secured. 

 

4. If the male wears a beard, it must be clean and neatly barbered. 

 

5. Students will be required to wear the complete uniform as specified by the coordinator and 

faculty in the clinical area. The provided uniform consists of a tailored scrub top and 

tailored scrub pants; females may also wear a tailored uniform skirt being no shorter than 

mid-knee.  Also to be worn are white closed toe shoes that shed fluids and white hose/socks. 

The name tag must be worn on the uniforms at all times. No jewelry except a wedding 

band, watch and stud earrings is to be worn. No tongue bars, eyebrow, or nose 

jewelry will be permitted  (clear studs may be used to maintain openings). Ear gages 

should be minimized or covered as directed. When necessary, a white sweater or uniform 

jacket may be worn with the uniform. Classroom attire may be casual, however, it is 

strongly recommended that students appear neat, clean and in a manner that speaks well for 

their profession. 

 

6. Tattoos visible while in uniform should be covered. 

 

7. Students are required to conform to uniform and grooming standards of the clinical facilities 

where they are assigned. 
 

REMEMBER:  
 

A- Wear the uniform in accordance with the above stated policy. 

B- Have your uniform spotlessly clean, ironed, properly buttoned and the proper length.  

C- Wear shoes that are polished and in good repair.  

D- Have a watch with a second hand, a pen with black ink, bandage scissors, and other articles that you 

need constantly in the performance of your duties.  

E- Wear your uniform with pride and dignity. Be proud of it and set an example to others by being 

immaculately groomed and dressed.  

F- Do not wear stockings or socks with runs or holes in them.  

G- Do not wear jewelry other than wedding band and watch. Leave any diamond or other rings at 

home, for the risk of scratching the patient with the diamond or losing it in slippery bath water while 

bathing the patient, among other things.  

H- Do not wear earrings, other than in the case of pierced ears, and then do not wear the type of earring 

that dangles; only the small stud-type earrings are permitted. 

I- Do not appear in public places in uniform.  

 

14. Employment 

 Student are advised not to maintain or seek employment during the school year. 
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15. Marriage 

 The marital status of the student is of no concern to the Fred Eberle School of Practical Nursing. 

 

16. Illness or Injury of Students 

Students shall be responsible for their own medical care if they become ill during the school year. It 

is recommended that each student carry medical/hospital insurance. Students are required to have up to date 

immunizations before entering the program. The school is not responsible for any illness or injury 

contracted by the student while performing school or clinical assignments. 

If a student becomes ill when in a clinical area, he/she may be seen by a house physician in the emergency 

room. The student is responsible for any fees charged for this service. 

 

17. Library  

The school maintains a library for the students use throughout the year. The library contains books, 

magazines, and audiovisuals pertinent to nursing, and a set of encyclopedias. All but the audiovisuals and 

the encyclopedias may be borrowed by students for a period of up to two weeks.  

 

18. Student Government 

Each year, the students will elect the following class officers: President, Vice-President-Class 

Historian, and Secretary-Treasurer. 

 

19. Professional Organizations 

Each student is required to join NAPNES at the beginning of each year.  

 

20. Fire/Emergency Drill  

Fire drills are necessary for the safety of the students and staff.  Drills are held periodically 

throughout the school year.  The signal is a bell or ñbuzzerò which sounds continuously for 30 seconds or 

longer.  It is essential that everyone promptly clear the building by the prescribed route when the alarm is 

sounded.  All students will be required to follow more detailed fire drill procedure, which will be given by 

instructors and posted in the instructional areas. 

 

21. Transportation 

Each student is responsible for his or her own transportation to the school or clinical areas. Student 

parking at the school and in all areas of clinical assignment shall be the responsibility of the student. The 

school will not be responsible for any personal or property damage incurred in any case. 

 

22. Telephone 

The telephone is a business telephone and is not intended for student use.  This policy also applies to 

all clinical areas.  

 

23. Cell Phones 
Cell phones must be turned off or in silent mode during classroom lectures.  Modification of this 

policy can be at an instructorôs discretion. Cell phones are not permitted in the classroom during 

examinations, exam reviews, or any other time as determined by the instructor. Cell phone use 

at clinical sites will be in accordance with facility policies and at no time will cell phone use (calls, 

texting, use of applications) be permitted in patient care areas. STUDENTS ARE STRICTLY 

PROHIBITED FROM TAKING PICTURES ON ANY MOBILE DEVICE AT ANY 

CLINICAL FACILITY.  

 

24. Meals 

When on clinical assignment in the hospital, those food service areas available to employees and/or 

visitors will be accessible to students. 
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When on assignment in community health and social agencies, etc., the student may bring his/her 

lunch or eat in whatever public facilities are available within the half-hour lunch period scheduled. 

Eating is to be done only in designated food service areas of the facility where you are located. 

 

25. Use of Tobacco and Chewing Gum 

A. Smoking-State regulations specify that smoking or use of smokeless tobacco is not to be 

permitted on school property at any time. Students are not to use tobacco in any form, during 

clinical rotations, regardless of facilityôs smoking policy. Failure to adhere to this policy can 

result in disciplinary action and possible dismissal from the program 

B. Chewing gum-Do not chew gum while on duty. 

 

26. Use of Drugs and Alcohol 

A. Alcohol/Drugs ï Do not drink alcoholic beverages or use drugs while in uniform, nor bring 

disgrace on your program or the vocation you are a part of by wearing the uniform in places of 

questionable reputation. The use of alcohol or drugs habitually, or the appearance of having used 

them before coming to class or duty will be valid grounds for dismissal from the program.  

 

27. Random Drug/Alcohol Screening 

The student understands and agrees that he/she may be requested to submit to random drug/alcohol 

screening during the course of the academic year.  Screening may be requested at any time by the nursing 

faculty of the practical nursing program, and shall be performed in accordance with proper chain of custody 

procedures.  If drug/alcohol screening is performed on a urine sample rather than on a blood sample, the 

student shall provide the sample under observation. Appropriate chain of custody procedures shall be 

followed.   Random drug/alcohol screening shall be performed at the expense of the Fred W. Eberle School 

of Practical Nursing.   

 

Upon request of the nursing faculty or administration of the practical nursing program, pursuant to 

the probable cause standard, the student shall agree to submit to testing to determine whether alcohol, 

controlled substances or substances which are mood altering in any way are present in his/her blood and/or 

urine.  Testing shall be performed as soon as possible, if a urine sample is collected it shall be under 

observation. Appropriate chain of custody procedures shall be followed. Failure to submit to such a 

reasonable request shall be prima facie evidence of the presence of the aforementioned substances, and shall 

be grounds for immediate dismissal from the practical nursing program. 

Any student who is prescribed any narcotic medication or medication which may be mood altering 

in any way shall cause his/her physician to document the prescribing of said medication. The student shall 

furnish documentation to the coordinator of the practical nursing program the next instructional day 

following the prescribing thereof.  At no time shall the student engage in direct patient care in the clinical 

agency while he/she is under the influence of alcohol, a narcotic drug or other mood altering medication, 

without a statement from his/her attending physician indicating the studentôs ability to perform nursing 

functions is not impaired and following evaluation by the coordinator or her designee to determine the 

student's functional ability. 

 

Any student who utilizes any non-prescription substance which may contain alcohol, cause 

drowsiness, or in any way impair the ability to perform nursing functions shall inform the coordinator or her 

designee on any instructional day on which the substance is utilized, and prior to the student's submission to 

any drug/alcohol screen which may be requested in accordance with the above policies. At no time shall the 

student engage in direct patient care if the ability to perform nursing functions is impaired as determined by 

the coordinator or her designee following the use of a non-prescription substance.   

 

Any student on Methadone maintenance shall agree to random drug/alcohol screening at their 

expense which may be on a more frequent basis than other individuals enrolled in the program. Any drug 

screening on these individuals, whether at the time of admission or after enrollment in the nursing program, 
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shall specifically test for Methadone and differentiate any positive results for Opiates and other substances. 

Further, these individuals must cause their treating physician to submit a written statement to the Program 

Coordinator on a monthly basis verifying their compliance with treatment and ability to function safely as a 

practical nursing student. Any individual on Methadone maintenance will cause results of any drug 

screening conducted by the individualôs treating physician to be copied to the Coordinator of the LPN 

Program. Any evidence of non-compliance with treatment and/or any drug screen which is positive for any 

substance other than Methadone for which the individual has no valid prescription and has not declared prior 

to the drug screen shall be grounds for immediate dismissal from the nursing program. 

 
RECEIPT OF RESULTS INDICATING THE PRESENCE OF ANY AMOUNT OF ANY SUBSTANCE FOR 

WHICH THE STUDENT HAS NO LEGAL, VALID PRESCRIPTION OR FOR A NON -PRESCRIPTION 

SUBSTANCE NOT DECLARED PRIOR TO THE DRUG/ALCOHOL  SCREENING SHALL BE GROUNDS 

FOR IMMEDIATE DISMISSAL FROM THE PRACTICAL NURSING PROGRAM.  

 

28. Refund Policy 

 

Students who officially withdraw during any enrollment period will receive a refund of any unused 

fees and a portion of tuition in accordance with the following schedule: 

  During the first and second week 90% refund 

              During the third and fourth week 70% refund 

              During the fifth and sixth week ..  50% refund 

              Beginning the seventh week ......  NO Refund 

 

Refunds, when due, are made without requiring a request from the student. The student may request a refund 

at the time of withdrawal or termination. If the student does not request a refund, the center will process the 

refund within 15 business days. 

 

All refunds are processed within 15 business days of the time the student withdraws and notifies the 

business office.  If a student misses 10 consecutive days and does not officially withdraw or make contact 

with the instructor, a refund will be processed if warranted.   

 

29. Harassment and Violence: 

The Fred W. Eberle Technical Center believes that the dignity of each human being shall be 

considered in all school activities, and that all learning and working environments are free from racial, 

sexual or religious/ethnic harassment or violence.  Acts of harassment or violence involving students or staff 

shall not be tolerated by Fred W. Eberle Technical Center in accordance with existing county and/or state 

policies.  

 

30. Guidance  

Guidance services are provided to all students by the Technical Centerôs Career Coach.  The Career 

Coach recognizes the unique person who has great potential to develop into the successful worker each 

student wants to become. The Career Coach wants students to feel good about themselves, school, family, 

friends, and the future.  The Career Coach assists both secondary and adult students in decision-making and 

is available for an individual session with each student during each academic year to assist in career 

planning.  The Career Coach is also available to meet with students regarding interpersonal, social, and 

developmental concerns when necessary. 

31. Student Code of Conduct 

All students and employees in West Virginia public schools shall behave in a manner that promotes 

a school environment that is nurturing, orderly, safe and conducive to learning and personal-social 

development. 

 

ALL STUDENTS SHALL:  
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¶ Help create an atmosphere free from bullying, intimidation and harassment. 

¶ Demonstrate honesty and trustworthiness. 

¶ Treat others with respect, deal peacefully with anger, use good manners and be considerate of the 

feelings of others. 

¶ Demonstrate responsibility, use self-control and be self disciplined. 

¶ Demonstrate fairness, play by the rules and will not take advantage of others. 

¶ Demonstrate compassion and caring. 

¶ Demonstrate good citizenship by obeying laws and rules, respect authority, and cooperating with 

others. 

 

32. Grievance Procedure  

The purpose of this procedure is to provide a way for students to reach solutions to problems, large 

and small that may occur in school life.  It is the intent of this procedure to maintain good morale, and 

provide a simple, straight-forward method of problem solving. 

 

STEP I: Any student who feels they have a valid grievance may request a meeting within one week 

with their classroom/clinical instructor to discuss the problem.  The desire is that a satisfactory 

solution may be reached for the student at this level. 

 

STEP II: If the problem is not resolved in Step I, the student and/or instructor may request a conference 

with the Coordinator within one week. 

 

STEP III:  If the grievance is not resolved in Step II, the matter may be presented to the Director of Fred 

Eberle Technical Center, in writing, within one week. 

 

STEP IV: If not resolved in Step III, the grievance may be presented to the Administrative Council of 

Fred Eberle Technical Center in writing within one week. 

 

STEP V:     Students wishing to bring their concerns or complaints to the attention of the Commission on 

Occupational Education may do so in writing.  The contact information is: 

                   
                  Council on Occupational Education, 7840 Roswell Road, Building 300, Suite 325, Atlanta, GA 30350 

                  Telephone (Toll-Free): 800-917-2081 

                  www.council.org 

33. Student Records 

 

Information from records, files, and data directly related to a student will not be disclosed to 

individuals or agencies outside the Center without the consent of the student in writing, except pursuant to 

lawful subpoena or court order, or except in the case of specifically designated educational and 

governmental officials as required by Public Law 93-380 (Educational Amendments of 1974). Information 

contained in such records may be shared within the Center.  Records originating at another institution will 

be subject to these policies. 

 Students can request release of records, including but not limited to final transcripts, grade 

reports, medical screenings, and vaccination records by contacting the Practical Nursing 

Department.  
 

34. Acceptable Use Policy for Social Media 

 

It is important to recognize that instances of inappropriate use of social media can and do occur, but with 

awareness and caution, students can avoid inadvertently disclosing confidential or private information about 

patients.  

http://www.council.org/
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The following guidelines are intended to minimize the risks of using social media: 

¶ First and foremost, students must recognize that they have an ethical and legal obligation to 

maintain patient privacy and confidentiality at all times.  

¶ Students are strictly prohibited from transmitting by way of any electronic media any patient-related 

image. In addition, students are restricted from transmitting any information that may be reasonably 

anticipated to violate patient rights to confidentiality or privacy, or otherwise degrade or embarrass 

the patient.  

¶ Do not share, post or otherwise disseminate any information, including images, about a patient or 

information gained in the nurse-patient relationship with anyone unless there is a patient care related 

need to disclose the information or other legal obligation to do so.  

¶ Do not identify patients by name or post or publish information that may lead to the identification of 

a patient. Limiting access to postings through privacy settings is not sufficient to ensure privacy.  

¶ Do not refer to patients in a disparaging manner, even if the patient is not identified. 

¶ Do not take photos or videos of patients on personal devices, including cell phones. Follow 

employer policies for taking photographs or video of patients for treatment or other legitimate 

purposes using employer-provided devices.  

¶ Maintain professional boundaries in the use of electronic media. Like in-person relationships, the 

nurse has the obligation to establish, communicate and enforce professional boundaries with patients 

in the online environment. Use caution when having online social contact with patients or former 

patients. Online contact with patients or former patients blurs the distinction between a professional 

and personal relationship. The fact that a patient may initiate contact with the nurse does not permit 

the nurse to engage in a personal relationship with the patient.  

¶ Consult facility policies for guidance regarding clinical related postings. 

¶ Promptly report any identified breach of confidentiality or privacy. 

¶ Be aware of and comply with facility policies regarding use of facility-owned computers, cameras 

and other electronic devices and use of personal devices in the work place. 

¶ Do not make disparaging remarks about the school, program, instructors, fellow students or clinical 

facilities. Do not make threatening, harassing, profane, obscene, sexually explicit, racially 

derogatory, homophobic or other offensive comments.  

¶ Do not post content or otherwise speak on behalf of the facility unless authorized to do so and 

follow all applicable policies of the clinical facility.  

 

 

 

 

 

 

 

 

 

 

 

 

 



HB 21 

35. Acceptable Use Policy for the FETC Network, Computers, and the Internet 

As a computer user I agree to follow the rules in all my work with computers while attending Fred Eberle 

Technical Center. The student agrees to take responsibility for their behavior regarding use of the Fred 

Eberle Technical Center Network, Computers, and the Internet. The sponsoring teacher agrees to instruct the 

student on acceptable use of and the proper etiquette on the Fred Eberle Technical Center Network, 

Computers, and the Internet. 

 

 

I.  I recognize that all computer users have the same rights to use the equipment, therefore, 

¶ I will not play games or use the computer resources for non-academic activities when others require 

the system for academic purposes; 

¶ I will not waste or take supplies such as paper, printer ribbons or cartridges, and diskettes that are 

provided by the school. 

¶ I will avoid excessive use of network hard disk space by removing any file that has not been used 

within one month. 

 

II.   I recognize that software is protected by copyright laws; therefore, 

¶ I will not make unauthorized copies of software found on school computers by copying them onto 

my own diskettes or on to other computers through electronic mail or bulletin boards; 

¶ I will not give, lend, or sell copies of software to others unless I have the written permission of the 

copyright owner or the original software is clearly identified as shareware or in the public domain. 

 

III.   I recognize that the work of all users is valuable; therefore, 

¶ I will protect the privacy of othersô areas by not trying to learn their password; 

¶ I will not copy, change, read, or use files in another userôs area without that userôs permission; 

¶ I will not attempt to gain unauthorized access to system programs or computer equipment; 

¶ I will not create or introduce any virus which may destroy files or disrupt service to other users; 

¶ I will not download information onto the hard drives of any computer. 

 

IV.   I recognize that the computer network is to be used as an educational tool to support the mission of the 

Fred Eberle Technical Center; 

¶ I will not transmit any materials in violation of any U.S. or state regulation, including but not 

limited to, copyrighted material, threatening or obscene material, or material protected by trade 

secret; 

¶ I will not use computer systems to disturb or harass other computer users by sending unwanted mail 

or by other means; 

¶ I will not use the network for commercial activities, product advertisement, or political lobbying. 

 

V. Use of computer networks is a privilege, not a right. Violations of the rules described above will be dealt 

with seriously. Violators will lose computer privileges. 
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FRED EBERLE TECHNICAL CENTER  

 
USER AGREEMENT  

 
As a user of the Fred Eberle Technical Center computer network, I hereby agree to comply with the 

rules stated in the Acceptable Use Policy--communicating over the network in a reliable fashion while 

honoring all relevant laws and restrictions. 

 

________________________________  

Student Name     

 

_________________________________________________ 

Student Signature 

 

Date ________________________  Program _________ 

 

County __________________________________________ 
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    FRED EBERLE TECHNICAL CENTER  

 
Student Acknowledgement of Syllabus and Policies 

 
Initial all and sign below: 

 

______ I have read, understand, and have been given the opportunity to ask questions regarding the 

program. 

 

______ I understand the grading criteria and scale used for calculating my grade in the program, and I 

have been given the opportunity to ask questions concerning how I will be evaluated in the program. 

 

______ I have received a copy of and have read and understand the Fred W. Eberle School of Practical 

Nursing student handbook. 

 

______ I understand that it is my responsibility to utilize all of the books, tutorials and online resources 

available, as designated by Fred W. Eberle School of Practical Nursing. 

 

 

 

 

 

 

Student signature: ________________________________________ 

 

 

Student printed Name: ________________________________________ Date: _______________ 

 

 



 

2021 

 

 

Program 

 

 

Calendar 
 

 

 

 

 

 

 

 

 

 

 

SUBJECT TO CHANGE 

 



 

 

 



 

 

 



 



 

 
 



 

 

 



 

 
 



 

 
 



 

 

 



 

 

 



 

 



 

 



 

 



 

 

 

 

 

 

 

 

 

 

THEORY  

 

 

STUDENT 

 

 

EVALUATIONS  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï Fundamentals 
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course. 

 

2.   Course content relevant to preparation for practice as a LPN 

 

1. Course objectives and requirements clearly stated. 

 

4.    A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

       clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

      understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8.   Tests covered the material presented. 

 

9.    Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11.   Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï Anatomy & Physiology 
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course.  

 

2. Course content relevant to preparation for practice as a LPN 

 

3. Course objectives and requirements clearly stated. 

 

4. A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

        clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

        understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8. Tests covered the material presented. 

 

9. Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11. Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï PVR I 
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course. 

 

2.   Course content relevant to preparation for practice as a LPN 

 

3. Course objectives and requirements clearly stated. 

 

4.    A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

       clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

      understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8.   Tests covered the material presented. 

 

9.    Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11.   Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï Nutrition  
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course. 

 

2.   Course content relevant to preparation for practice as a LPN 

 

3. Course objectives and requirements clearly stated. 

 

4.    A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

       clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

      understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8.   Tests covered the material presented. 

 

9.    Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11.   Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï Geriatrics 
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course. 

 

2.   Course content relevant to preparation for practice as a LPN 

 

3. Course objectives and requirements clearly stated. 

 

4.    A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

       clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

      understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8.   Tests covered the material presented. 

 

9.    Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11.   Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï Mental Health 
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course. 

 

2.   Course content relevant to preparation for practice as a LPN 

 

3. Course objectives and requirements clearly stated. 

 

4.    A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

       clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

      understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8.   Tests covered the material presented. 

 

9.    Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11.   Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï Pharmacology 
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course. 

 

2.   Course content relevant to preparation for practice as a LPN 

 

3. Course objectives and requirements clearly stated. 

 

4.    A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

       clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

      understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8.   Tests covered the material presented. 

 

9.    Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11.   Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï Med/Surg 
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course. 

 

2.   Course content relevant to preparation for practice as a LPN 

 

3. Course objectives and requirements clearly stated. 

 

4.    A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

       clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

      understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8.   Tests covered the material presented. 

 

9.    Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11.   Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï Pediatrics 
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course. 

 

2.   Course content relevant to preparation for practice as a LPN 

 

3. Course objectives and requirements clearly stated. 

 

4.    A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

       clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

      understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8.   Tests covered the material presented. 

 

9.    Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11.   Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï Maternal/Child  
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course. 

 

2.   Course content relevant to preparation for practice as a LPN 

 

3. Course objectives and requirements clearly stated. 

 

4.    A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

       clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

      understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8.   Tests covered the material presented. 

 

9.    Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11.   Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Course Evaluation ï PVR II  
         Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

COURSE:       RATING  COMMENTS  

 

1. Text understandable and sufficient for the course. 

 

2.   Course content relevant to preparation for practice as a LPN 

 

3. Course objectives and requirements clearly stated. 

 

4.    A variety of teaching methods enhanced learning. 

 

5.  Sufficient opportunity was given for discussion and 

       clarification of information 

 

6. Supplementary materials (handouts, videos, etc.) aided in 

      understanding of the material. 

 

7. Assignments enhanced learning of material being presented. 

 

8.   Tests covered the material presented. 

 

9.    Opportunity for self-learning and critical thinking provided. 

 

10. Classroom environment was conducive to learning. 

 

11.   Grading system was appropriate. 

 

What content or materials do you feel enhanced learning or provided a positive experience? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

What content or materials (if any) do you feel could be eliminated and appropriate learning 

still maintained? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

 

 

CLINICAL  
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Fred Eberle School of Practical Nursing 

Clinical Evaluation ï Fundamentals 
          Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

Curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

CLINICAL:       RATING  COMMENTS  
 

1. Clinical objectives and requirements clearly 

stated. 

   

2. Clinical experience correlates to theory being 

taught. 

  

3. Facility policy manuals accessible to students.   

4. Facility staff positive and cooperative.   

5. Sufficient area provided for pre and post 

conferences. 

  

6. Census adequate to provide learning 

experiences required to meet clinical 

objectives. 

  

7. Supplies and equipment adequate for learning.   

8. Assignments were appropriate for studentôs 

current level of competency. 

  

9. Assignments explained adequately during pre 

conference. 

  

10. Instructor readily available for assistance, to 

answer questions, or to give positive 

encouragement. 

  

11. Experiences provided to enhance learning in 

week areas 

  

12. Instructor sets a positive example for 

professionalism. 

  

13. Post conference provided an opportunity for 

clarification of questions, and to relate theory 

to clinical practice. 

  

 

How did this clinical experience enhance your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

How did this clinical experience hinder your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Clinical Evaluation ï Geriatrics 
          Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

Curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

CLINICAL:       RATING  COMMENTS  
 

1. Clinical objectives and requirements clearly 

stated. 

   

2. Clinical experience correlates to theory being 

taught. 

  

3. Facility policy manuals accessible to students.   

4. Facility staff positive and cooperative.   

5. Sufficient area provided for pre and post 

conferences. 

  

6. Census adequate to provide learning 

experiences required to meet clinical 

objectives. 

  

7. Supplies and equipment adequate for learning.   

8. Assignments were appropriate for studentôs 
current level of competency. 

  

9. Assignments explained adequately during pre 

conference. 

  

10. Instructor readily available for assistance, to 

answer questions, or to give positive 

encouragement. 

  

11. Experiences provided to enhance learning in 

week areas 

  

12. Instructor sets a positive example for 

professionalism. 

  

13. Post conference provided an opportunity for 

clarification of questions, and to relate theory 

to clinical practice. 

  

 

How did this clinical experience enhance your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

How did this clinical experience hinder your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Clinical Evaluation ï Mental Health 
          Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

Curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

CLINICAL:       RATING  COMMENTS  
 

1. Clinical objectives and requirements clearly 

stated. 

   

2. Clinical experience correlates to theory being 

taught. 

  

3. Facility policy manuals accessible to students.   

4. Facility staff positive and cooperative.   

5. Sufficient area provided for pre and post 

conferences. 

  

6. Census adequate to provide learning 

experiences required to meet clinical 

objectives. 

  

7. Supplies and equipment adequate for learning.   

8. Assignments were appropriate for studentôs 
current level of competency. 

  

9. Assignments explained adequately during pre 

conference. 

  

10. Instructor readily available for assistance, to 

answer questions, or to give positive 

encouragement. 

  

11. Experiences provided to enhance learning in 

week areas 

  

12. Instructor sets a positive example for 

professionalism. 

  

13. Post conference provided an opportunity for 

clarification of questions, and to relate theory 

to clinical practice. 

  

 

How did this clinical experience enhance your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

How did this clinical experience hinder your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Clinical Evaluation ï Med/Surg I 
          Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

Curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

CLINICAL:       RATING  COMMENTS 
 

1. Clinical objectives and requirements clearly 

stated. 

   

2. Clinical experience correlates to theory being 

taught. 

  

3. Facility policy manuals accessible to students.   

4. Facility staff positive and cooperative.   

5. Sufficient area provided for pre and post 

conferences. 

  

6. Census adequate to provide learning 

experiences required to meet clinical 

objectives. 

  

7. Supplies and equipment adequate for learning.   

8. Assignments were appropriate for studentôs 
current level of competency. 

  

9. Assignments explained adequately during pre 

conference. 

  

10. Instructor readily available for assistance, to 

answer questions, or to give positive 

encouragement. 

  

11. Experiences provided to enhance learning in 

week areas 

  

12. Instructor sets a positive example for 

professionalism. 

  

13. Post conference provided an opportunity for 

clarification of questions, and to relate theory 

to clinical practice. 

  

 

How did this clinical experience enhance your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

How did this clinical experience hinder your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Clinical Evaluation ï Med/Surg II 
          Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

Curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

CLINICAL:       RATING  COMMENTS  
 

1. Clinical objectives and requirements clearly 

stated. 

   

2. Clinical experience correlates to theory being 

taught. 

  

3. Facility policy manuals accessible to students.   

4. Facility staff positive and cooperative.   

5. Sufficient area provided for pre and post 

conferences. 

  

6. Census adequate to provide learning 

experiences required to meet clinical 

objectives. 

  

7. Supplies and equipment adequate for learning.   

8. Assignments were appropriate for studentôs 
current level of competency. 

  

9. Assignments explained adequately during pre 

conference. 

  

10. Instructor readily available for assistance, to 

answer questions, or to give positive 

encouragement. 

  

11. Experiences provided to enhance learning in 

week areas 

  

12. Instructor sets a positive example for 

professionalism. 

  

13. Post conference provided an opportunity for 

clarification of questions, and to relate theory 

to clinical practice. 

  

 

How did this clinical experience enhance your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

How did this clinical experience hinder your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Clinical Evaluation ï Med/Surg III  
          Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

Curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

CLINICAL:       RATING  COMMENTS  
 

1. Clinical objectives and requirements clearly 

stated. 

   

2. Clinical experience correlates to theory being 

taught. 

  

3. Facility policy manuals accessible to students.   

4. Facility staff positive and cooperative.   

5. Sufficient area provided for pre and post 

conferences. 

  

6. Census adequate to provide learning 

experiences required to meet clinical 

objectives. 

  

7. Supplies and equipment adequate for learning.   

8. Assignments were appropriate for studentôs 
current level of competency. 

  

9. Assignments explained adequately during pre 

conference. 

  

10. Instructor readily available for assistance, to 

answer questions, or to give positive 

encouragement. 

  

11. Experiences provided to enhance learning in 

week areas 

  

12. Instructor sets a positive example for 

professionalism. 

  

13. Post conference provided an opportunity for 

clarification of questions, and to relate theory 

to clinical practice. 

  

 

How did this clinical experience enhance your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

How did this clinical experience hinder your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

Fred Eberle School of Practical Nursing 

Clinical Evaluation ï Leadership 
          Rating Key 

The purpose of this evaluation is to improve course construction and   4 ï Always 

Curriculum.  Please read and answer the following questions honestly.   3 ï Usually    

Please note: If evaluation indicates change or improvement is needed,      2ï Sometimes  

please comment.        1ï Rarely 

          0ï Never  
  

CLINICAL:       RATING  COMMENTS  
 

1. Clinical objectives and requirements clearly 

stated. 

   

2. Clinical experience correlates to theory being 

taught. 

  

3. Facility policy manuals accessible to students.   

4. Facility staff positive and cooperative.   

5. Sufficient area provided for pre and post 

conferences. 

  

6. Census adequate to provide learning 

experiences required to meet clinical 

objectives. 

  

7. Supplies and equipment adequate for learning.   

8. Assignments were appropriate for studentôs 
current level of competency. 

  

9. Assignments explained adequately during pre 

conference. 

  

10. Instructor readily available for assistance, to 

answer questions, or to give positive 

encouragement. 

  

11. Experiences provided to enhance learning in 

week areas 

  

12. Instructor sets a positive example for 

professionalism. 

  

13. Post conference provided an opportunity for 

clarification of questions, and to relate theory 

to clinical practice. 

  

 

How did this clinical experience enhance your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
 

How did this clinical experience hinder your learning? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
Reviewed 10/11 



 

 

 

 
 
 
 
 
 

 

Fred W. Eberle Technical Center 

School of Practical Nursing 

Clinical Objectives 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 



 

 

GENERAL INSTRUCTIONS  

 

The clinical objectives will be used throughout the year to evaluate and keep track of 

your clinical progress.  It is your responsibility to maintain this record.  You are to take your 

clinical notebook with you to each clinical experience.  You are to refer to your clinical objectives 

prior to your clinical day, and at the end of the day, you are to record the date and your initials for 

the objectives met for that day.  Periodically, your instructor will co-sign these objectives.  It is 

your responsibility to assure that these have been signed off by the instructor who observed you 

during the experience.  If the experience involves an area in which an instructor was not present, 

such as a community experience, then a staff member of that facility should co-sign your objectives 

for that day.  Any paperwork required should be kept in the clinical notebook, as well as any 

assistive handouts, such as abbreviations, charting tips, etc.   

 

In order to graduate from this program, you must have satisfactorily met these clinical objectives.  

Because we are limited in our clinical experiences, some of these may not be available to all 

students.  The majority of required objectives, however, will be available.   

 

The Fundamentals Lab Objectives will be performed and checked of in the lab.  These skills will 

not be performed in the hospital until they have been satisfactorily performed in the lab.  This will 

be done as a skills test, under the observation of an instructor and will count as part of your grade 

in Fundamentals.   

 

It is your responsibility to assure that objectives are met, so if you find that you need a particular 

experience, please bring it to the attention of your instructor as soon as possible so that the 

assignment can be arranged for you.  Do not wait until the end of the rotation to do this, as you may 

not have ample opportunity to obtain a particular assignment that is needed to meet objectives, and 

therefore to graduate from the program. 

 

The objectives specify minimal expected competency, so the instructor may deem that you need 

additional experience in an area even though you may have demonstrated minimal or basic level 

competency.  In other words, your instructor reserves the right to determine that you need 

additional experience in any given area before you are determined safe to practice.  This will be 

discussed with you on an individual basis.  Once you have met an objective, you will be 

expected to demonstrate continued competency of that objective throughout the year.  

Successful completion of clinical objectives should prepare you for entry level practice as a 

graduate practical nurse. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

FUNDAMENTAL CLINICALS  

Patient Care Information 

 

Upon arrival to the unit, you will receive report on your assigned patient(s).  After receiving report, 

you need to go to your first patientôs room and introduce yourself, and tell them what you will be 

doing for the day.  This visit should be fairly brief.  While you are doing this, you should be doing 

a general assessment of the patient and their surroundings.  Assist patient with any immediate 

needs or problems and then go to your next patient and again, assure that there is nothing pressing 

that needs to be done immediately.   After you have seen your patients, take a few minutes and 

decide how to proceed with your morning care.  Gather your equipment.  Look at how the bed is 

made, and gather the appropriate linens to replace in the same manner as you found it.  If you have 

a patient that can assist with hygiene, and one that requires complete care, set up the patient 

requiring assistance, with water and supplies for bathing.  Then go to your complete patient and get 

your supplies and equipment ready for their bath.  Move back and forth between the two.  Donôt 

stand and waste time waiting for a patient to bathe, but donôt leave them too long either.  Use your 

time wisely.   

 

While you are performing care on your patients, you should use this time to observe them from 

head to toe.  Note any abnormalities and report these to your instructor. While you are performing 

care, you should also be using good body mechanics and safety measures.  This means, raise the 

bed and lower the siderails, only while you are at the bedside.  If you walk away for any reason, 

you must raise siderails and lower the bed.  Do not leave the room with the bed in the raised 

position!!  Do not try to bathe and care for patients with the bed in the low position.  Your back 

will be sorry if you do. 

 

After you are finished, before leaving the room, put all supplies away.  Remove all unused and 

dirty linen.   Straighten up the room and wipe off bedside and overbed tables.  Assure the patient is 

positioned comfortably.  If they are allowed to get up, get them up.  Make sure that the call bell is 

within patientôs reach.  Make sure they have fresh ice water in their pitcher and clean cups and 

straws. 

 

Throughout the day, frequently check patients.  Make sure, if they are incontinent, that you check 

them at least every hour.  Turn patients at least every two hours, who are on bedrest.  Document 

your care.  Remember, if it has not been documented, it has not been done. 

 

If you finish early, answer call lights, talk with your patients, or find your instructor and see if there 

is anything else to be done.  There will be no breaks other than lunch break, so we donôt want to 

see you sitting.  Do not help other students unless you have been told to do so.  Do not stand 

around doing nothing.  There is too much to be done.  Do not go to the staff with questions, unless 

it is an emergency.  Go to your instructor.   

 

Be prepared to report your activities in post-conference.  Sign off your clinical objectives if you 

have time.  Do no leave the unit without reporting off to your staff nurse!  

 

 

 

 

 

 



 

 

Attendance- See student handbook 

The student may not miss more than 3 days of clinical.  The only exception will be death in the 

studentôs immediate family (parents, grandparents, children, spouse or siblings) or illness or injury 

requiring the studentôs hospitalization.  In the event of a death the student may not miss more than 3 

days total; for hospitalization, no more than 5 days total. 

In the case you must miss clinical for illness or emergency, the instructor must be notified no later 

than 1 hour prior to the scheduled time. 

 

Dress Code- see student handbook  

 

Clinical Performance- See student handbook  

 

Grounds for Immediate Dismissal- see student handbook  

 

Hospital Specific Info- smoking, codes, phone system 

 

Hospital Conduct- Conduct yourself in a professional manner.  Introduce yourself.  Use Mr. & Ms. No 

nicknames unless careplanned. 

 

Be respectful of patients and watch what you say in their presence 

    * Confidentiality (donôt talk about other pts or students) 

    * No personal complaints 

    * Watch facial expressions 

If you are not sure of something, ask. We may not know the answer but weôll find out. 

As instructors we will try not to point out/correct any imperfections of a skill unless they are potentially 

harmful to a pt or student (a tap on the shoulder and discussion in the hall may be appropriate.) 

You will not be expected to perform skills you have not been checked off on in lab. We do not want you 

doing anything you have not been checked off on in clinical without our presence. You are practicing under 

our license. 

We stay as a group if you need to go somewhere off the unit we need to know.   

We stay together. 

We donôt want to see a group of students standing in clusters in the hall.  It makes us look bored and useless.  

There is always something to do. Ask! 

We can not hog charts.  If hospital personnel (especially physicians) ask for a chart, give  it to them, we can 

look at it later. Do not remove them from the immediate area. 

General Info-           

* Expect that the first time you do something you will be nervous.  It gets better the more you practice.  Get 

back on the horse. 

* Come prepared with your head in the game.  If you are distracted someone could get hurt. 

* If you have a problem with your instructor or a fellow student please come to the instructor and/or use the 

chain of command. We need to be able to work together and itôs best to discuss an issue in an appropriate 

setting than to let it fester until it is a real problem.  

* We want each and every one of you to succeed and we will do what we can to make that happen. 

* Letôs be safe and have fun.
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Fundamentals Lab Objectives               Date Initials  

Perform Hand washing   

 

  

Set up a sterile field, open sterile pack, open sterile dressing, and with 

transfer forceps, transfer to a sterile field. 

 

  

Don and remove sterile gloves. 

 

  

Pour sterile solution into sterile container, on a sterile field. 

 

  

Demonstrate principles of proper body mechanics, including how to stand, 

push, pull, and lift heavy objects, without twisting or pulling the body. 

 

  

Complete a sample Incident Report. 

 

  

Apply wrist and chest restraints and abdominal binder. 

 

  

Apply ace bandage and kling, performing the various wrap techniques, 

including circular, spiral, spiral-reverse, figure of eight, spica and recurrent 

turn.  

 

  

Offer a bedpan. 

 

  

Shave a volunteer classmate. 

 

  

Perform mouth care. 

 

  

Perform a complete bed bath. 

 

  

Perform Passive Range of Motion. 

 

  

Deliver a 1-2-minute backrub. 

 

  

Make an occupied bed. 

 

  

Take and record an oral temperature, using glass, tympanic and electronic 

thermometers. 

 

  

Obtain and record pulse, (radial and apical) respirations and blood 

pressure. 

 

  

Insert a urinary catheter, using the catheter simulator. 

 

  

Using the CPR manikin, perform CPR 

 

  

 

 

 



 

 

Fundamentals Clinical Objectives                 Date       Initials 

Orientation: Tour the facility, becoming familiar with patient rooms, clean 

and dirty utility rooms, nursesô station, supply cart and charge system, and 

other areas pertinent to patient care. 

 

  

Become familiar with fire and evacuation policies, locate fire extinguishers 

and review the protocol for RACE. 

 

  

Patient Care: When performing patient care, utilize basic principles of 

Universal precautions, as well as safety precautions. 

 

  

Perform basic hygienic care on assigned patient(s), including:   

 Proper hand washing at appropriate times throughout care.   

 Offer bedpan or other toileting option.   

 Give mouth care or assist patients who are able to perform their 

own. 

  

 Give complete bed bath. (Proper sequence, place hands and feet in 

 water) 

  

 During bath, perform active or passive range of motion, and give 

 back rub. 

  

 Assist patient to chair or to ambulate, as ordered.  If unable to get 

up,  make occupied bed.  If  able to get up, make unoccupied bed. 

  

 Straighten patient area and obtain fresh ice water, clean cups and 

 straws. 

  

 Document patient care and report any abnormalities to instructor.   

 Report to staff nurse, all pertinent information, at the end of the 

shift. 

  

 Use proper body mechanics and utilize all safety precautions during 

 care 

 

  

Assist assigned patient with partial bath or shower, if condition warrants.  

 

  

Shave male patients, using electric or safety razor. 

 

  

Transport assigned patients to X-Ray, Lab, or other area, using wheelchair 

or stretcher, as appropriate to patientôs condition. 

 

  

Nutrition : Meet nutritional needs of assigned patient(s) by serving and 

preparing meal tray, and assisting with or feeding the patient, if they are 

unable to do so. 

  

Identify regular, clear liquid or full liquid diet.  Assure patient receives 

ordered diet. 

  

Calculate and record I & O, and percentage of meal eaten. 

 

  

Explain and/or carry out the orders, ñForce Fluidsò or ñLimit Fluids.ò 

 

  

 

 



 

 

Fundamentals Clinical Objectives (Page 2)        Date      Initials 

Positioning and mobility:   
Utilize proper body mechanics when performing care. 

   

Position patient properly. (Ex: side-lying, supine, semi-fowlerôs or fowlers 

 

  

Transfer patient from bed to chair or from bed to stretcher. 

 

  

Assist patient to ambulate, using assistive devices. (walker, crutches, etc.) 

 

  

Document activity and patientôs response. 

 

  

Vital Signs:   

Take blood pressure, obtaining reading within + or ï 4, 

systolic and diastolic. 

  

Take oral or rectal temperature with electronic thermometer. 

 

  

Take tympanic temperature. 

 

  

Take pulse and respirations together, without patientôs awareness of 

respirations 

  

Report any abnormal findings to instructor. 

 

  

Document vital signs on graphic sheets and other appropriate forms. 

 

  

Assessment and Evaluation:   
Gather data by acquisition of health history, utilizing proper interview 

procedure, after the formulation of therapeutic nurse-patient relationship. 

  

Perform head-to-toe assessment of patient, with assistance of instructor.  

Utilize techniques of inspection, use of senses, (smell, touch, etc.) palpation 

and auscultation where appropriate. 

  

Identify patient problems, using standard nursing diagnosis format.  

Document according to facility policy. 

 

  

Pain:   

Using assessment techniques, determine pain level of assigned patient, 

using the 1-10 scale, and noting quality, location, duration, and what 

relieves it. 

  

Instruct patient in relaxation techniques, to decrease severity of discomfort, 

and document effectiveness of these actions. 

  

Determine additional appropriate nursing measures for pain relief. (Dr.ôs 

orders) 

  

 

 

 



 

 

Fundamentals Clinical Objectives (Page 3)     Date       Initials 

Tissue Healing: Recognize a decubitus ulcer, documenting appearance and 

determining classification.  Perform appropriate decubitus care. 

 

  

Apply heel or elbow protectors. 

 

  

Perform a sterile dressing change.  

 

  

Perform an irrigation. (wound, vaginal, ear or eye) 

 

  

Care for a patient with a wound drain, performing proper documentation of 

wound drainage. 

  

Pack a wound, using sterile technique. 

 

  

Apply a wet-to-dry dressing.  State the purpose for doing so. 

 

  

Perform warm and cold applications. 

 

  

Apply an aqua-K pad.  Monitor patient for therapeutic response. 

 

  

Measure for and apply anti-embolism stockings. 

 

  

Apply an ace bandage or kling wrap, performing proper wrap technique, as 

learned. (Circular, spiral, spiral-reverse, figure-of-eight, spica, etc.) 

  

Care for a patient with a cast, implementing all principles of care, including 

assessment of neurovascular status, care of a wet cast, and observation and 

documentation of any drainage. 

  

Care for a patient in traction observing basic principles. (Ex: Assure proper 

body alignment, weights hanging free, etc.) 

  

Apply abdominal binder 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Fundamentals Clinical Objectives (Page 4)     Date       Initials 

Gastrointestinal Functioning:   

Insert a nasogastric tube 

 

  

Administer a gastric gavage feeding. 

 

  

Care for a patient who is receiving continuous gastric feeding.  Change 

feeding tube, hang feeding solution, and assure proper functioning of pump. 

  

Care for a patient with an NG tube to gastric suction.  Observe and 

document secretions, (characteristics and amount) and assure proper tube 

placement. 

  

Remove a nasogastric tube. 

 

  

Monitor pattern of bowel elimination in assigned patient.  Identify and 

report abnormal patterns. 

  

Administer an enema (soapsuds, tap water, retention, or specialty) and 

document appropriately. 

  

Perform colostomy irrigation, using saline or tap water, as ordered.  

Document procedure and results.  Note condition of stoma. 

  

Change an ostomy appliance, providing appropriate skin care around stoma. 

 

  

Teach a patient regarding ostomy care.  Include skin care, care of appliance, 

irrigation procedure, if indicated, and abnormalities to report. 

  

Urinary Elimination:    

Monitor assigned patient for urinary elimination.  Identify and report any 

abnormal patterns. 

  

Insert an indwelling urinary catheter, maintaining sterile technique.  

Document procedure.  Report any abnormalities. 

  

Obtain a sterile urine specimen by straight catheterization.  Document 

procedure, including deposition of specimen. 

  

Obtain a sterile urine specimen from the port of an indwelling catheter. 

 

  

Remove an indwelling catheter by withdrawal of fluid using a syringe. 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Fundamentals Clinical Objectives (Page 5)                Date       Initials 

 

Urinary Elimination ( Cont.) 

 

  

Perform intermittent irrigation of a urinary catheter, using sterile technique. 

 

  

Care for a patient with a continuous bladder irrigation, recording intake and 

output of both, irrigant and urine. 

  

Care for a patient with a urinary diversion.   

 

  

Respiratory Care:  

 

  

Care for a patient who is receiving oxygen, (nasal cannula, mask, non-

rebreather, etc) and explain basic principles related to oxygen therapy. 

  

Care for a patient with a tracheostomy, performing trach care, including 

suctioning and cleansing of the tracheostomy tube. 

  

Obtain a sputum specimen, using a sterile sputum contain, including 

labeling, proper disposition, and documentation of such. 

  

Perform oropharyngeal and/or nasotracheal suctioning utilizing basic 

principles to prevent oxygen deprivation. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Geriatrics Clinical Objectives                  Date        Initials 

Tour the facility, becoming familiar with residentôs rooms, dining room, 

activity areas, etc 

  

Become familiar with fire and evacuation policies, locate fire extinguishers 

and exits. 

  

Become familiar with all documentation routines, including nursesô notes, 

graphic sheets, etc. 

  

Receive report on assigned residents and identify them. 

 

  

Perform basic hygienic care, appropriately modified to meet the special 

needs of residents, such as care of dry, fragile skin, brittle nails and dentures. 

  

Give a tub bath or whirlpool. 

 

  

Assist with or give shower, using shower chair. 

 

  

Perform the following nursing procedures with regard to special needs of the 

elderly: 

  

 Catheter care and change 

 

  

 Decubitus care 

 

  

 Proper use of restraints, including gerichair 

 

  

 Active and passive range of motion 

 

  

 Turning and positioning of resident 

 

  

 Assistance with ambulation using cane or walker 

 

  

Assist resident with care of hearing aid or glasses 

 

  

Apply principles of safety and proper body mechanics when:   

 Transferring resident into or out of bed or wheelchair 

 

  

 Transporting resident to and from dining room, activities, etc. 

 

  

 Transferring residents using Hoyer lift 

 

  

Evaluate a residentôs food intake for one meal and document according to 

agency policy. 

  

Participate in and/or plan at least one diversional activity, individually or as 

a group. 

  

 

 

 

 

 

 



 

 

 

Geriatrics Clinical Objectives (Page 2)      Date         Initial 

 

Document at least one total body assessment, identifying resident problems, 

stated in standard nursing diagnosis format.  Report any pertinent 

observations to instructor. 

  

Effectively communicate with, verbally and non-verbally with assigned 

residents. 

 

  

Communicate with family members concerning the care of their relative and 

determine adjustment problems on the part of both resident and family 

member. (Such as guilt, depression, etc.) 

  

Recognize covert signs of anxiety and hopelessness such as:  crying, 

withdrawn behavior, aggressiveness, and constant demand for attention. 

  

Read and review assigned residentôs Minimum Data Set (MDS).  If possible, 

accompany staff nurse who is to complete this form. 

  

Explain in post conference how specific needs of assigned residents were 

met.  

 

  

Make suggestions for modification of care plan based on residentsô response 

to care and treatments. 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Home Health Clinical Objectives                

 

As part of the community health experience, the student will spend at least one day at a community 

Home Health Agency.  The purpose of this assignment is to expose the student to community 

health resources, as well as to teach them the skills of adaptation of training for care in the home. 

LPNôs are employed in this area, and it is important that students receive this kind of experience.   

 

During this clinical assignment, the student will:                                                 Date        Initials  

Arrive at the Agency at instructed time, and receive assignment. Student 

will accompany a staff nurse during a normal working day. 

  

Under direction of staff nurse, observe and assist in history and 

assessment of assigned clients. 

  

Assess the physical surroundings of the patient at home, and determine 

actual or potential problems related to his or her diagnosis. 

  

Perform, under supervision, skills (which have been checked off in lab 

or clinical area), such as vital signs, simple dressing changes, and ROM 

exercises. 

  

Observe, participate in, and note the importance of, patient and family 

teaching in the home health setting. 

  

Observe the relationship between the patient and nurse, and determine 

how this program is fulfilling the needs of the patient. 

  

Determine what, if any, improvisation or innovation was utilized in the 

home to meet the needs of the patient, which would not have been 

necessary in a hospital setting. 

  

Write a one-page paper (a daily journal) which includes the above 

objectives, as well as number of patients visited, their diagnoses, and any 

nursing care performed.  Have the nurse you accompanied sign this 

objectives sheet. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Name ______________________    Nurse ___________________________ 

 



 

 

Senior Companion Program  

 

As part of the geriatric clinical rotation, the student will spend one day visiting clients with a Senior 

Companion. The Senior Companion is employed by Aging Services, Inc., and they provide 

assistance and companionship to the clients.   

 

During this experience, the student will:    Date          Initials 

 

Phone the Senior Companion at least one week prior to the 

visit, and arrange a time and place for meeting. 

  

Arrive in uniform, on time, with stethoscope and B/P Cuff.   

Introduce self, explain the purpose of visit, and proceed to 

interview client. 

  

Document vital signs, medications the client is taking, and 

note any physical, emotional, and/or mental abnormalities 

of client. 

  

Observe the relationship between the senior companion 

and the client, and determine how this program is fulfilling 

both of their needs. 

  

Document your activities for the day, including time 

started and ended.  Note physical descriptions of senior 

companion and client. 

  

Assess the psychosocial aspects of the situation.  Note any 

safety, or environmental abnormalities. 

  

Within one week of the senior companion visit, turn in a 

one-page written paper containing the above information.  

Be descriptive in your writing.   

  

 

 

This paper will count as a quiz grade.  Your paper will be due one week after your visit and 

as per policy, each day late will result in five points off your grade.  If the paper contains all 

of the above items, you will get an A. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Name ______________________    Nurse ___________________________ 

 

 



 

 

 

Mental Health Clinical Objectives                 

 

While at Sharpe Hospital, the student will:      Date       Initials 

Tour the facility, under the direction of a member of the Sharpe Hospital 

staff, becoming familiar with areas frequented by clients, such as the 

canteen, library, recreation hall, and assigned unit. 

 

  

Read and sign confidentiality policy as mandated by hospital policy.  

Maintain strict confidentiality concerning all clients and experiences 

throughout entire rotation. 

 

  

Receive assignment of client and begin process of establishment of 

therapeutic nurse-client relationship 

 

  

Encourage therapeutic communication between self and client. 

 

  

Recognize and report symptoms of increasing anxiety in assigned client. 

 

  

Identify symptoms related to clientôs diagnoses and relate these in post-

conference. 

 

  

Assist staff in maintaining the therapeutic milieu of assigned client. 

 

  

Attend one group therapy session with your client, if allowed, and 

observe the interaction between clients and group leader. 

 

  

Accompany client for assigned period, to whatever activities they will 

allow. Do not enter clientôs room. 

 

  

Gather data for research paper on assigned client.  Specific instructions 

will be provided during clinical rotation. 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

School Nurse Observation Experience 

 

As part of the Medical-Surgical experience, the student will spend one day with a county school 

nurse.   The purpose of this assignment is to expose the student to various experiences which 

provide care for the school age client.  This is to be an observational experience but students are 

expected to participate in simple fundamental skills as directed by staff in the school environment.  

THE STUDENT MAY NOT, UNDER ANY CIRCUMSTANCES, GIVE ANY 

MEDICATIONS WITHOUT AN INSTRUCTOR PRESENT.  During this clinical assignment, 

the student will: 

                                               

                                                                 

                         Date          Initials     

Arrive at the schools front office at 0800, Introduce self and obtain necessary 

instructions from the front office and the school nurse. 

  

Under direction of school nurse, receive orientation to clinic.  Present 

clinical objectives sheet for signature from school nurse. Maintain 

participant confidentiality. 

  

Note layout of school, medical clinic/office, supplies, equipment, etc. 

 

  

Perform, under supervision, skills which have been checked off in lab or 

clinical area, such as vital signs, height, weights, minor wound care, etc. 

  

Observe documentation system used. 

 

  

Observe medication administration for the school age student, note type of 

patient complaints and medication/treatment therapies provided to school 

age students. 

  

Observe and/or assist with the physical exam of a patient.  Note equipment 

used and the disposition and clean up of such. 

  

Observe the relationship between the school nurse and the school age 

student.  Note the level of response and trust between them. 

  

Observe and note any other procedures performed by school nurse.  

 

  

Write a one-page paper which includes the above objectives, as well as 

activities for the day.  Note any special circumstances observed and an 

opinion on the care of the school age patient and the duties of the school 

nurse.  Remember to maintain confidentiality by not using any names. 

  

 

 

 

 

___________________________________________________     ________________ 

School Nurse        Date 

 

 

 

 



 

 

Corrections Facility Experience 

 

As part of the Medical-Surgical experience, the student will spend one day at a corrections facility.   

The purpose of this assignment is to expose the student to various experiences which provide care 

for the corrections client.  This is to be an observational experience but students are expected to 

participate in simple fundamental skills as directed by staff in this facility.  THE STUDENT MAY 

NOT, UNDER ANY CIRCUMSTANCES, GIVE ANY MEDICATIONS WITHOUT AN 

INSTRUCTOR PRESENT. During this clinical assignment, the student will: 

                                               

                                                         Date       

Initials  

Arrive at the facility at 0800, Introduce self and obtain necessary instructions 

from medical staff and corrections officers. 

  

Under direction of staff nurse, receive orientation to facility.  Present clinical 

objectives sheet for signature from staff nurse. Maintain participant 

confidentiality. 

  

Note layout of facility, medical clinic, exam rooms, lab facilities, etc. 

 

  

Perform, under supervision, skills which have been checked off in lab or 

clinical area, such as vital signs, height, weights, etc. 

  

Observe documentation and filing system used. 

 

  

Observe medication pass, note type of patient conditions and 

medication/treatment therapies, and security provided to staff 

  

Observe and/or assist with the physical exam of a patient.  Note equipment 

used and the disposition and cleanup of such. 

  

Observe the relationship between the staff and client.  Note the level of 

response and trust between them. 

  

Observe and note lab procedures performed by clinic staff.  

 

  

Write a one-page paper which includes the above objectives, as well as 

activities for the day.  Note any special procedures observed and any set-ups 

specific to the type of patient.  Remember to maintain confidentiality by not 

using any names. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Leadership 

 

The last rotation is spent in a Geriatrics setting with the focus being on leadership skills.  During 

this rotation, we are attempting to make the student aware of what the actual work experience will 

be like, and so will offer only minimal assistance.  The student is to ask the instructor for 

assistance if needed.  The instructor will be present on the floor at all times but will not be in 

constant attendance.  This will give the student the opportunity to think independently and make 

the kinds of decisions they will have to make as a new graduate.   

                                               

During this clinical assignment, the student will:                                               Date       Initials 

Arrive at the facility in time for morning shift report.  Listen to report, 

writing vital information concerning each patient. 

 

  

Function as team leader and with assistance of instructor, make patient 

assignments for the other students.  Assign lunches and breaks, also. 

 

  

Make an initial assessment of the patients on the team at the start of the 

day. 

 

  

Administer all medications, except IV, on the assigned teams. 

 

  

Perform appropriate charting on all patients on your assigned team. 

 

  

Summarize the patientsô status as told by each individual student 

throughout the day, and report to the facility staff and team leader. 

 

  

Report off to the oncoming shift, using the Kardex. 

 

  

Perform all patient treatments on the assigned team. 

 

  

Spend a day with the Unit Secretary and assist with the interpretation 

and transcription of physicianôs orders. 

 

  

Monitor daily labwork, and report any abnormalities. 

 

  

 

 

Above all, remain professional.    
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Medical-Surgical Clinical Objectives 
General Guidelines for Medical-Surgical Clinical Rotations 

 

 

 
Report to the assigned unit at 7:30. Be prepared for clinical by being dressed in proper uniform and having 

supplies such as paper, black pens, textbooks, Taberôs dictionary, appropriate textbooks, scissors and 

stethoscope. 

 

Receive assignment and verbal report from instructor.  During report, write patientôs name, room number, 

diagnosis, and all assigned duties for the day. 

 

Review A & P of the system related to patientôs diagnosis.  Relate this to your assessment of assigned 

patient, and determine any abnormalities. 

 

Review diagnosis of assigned client in Medical Surgical text.  Use this information to assist you in 

determining patient problems.  Be familiar with any possible complications related to diagnosis and report S 

& S of such. 

 

Visit assigned patients briefly.  Introduce yourself and inform the patients that you will be caring for them 

for the day.  Determine any problems needing immediate intervention and attend to these. 

 

Perform assessments on assigned patients.  Document according to facility policy.  Report any abnormal 

findings to instructor.  

 

Plan and prioritize patient care for the day.  You are responsible for all of the care for your patients.  Staff is 

NOT to do your work for you.  Be prepared to change plan at any time throughout the day, depending on 

circumstances. 

 

Review patientôs chart and obtain information for data sheet.  You will complete one per week, as assigned 

by instructor.  Although this is part of your clinical grade, the policy for homework will be observed.  Refer 

to student handbook for these guidelines. 

 

Obtain midday vital signs on assigned patients before lunch and report any abnormal results to your 

instructor.  Do not leave the floor without informing your instructor and do not tell another student to 

tell the instructor.  You must be responsible for yourself.  

 

Lunch is ½ hour.  Return to floor promptly, and upon return from lunch, immediately visit assigned patients 

and assure that they are ready for lunch.  Assist with feeding if necessary. 

 

Complete afternoon charting.  Assure that charts have been signed off 

by instructor before leaving for the day. 

 

Report to staff nurse before leaving the floor for the day.  Relate any treatments that were performed and 

patientôs response, total I & O, vital signs, and general condition of the patient.  Be prepared to answer any 

questions the staff nurse may have regarding patient. 

 

If you complete your assignment early, inform your instructor so that you can be assigned to help others.  

Answer call lights.  Stay busy.  Do not just sit doing nothing.  There is too much to learn.  Do not waste 

time. 

 

 

 



Medical-Surgical Clinical Objectives 
Care of the Cancer Patient 

 

 

(Pg 1)          Date             Initial 

Prepare patient for diagnostic procedures:   

Inform patient of procedure and be prepared to answer questions.  

Provide emotional support.  Assure consent signed, if necessary. 
  

Assist in physical preparation of the patient such as NPO, bowel 

evacuation, administration of pain medication.  Determine if any 

allergies. 

  

Obtain baseline vital signs prior to procedure and record.  Note 

time and method of transportation to diagnostic area. 

  

Accompany patient and observe procedure if possible.  Note 

results of  procedure. 

  

Observe for adverse reactions post procedure. (Ex: diarrhea, 

constipation, barium retention, N/V, pain, etc.) 

 

  

Patient Assessment:   

Observe for signs and symptoms of toxicity from radiation or 

chemotherapy, such as N/V, diarrhea, leukopenia, 

thrombocytopenia, anemia, etc. 

  

Assess pain using intensity scale (1-10).  Note location, duration 

and type. 

  

Monitor lab work and report abnormalities.  Pay particular 

attention to electrolytes, CBC, Coagulation studies, liver studies, 

biopsy results and other diagnostic studies. 

  

Assess patient for any S & S related to diagnosis, such as pain, 

N/V, diarrhea, weight loss, etc. 

 

  

Carefully assess any patient with acute pain.  Be sure to:   

Assess pain using the intensity scale (1-10).  Note location, 

duration & type. 

  

Administer pain medication as ordered.  Assess effectiveness and 

report unrelieved pain. 

  

Document vital signs and obtain lab work as ordered. 

 

  

Notify charge nurse and assure that patientôs physician has been 

notified 

 

  

When planning care be sure to:   

Prioritize care based on assessment findings. 

 

  

Plan activities to allow for cancer symptoms such as N/V, pain, 

etc. 

  

Include patient and family in care planning.   



Medical-Surgical Clinical Objectives 
Care of the Cancer Patient 
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Date           Initial  

Care for a terminally ill patient being sure to:   
Provide gentle hygienic care.  Provide frequent mouth care.  

Enhance patientôs self esteem by assuring personal appearance is 

neat and clean. 

  

Provide frequent perineal care for incontinent patient. 

 

  

Encourage fluids and assist with feeding.  Allow patient to have 

foods and fluids at their request.  Do your best to obtain whatever 

they want. 

  

Obtain vital signs q 4 h.  Report any deviations from patientôs 

normal. 

  

Provide proper position of head for adequate ventilation.  

Maintain body alignment for comfort. 

  

Assure adequate elimination.  Report diarrhea, constipation, 

incontinence, or other deviations from patientôs normal routine. 

  

Assure patient safety by making sure side rails up, call bell, 

bedside table, and supplies are within reach. 

  

Perform oropharyngeal suctioning as needed. 

 

  

Provide psychological support, making sure to:   

Provide privacy for patient and family. 

 

  

Allow patient to express fears and anxieties related to illness.  

Keep in mind the five stages of grief, allowing patient to express 

these without taking anything personally.  Allow family the same 

consideration. 

  

Eliminate unnecessary noise or confusion for the patient.  

Maintain the physical environment according to patient request. 

(Temp, lighting, etc.) 

  

Check on patient frequently and spend extra time with them if 

time permits. 

  

Use nonverbal (touch) as well as verbal communication when 

appropriate. 

  

Keep in mind that hearing is the last sense to leave the body. 

 

  

Provide for spiritual needs if patient or family requests, by 

contacting appropriate clergy member.  
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Assist with patient teaching concerning:   

Self care related to diagnosis. 

 

  

Prevention of infection or other complications related to 

treatment.  

  

Periodic check-ups and when to notify physician (pain, N/V, 

bleeding, etc.) 

  

Prescribed medications, including dosage, action, S.E. and 

administration. 

  

Discharge instructions for home care.  Reinforce follow up 

physician appointment, any follow up labwork or treatments, 

including prep, activity limitations, and dietary instructions. 
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Prepare patient for diagnostic procedures:   

Inform patient of procedure and be prepared to answer questions. 

 

  

Assist in physical preparation of the patient such as NPO, hold 

meds, empty bladder, etc. 

  

Obtain baseline vital signs prior to procedure and record.  Note time 

and method of transportation to diagnostic area. 

  

Accompany patient and observe procedure if possible. 

 

  

Observe for adverse reactions post procedure. (Ex: tachycardia, 

palpitations, dizziness, nausea, etc.) 

  

Patient Assessment:   

Monitor fluid status (I & O, daily weight, edema, lung sounds) 

 

  

Assess circulatory function. (skin color and temp, blanching, pulses) 

 

  

Auscultate apical pulse, noting rate and rhythm. 

 

  

Monitor labwork and report abnormalities.  Pay particular attention 

to electrolytes, CBC, Coagulation studies, serum lipids and ABGôs. 

  

Assess patient for any S & S related to diagnosis, such as pain, 

dyspnea, cough, fatigue, diaphoresis, palpitations, etc. 

  

Carefully assess any complaint of chest pain. Be sure to:   

Use intensity scale (1-10) 

 

  

Administer oxygen as ordered. 

 

  

Administer NTG preps as ordered following proper protocol (1 tab q 

5 min up to 3) 

  

Document B/P before each tab given. 

 

  

Document vital signs and obtain EKG if ordered. 

 

  

Notify charge nurse and assure that patientôs physician has been 

notified. 

  

When planning care be sure to:   

Prioritize care based on assessment findings. 

 

  

Plan activities to allow for SOB, edema, and fatigue R/T diagnosis. 

 

  

Include patient and family in care planning. 
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Cardiovascular 
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Perform Nursing Interventions being sure to:   

Administer O2 as ordered, and note patientôs response. 

 

  

Maintain telemetry as ordered.  Obtain rhythm strip q shift and 

periodically inquire as to patientôs rate and rhythm.  Notify telemetry 

if removing monitor leads or transfer  of patient to other areas. 

  

Position patient with head of bed elevated. 

 

  

Obtain vital signs q 4 h.  Note B/P and pulse before and after any 

treatment or cardiac medication is administered. 

  

Assure diet as ordered, usually low Na, low fat, low cholesterol 

 

  

Assure adequate elimination.  Report signs of  constipation or other 

deviations from patientôs normal routine. 

  

Utilize therapeutic communication techniques to allow patient to 

vent anxieties and fears related to diagnosis. 

  

Perform treatments related to cardiovascular diagnosis such as    

Warm moist compresses 

 

  

Administration of medications as ordered, such as digitalis preps, 

diuretics, ACE inhibitors, beta blockers, calcium blockers and other 

antihypertensive medications. 

  

Dressing changes related to cardiac surgery 

 

  

Antiembolic exercises 

 

  

Cardiac Rehab exercises and activity progression 

 

  

Evaluate effectiveness of care and treatment:   

Observe for and report, S & S of complications such as cardiogenic 

shock, pulmonary edema, or cardiac arrest.  Be prepared to 

administer CPR. 

  

Assist with patient teaching concerning:   

Modifiable  risk factors (Smoking, obesity, Diabetes, 

hyperlipidemia, hypertension, stress, sedentary life-style, oral 

contraceptives) 

  

Prevention of infection  

 

  

Periodic check-ups and when to notify physician (persistent chest 

pain) 

  

Prescribed medications, including dosage, action, S.E. and special 

precautions such as with Coumadin.(S & S of bleeding) 

  

 



Medical-Surgical Clinical Objectives 
Cardiovascular 
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When caring for a patient receiving a transfusion of blood or its 

products. 

  

Verify physicianôs orders in patientôs chart 

 

  

Check blood requisition with patient identification.  Verify this with 

another nurse. 

  

Document vital signs before transfusion begins and during 

transfusion according to facility policy. 

  

Observe for and report any S & S of reaction (chills, fever, low back 

pain, urticaria/pruritis, N/V, dyspnea, shock) 

  

Assess venipuncture site for hematoma, or infiltration and report if 

noted. 

  

 

 



Medical Surgical Clinical Objectives 
Critical Care Unit  

 

 

As part of their Medical-Surgical Clinical experience, the student will spend at least one day in the 

Critical Care Unit.  This will be primarily an observational experience, but the student may perform 

routine hygienic tasks or vital signs under the direction of the staff nurse.  If any special procedures 

such as catheterizations, NG tube insertions, or parenteral medications become available, the student is 

to notify the instructor.  If the instructorôs schedule allows, the student may perform these procedures.  

The student is never allowed to perform any procedure without an instructor present, unless they 

are proficient.  (meaning, they have done it at least twice, under the direction of instructor and have 

been checked off by an instructor) THE STUDENT MAY NOT, UNDER ANY 

CIRCUMSTANCES, GIVE ANY MEDICATIONS WITHOUT AN INSTRUCTOR PRESENT.  

                                               

                                                      Date       Initials 

 

Report to the unit, introduce self and orient to the area.  Note location of exit 

doors, fire extinguishers, patient rooms, nursesô station, and safety and 

procedure manuals. 

  

Locate and identify specific emergency equipment, including:     

 Crash cart and emergency drugs       

 Respiratory equipment, including oxygen and itsô delivery devices   

 Cardiac Monitor and defibrillator   

 Intubation equipment   

Observe and assist in the assessment of patients, including vital signs. 

 

  

Assist the staff nurse with basic hygienic care, such as bath, bed change, etc. 

 

  

Provide emotional support to patients by explaining procedures, x-rays and/or 

labwork to be done, and allowing them to express fears and concerns related 

to their illness. 

  

Observe the cardiac monitor and identify any abnormal rhythms.  Note P, P-R 

interval, QRS and T patterns.  Identify rate and whether regular or irregular. 

  

If an emergency situation arises, stand back, observe, and be prepared to assist 

if called upon.  Be prepared to perform CPR if necessary. 

  

Relate your experiences for the day.  Include patientôs diagnoses, treatments, 

medications, etc.  (Do not use patientsô names.)  This is to be submitted in 

writing the following day. 

  

 

  



Medical Surgical Clinical Objectives 
Emergency Department 

 

As part of their Medical-Surgical Clinical experience, the student will spend at least one day in the 

Emergency Department.  This will be primarily an observational experience, but the student may 

perform routine hygienic tasks or vital signs under the direction of the staff nurse.  If any special 

procedures such as catheterizations, NG tube insertions, or parenteral medications become available, 

the student is to notify the instructor.  If the instructorôs schedule allows, the student may perform these 

procedures.  The student is never allowed to perform any procedure without an instructor 

present, unless they are proficient.  (meaning, they have done it at least twice, under the direction of 

instructor and have been checked off by an instructor) THE STUDENT MAY NOT, UNDER ANY 

CIRCUMSTANCES, GIVE ANY MEDICATIONS WITHOUT AN INSTRUCTOR PRESENT.  

                                               

                                                      Date          Initials 

 

Report to the emergency department, introduce self and orient to the area.   

 

  

Note location of exit doors, fire extinguishers, patient rooms, registration desk 

and safety and procedure manuals. 

  

Locate and identify specific emergency equipment, including:  
  

  

 Crash cart and emergency drugs;       

 Respiratory equipment, including oxygen and itsô delivery devices   

 Cardiac Monitor and defibrillator   

 Suture trays, trach trays, and intubation equipment   

Assist with preparation of patients for treatments or procedures. 

 

  

Provide emotional support to patients by explaining procedures, x-rays and/or 

labwork to be done, and allowing them to express fears and concerns related to 

their situation. 

  

If an emergency situation arises, stand back, observe, and be prepared to assist 

if called upon. Be prepared to perform CPR if necessary. 

  

Relate three emergency situations and the nursing interventions for each that 

occurred during your observation.  Discharge instructions and meds are to be 

included.  This is to be submitted, in writing, the following day. 
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Prepare patient for diagnostic procedures:   

Inform patient of procedure and be prepared to answer questions.   

Assist in physical preparation of patient such as NPO, urine 

collection, oral administration of preps, such as radioactive 

substance or bowel prep. 

  

NOTE:  Any allergies to iodine and report.   

Obtain baseline vital signs prior to procedure and document. 

Note time and method of transportation to diagnostic area. 

  

Accompany patient and observe procedure, if possible. 

 

  

Observe for adverse reactions post procedure such as allergic 

symptoms, hypo or hyperglycemia symptoms. 

  

Observe radioactive precautions of excreta. 

 

  

Patient Assessment:   

Assess metabolic status (I & O, weight, caloric intake, activity 

tolerance) 

  

Monitor labwork and report abnormalities.  Pay particular 

attention to FBS, TSH, T-3, T-4, lytes, urinalysis. 

  

Assess patient for any S & S related to diagnosis, such as 

polyuria, polydipsia, polyphagia, hypoglycemia, hyperglycemia, 

tachycardia, personality changes, fatigue, changes in weight, etc. 

  

Carefully assess patients with IDDM or NIDDM.  Be sure to:   

Determine diet habits.   

 

  

Assess level of activity and exercise habits. 

 

  

Obtain medication information.  Note type of insulin or 

hypoglycemic agent, dosage and scheduled times.   

  

Monitor blood glucose levels and report any abnormal values. 

(Normal 80-120 mg/dl) 

  

Assess for S & S of complications (hypoglycemia, 

hyperglycemia, vascular insufficiencies, neuropathies, visual 

disturbances, etc.) 

  

When planning care be sure to:   

Prioritize care based on assessment findings. 

 

  

Plan activities to allow for endocrine symptoms, such as anxiety 

or fatigue 

  

Include patient and family in care planning. 
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Endocrine System 
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Perform Nursing Interventions related to endocrine 

disorders: 

  

Obtain fingerstick for blood glucose and record. 

 

  

Provide insulin coverage related to fingerstick, as ordered. 

 

  

Provide hygienic care.  Provide foot/wound care. 

 

  

Obtain vital signs q4h and document.  Report any abnormal 

deviations. 

  

Assure diet as ordered, such as ADA diet or high calorie, high 

vitamin diet.  Document oral intake and calorie count. 

  

Assure adequate elimination.  Report deviations from normal 

routine. 

  

Document I & O carefully.  Fluid status is extremely important. 

 

  

Utilize therapeutic communication techniques to allow patient to 

vent anxieties and fears related to endocrine diagnosis. 

  

Evaluate effectiveness of care and treatment:   

Observe for and report, S & S of complications such as 

hypoglycemia, hyperglycemia, excessive urination, dehydration, 

tachycardia, fatigue, infection, etc. 

  

When caring for a patient with Diabetes, assist with patient 

teaching concerning: 

  

Importance of diet and exercise regime.  Reinforce importance of 

consistency in daily routine. 

  

Prescribed medications, including dosage, action, S.E. and 

administration. 

  

Assure patient is able to self-administer insulin, if newly 

diagnosed with IDDM. 

  

S & S of complications, esp hypo and hyperglycemia, DKA, 

insulin shock, neuropathies, vascular and visual disturbances. 

  

Self Blood Glucose Monitoring.  Teach procedure and normal 

values. 

  

Urine glucose and acetone testing, if ordered. 

 

  

Hygiene and skin care, especially feet.  Teach to inspect daily. 

 

  

S & S of complications as listed above. 

 

  

Periodic checkups and when to notify physician (S & S of 

complications) 

  

Importance of compliance. 

 

  



Medical-Surgical Clinical Objectives 
Gastrointestinal System 
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Prepare patient for diagnostic procedures:   

Inform patient of procedure and be prepared to answer questions.  

Provide emotional support.  Assure consent signed, if necessary. 

  

Assist in physical preparation of the patient such as NPO, bowel 

evacuation, administration of radiopaque tabs or liquid. 

  

Determine if any allergies.   

Obtain baseline vital signs prior to procedure and record.  Note 

time and method of transportation to diagnostic area. 

  

Accompany patient and observe procedure if possible.  Note 

results of  procedure. 

  

Observe for adverse reactions post procedure. (Ex: diarrhea, 

constipation, barium retention, N/V, abdominal pain, etc.) 

  

Patient Assessment:   

Monitor GI status and function (I & O, dietary tolerance, pain, 

weight, skin turgor, bowel elimination) 

  

Auscultate bowel sounds x4 quadrants.  Document results. 

 

  

Monitor labwork and report abnormalities.  Pay particular 

attention to electrolytes, CBC, gastric analysis, stool exam, liver 

studies, bilirubin, and ammonia level. 

  

Assess patient for any S & S related to diagnosis, such as 

epigastric pain, N/V, diarrhea, weight loss, etc . 

  

Carefully assess any patient with an acute GI condition.  Be 

sure to: 

  

Assess for GI bleeding by hema-testing emesis and stool. 

 

  

Assess pain using the intensity scale (1-10).  Note location, 

duration & type 

  

Observe patient for any abdominal distention.  Assess whether 

abdomen rigid or firm and document findings. 

  

Document vital signs and obtain labwork as ordered. 

 

  

Notify charge nurse and assure that patientôs physician has been 

notified. 

  

When planning care be sure to:   

Prioritize care based on assessment findings. 

 

  

Plan activities to allow for GI symptoms such as N/V, abd pain, 

etc. 

  

Include patient and family in care planning. 
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Perform Nursing Interventions related to GI diagnosis:   

Care for patient with NG tube.  Document drainage 

characteristics and amount.  Assure patency of tube.  Give 

frequent mouth care. 

  

Perform dressing changes as ordered for patients who have 

undergone GI surgery. 

  

Obtain vital signs q 4 h.  Report any deviations from patientôs 

normal. 

  

Assure diet or NPO as ordered. 

 

  

Assure adequate elimination.  Report diarrhea, constipation or 

other deviations from patientôs normal routine. 

  

Utilize therapeutic communication techniques to allow patient to 

vent anxieties and fears related to diagnosis. 

  

Evaluate effectiveness of care and treatment:   

Observe for and report, S & S of complications such as GI 

bleeding, shock,  jaundice, acute pain, intractable vomiting, etc. 

  

Assist with patient teaching concerning:   

Self care related to diagnosis. 

 

  

Prevention of infection  

 

  

Periodic check-ups and when to notify physician (pain, N/V, 

bleeding, etc.) 

  

Prescribed medications, including dosage, action, S.E. and 

administration. 

  

Discharge instructions for home care.  Reinforce follow up 

physician appointment, any follow up labwork or treatments, 

including prep, activity limitations, and dietary instructions. 
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Prepare patient for diagnostic procedures:   

Inform patient of procedure and be prepared to answer questions. 

 

  

Assist in physical preparation of the patient such as consent signed 

NPO, removal of any metal for MRI, empty bladder, etc.   

  

Report any allergies.   

Obtain baseline vital signs prior to procedure and record.  Note 

time and method of transportation to diagnostic area. 

  

Accompany patient and observe procedure if possible. 

 

  

Observe for adverse reactions post procedure. (Ex: Headache if 

myelogram done; numbness, tingling, pain, etc.) 

  

Patient Assessment:   

Assess mobility, including posture, joint function, gait, and body 

symmetry. 

  

Assess neurovascular integrity of affected extremity.   

 

  

Monitor labwork and report abnormalities.  Pay particular attention 

to CBC, 

  

Serum Calcium, ESR, LE, RF, and Uric Acid. 

 

  

Assess patient for any S & S related to diagnosis, such as impaired 

mobility pain, wound appearance, dressings, cast, etc. 

  

Carefully assess any patient with a cast or traction.   Be sure 

to: 

  

Assure neurovascular integrity, note characteristics of wound, and 

assess patient for pain.. 

  

Assess and document patientôs use of orthopedic devices, such as 

canes or walkers. 

  

When planning care be sure to:   

Prioritize care based on assessment findings. 

 

  

Plan activities to allow for symptoms, such as pain, impaired 

mobility, etc. 

  

Include patient and family in care planning. 
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Perform Nursing Interventions being sure to:   

Perform ROM and strengthening exercises to unaffected 

extremities. 

  

Assure proper body alignment.  Position patient according to 

diagnosis. 

  

Prevent prolonged pressure by changing position at least q 2 h. 

 

  

Manage pain by giving pain medication as ordered, providing 

comfort measures, assuring proper positioning, etc.  

  

Provide for patientôs safety when applying orthopedic devices.  

These include braces, slings, splints, CPM machine. 

  

Obtain vital signs.  Report any deviation from patientôs baseline. 

 

  

Assure diet as ordered.  This may include a high calorie, high 

protein diet, with a possible increase in calcium.  If obese, patient 

may need a high protein, high vitamin, weight reducing diet. 

  

Assure adequate fluid intake.  Monitor and document I & O. 

 

  

Assure adequate sleep and rest.  Prevent complications due to 

prolonged bedrest. 

  

Assure adequate elimination.  Report deviations from normal 

routine. 

  

Utilize therapeutic communication techniques to allow patient to 

vent anxieties and fears related to musculoskeletal diagnosis. 

  

Perform treatments related to musculoskeletal diagnosis such 

as: 
  

Gait training with assistive devices. 

 

  

Administration of medications as ordered, such as salicylates, 

NSAIDôs, anti-inflammatory agents, corticosteroids, and narcotics. 

  

Wound care using sterile technique 

 

  

Application of TEDS and ICDôs to unaffected extremity.     

 

  

Evaluate effectiveness of care and treatment:   

Observe for and report, S & S of complications such as pain, 

pulselessness, numbness, tingling, sudden immobility, swelling, or 

bleeding.  

  

 

 

 

 



Medical-Surgical Clinical Objectives 
Musculoskeletal 

 

(pg 3)             Date         Initials 

Assist with patient teaching concerning:   

Use of orthopedic devices, 

 

  

Wound care and prevention of infection  

 

  

Periodic check-ups and when to notify physician (S & S of 

complications) 

  

Prescribed medications, including dosage, action, S.E. and special 

precautions such as with anti-inflammatory (GI precautions) and 

pain meds.  

  

(Change in sensorium).  

 

  

When caring for a patient who has had repair of fractured hip:   

Assess and document condition of surgical site and dressing.  Note 

any drainage.  (Pt may have hemovac or J-P Drain) 

  

Turn patient at least q2h.  If ORIF, may turn to either side, unless 

otherwise ordered. 

  

If Prosthesis, turn to unaffected side with abduction pillow intact. 

 

  

If prosthesis, provide for and teach patient regarding hip flexion 

precautions. (No adduction, degree of hip flexion as ordered.) 

  

Get patient up using hip fracture chair and support the affected leg 

with pillows. 

  

Ambulate patient if ordered, using walker NWB of affected leg. 

 

  

 



Medical-Surgical Clinical Objectives 
Operating Room 

 

 

The student will spend one day in the OR, observing a surgical procedure.  Following this 

experience, the student will submit a one-page synopsis of procedures observed and 

feelings concerning the experience. When writing this paper, use correct medical 

terminology, and address the following objectives:      

  

                  Date        Initials 

Report to nursesô lounge and introduce self.  Politely obtain 

information concerning attire to be worn, surgical scrub, if 

indicated and where to stand during the procedure. 

  

If there is time, review the procedure to be performed, as well as the 

A & P of the related body system. 

  

Maintain strict surgical asepsis at all times.  Keep hands folded at 

waist.   

  

Do not allow gown to touch any sterile field.  Keep a safe distance 

unless directed otherwise. 

  

Do not speak during the procedure, unless spoken to by a staff 

member. 

  

Remember to maintain strict confidentiality as previously taught. 

 

  

Observe skin preparation, insertion of Foley catheters, IVôs chest 

tubes, or other special preoperative procedures. 

  

Observe and distinguish the differences in the roles of the scrub and 

circulating nurses.  Note the nursing responsibilities assigned to 

each. 

  

Observe the anesthetist or anesthesiologist, type of anesthesia used, 

insertion of ETT, EOA or other respiratory device, and assessment 

of vital signs in response to meds and procedures. 

  

Identify body organs observed during the procedure.   Note blood 

loss, and other patient responses. 

  

Observe and attempt to identify equipment and instruments used for 

the procedure.  Note how strict sterile asepsis is maintained 

throughout the procedure. 

  

Observe the closing procedures, including sponge count.  Note the 

reason for this.  Identify any equipment the patient will return to the 

floor with, such as wound drains, NG to gomco, foley, etc. 
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Preoperative Care:   

Recognize surgery as a significant life event. 

 

  

Review operative procedure that has been or will be performed.   

 

  

Review A & P related to the correlating body system. 

 

  

Assess mental status/level of apprehension. 

 

  

Answer patientôs or familyôs questions within scope of knowledge.   

 

  

Consult with instructor if further information is needed. 

 

  

Assist with preoperative patient teaching, including importance of 

turning, coughing, deep breathing; pre-op meds, and any equipment 

the patient may have post-op. 

  

Complete pre-op check list, assuring that pre-op physicianôs orders 

have been carried out.  Include baseline vital signs and assessment. 

  

Complete nursesô notes, date, time and mode of transport. 

 

  

Immediate Postoperative Care:   

Receive patient from recovery.  Receive report from OR staff 

member. 

  

Complete head-to-toe assessment, including:  respiratory status and 

LOC, surgical site, vital signs, wound dressings and drains, pain 

level, IV site and PCA pump, equipment in use (Example:  SCDôs, 

foley, gomco, etc.)   

  

Maintain proper positioning according to type of anesthesia and/or 

procedure performed. 

  

Implement measures to relieve pain and discomfort. 

 

  

After immediate post-op period:   

Assist patient to turn, deep breathe and cough if allowed. 

 

  

Observe for and report any signs of complications such as bleeding, 

shock, infection, atelectasis, urinary retention, ileus, venous stasis, 

etc. 

  

Differentiate between wound dehiscence and evisceration, and be 

aware of emergency interventions. 
  

Reinforce patient teaching regarding any equipment that may be in 

use, such as IV and PCA, SCDôs, NG tube, Foley Catheter, Oxygen, 

wound drains, and any medications that have been prescribed. 
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Assist patient in meeting elimination needs. 

 

  

Monitor and record I & O from all sources. 

 

  

Assist patient with progressive mobility and document accordingly. 

 

  

Assist patient in meeting fluid and nutritional needs and document 

such. 

  

Assist with or complete surgical dressing changes as ordered.  

Assess and describe appearance of wound.  Document such and 

report any abnormal findings. 

  

Assist with or provide all personal and hygienic needs. 

 

  

Ensure patient safety by keeping side rails up, bed in low position, 

wheels locked, and call bell within reach. 

  

Assist in discharge planning process.  Include family as well as 

patient when reinforcing teaching.   
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Respiratory System 
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Prepare patient for diagnostic procedures:   

Inform patient of procedure and be prepared to answer questions. 

 

  

Assist in physical preparation of the patient such as NPO, hold 

meds, empty bladder, etc. 

  

Obtain baseline vital signs prior to procedure and record.  Note time 

and method of transportation to diagnostic area. 

  

Accompany patient and observe procedure if possible. 

 

  

Observe for adverse reactions post procedure. (Ex: dyspnea, SOB, 

cyanosis, dizziness, mental changes, etc.) 

  

Patient Assessment:   

Assess respiratory function. (skin color and temp, respiratory rate 

and characteristics) 

  

Auscultate lung sounds, noting presence and location of adventitious 

sounds. 

  

Monitor labwork and report abnormalities.  Pay particular attention 

to 

  

ABGôs, pulse oximetry, sputum cultures, CBC and electrolytes.   

Assess patient for any S & S related to diagnosis, such as dyspnea, 

SOB, cough, fatigue, cyanosis, etc. 

  

Carefully assess any complaint of respiratory distress.  Be sure 

to: 

  

Elevate head of bed and administer oxygen as ordered. 

 

  

Obtain pulse oximetry and vital signs.  Report any abnormal values. 

 

  

Assess lung sounds, respiratory rate and effort.  Report any changes. 

 

  

Notify charge nurse and assure that patientôs physician has been 

notified. 

  

When planning care be sure to:   

Prioritize care based on assessment findings. 

 

  

Plan activities to allow for SOB and fatigue R/T diagnosis. 

 

  

Include patient and family in care planning. 

 

  

Perform Nursing Interventions being sure to:   

Maintain adequate airway and administer O2 as ordered, noting 

patientôs response. 

  

Position patient with head of bed elevated. 

 

  



Medical-Surgical Clinical Objectives 
Respiratory System 

 

 

 (pg 2)               Date        Initials   

Obtain vital signs q 4 h.  Note B/P, pulse, and respiratory rate before 

and after any respiratory treatment or medication is administered. 

  

Administer respiratory treatments as ordered, such as aerosol 

treatments, nebulizers, inhalers, etc. 

  

Assure adequate nutrition and fluids are given.  Document strict I & 

O if patient is ordered fluid restriction or increase in fluids. 

  

Assure adequate elimination.  Report signs of  constipation or other 

deviations from patientôs normal routine. 

  

Utilize therapeutic communication techniques to allow patient to 

vent anxieties and fears related to respiratory diagnosis. 

  

Perform treatments related to respiratory diagnosis such as    

Chest physiotherapy. 

 

  

Administration of medications as ordered, such as bronchodilators, 

diuretics, antibiotics, decongestants, antitussives, and expectorants. 

  

Collection of sputum for lab evaluation 

 

  

Incentive spirometry 

 

  

Oropharyngeal suctioning  

 

  

Care of patient with chest tube and closed chest drainage.   

 

  

Evaluate effectiveness of care and treatment:   

Observe for and report, S & S of complications such as respiratory 

distress, pulmonary embolism, hypoxia, infection, pneumothorax.   

  

Assist with patient teaching concerning:   

Reducing the spread of respiratory microorganisms. 

 

  

Signs and symptoms of infection  

 

  

Periodic check-ups and when to notify physician (persistent SOB) 

 

  

Prescribed medications, including dosage, action, S.E. and special 

precautions . 

  

Prescribed respiratory treatments and use of home equipment such 

as oxygen, nebulizers, humidifiers and aerosol machines. 

  

 

 

 

 

 

 



Medical-Surgical Clinical Objectives 
Respiratory System 

 

 

 (pg 3)               Date        Initials   

When caring for a patient with a tracheostomy:   

Verify physicianôs orders in patientôs chart. 

 

  

Suction trach using sterile technique.  Assure instructor present 

when performing this procedure. 

  

Remove and cleanse inner cannula, assuring sterility.   

Replace cannula.  Apply new dry sterile dressing around trach.  

Attach clean ties to trach appliance. 

  

Document procedure, including patients tolerance, what was 

suctioned, and appearance and amount of sputum. 

  

 

*Assure airway patency throughout procedure 



Medical-Surgical Clinical Objectives 
Urinary System 

 

 (pg 1)               Date          Initials 

Prepare patient for diagnostic procedures:   

Inform patient of procedure and be prepared to answer questions.   

Assist in physical preparation of the patient such as NPO, peri-care, 

empty bladder, etc. 

  

Obtain baseline vital signs prior to procedure and record.  Note time 

and method of transportation to diagnostic area. 

  

Accompany patient and observe procedure if possible.   

Observe for adverse reactions post procedure. (Ex: chills, fever, 

retention, hematuria, incontinence,  etc.) 

  

Patient Assessment:   

Monitor fluid status (I & O, daily weight, edema, lung sounds, 

dehydration)  

  

Assess urinary function. (urine amount, color and consistency, 

normal voiding pattern) 

  

Monitor labwork and report abnormalities.  Pay particular attention to 

BUN, Serum Creatinine, Urinalysis, Urine C & S, CBC, Lytes) 

  

Assess patient for any S & S related to diagnosis, such as dysuria, 

retention, hematuria, chills, fever, incontinence, anuria, pain, etc) 

  

Carefully assess any patient with a foley.   Be sure to:   

Assure no kinks in tubing or leakage around catheter.  

 

  

Assess appearance of urine and document.  Assure urinary flow at all 

times. 

  

Monitor labwork, specifically BUN and Creatinine 

 

  

Report if output falls below 30cc per hour for two consecutive hours.   

Document output, even if I & O is not ordered on patient. 

 

  

When planning care be sure to:   

Prioritize care based on assessment findings. 

 

  

Plan activities to allow for urinary symptoms such as pain or 

incontinence. 

  

Include patient and family in care planning. 

 

  

Perform Nursing Interventions being sure to:   

Administer catheter care to patients with urinary catheters. 

 

  

Maintain sterile technique during procedures such as catheterization 

and catheter irrigation. 

  

Position patient as ordered if post nephrectomy, or to allow for 

maximum comfort. 

  

 

 



Medical-Surgical Clinical Objectives 
Urinary System 

 

 (pg 2)                 Date        Initials 

Obtain vital signs q 4 h.  and document. 

 

  

Assure diet as ordered, such as Renal diet (Low NA, Low Protein, 

High Carbohydrate, restrict fluids) 

  

Assure adequate elimination.  Report deviations from normal routine.   

Utilize therapeutic communication techniques to allow patient to vent 

anxieties and fears related to urinary diagnosis. 

  

Perform treatments related to urinary diagnosis such as:   

Intermittent Catheter Irrigation 

 

  

Administration of medications as ordered, such as diuretics, drugs 

that act on bladder, urinary analgesics, urinary antimicrobials, and 

uricosuric agents. 

  

Discontinue urinary catheter 

 

  

Continuous Bladder Irrigation 

 

  

Strain urine if pt diagnosed with possible renal calculi 

 

  

Obtain sterile urine sample via port if catheterized 

 

  

Evaluate effectiveness of care and treatment:   

Observe for and report, S & S of complications such as anuria, 

anemia, pruritus, fever, chills, pain, etc. 

  

Assist with patient teaching concerning:   

Home care of urinary appliance or equipment 

 

  

Prevention of infection  

 

  

Periodic check-ups and when to notify physician (S & S of 

complications) 

  

Prescribed medications, including dosage, action, S.E. and special 

precautions such as with diuretics (electrolyte imbalance) 

  

When caring for a patient who has had urinary surgery, be sure 

to: 

  

Assure urinary output and document carefully 

 

  

Provide adequate skin care to prevent skin breakdown from urinary 

leakage 

  

Provide dressing changes as ordered.  (Note: these may be frequent)   

Assess condition of stoma, if urinary diversion. Assure patency of 

appliance 

  



Pharmacology Clinical Objectives  

 

(pg 1)                  Date       Initials 

Obtain list of medications to be given, the night before, or the day 

before you are scheduled to pass meds.  Be familiar with these 

medications. 

  

On the day you are scheduled to give medications, orient to the 

medication room/ area.  Be familiar with location of syringes, 

medication cups, alcohol swabs, stock drugs, etc. 

  

Locate the Medication Administration Record (MAR), the drug cart 

and the controlled substances sign-out book. 

  

Review charting procedures relating to drug administration, 

including Dr.ôs orders, MAR, nursesô notes and pharmacy 

requisitions. 

  

Administer medications by enteral and percutaneous routes, 

using the basic 6 rights of med administration : (right drug, 

right dose, right patient, right route, right  time, right 

documentation).   These include: 

  

 Oral liquids   

 Oral solids   

 Sublingual/buccal medications   

 Topical medications   

 Rectal medications   

 Vaginal medications   

 Ophthalmic medications   

 Nasal medications   

 Otic medications   

 Inhalants   

 Medications by nasogastric tube   

Administer medications by parenteral route, utilizing the 6 

rights of med administration.  These include: 

  

 Intramuscular   

 Subcutaneous   

 Intradermal   

Follow the basic rules of Medication Administration, including:    

Know classification, action, purpose, route, common side effects 

and dosage of drugs administered.   

  

Never leave medication at the bedside unless ordered.   

Observe principles of medical and surgical asepsis.   

Never leave medication cart unattended or unlocked.   

Never give a drug that you donôt know, or that someone else 

prepared. 

  

Choose the appropriate size needle and syringe.  Consider 

medication to be given, as well as patient size and condition. 

  

Dispose of needles and syringes into appropriate puncture-proof 

containers, without recapping. 

  

 

 



Pharmacology Clinical Objectives  

 

(pg 2)                  Date       Initials 

Calculate dosage problems correctly, using standard formulas. 

 

  

Attend post conference and discussion medication administration 

for the day. 

 

  

Observe a patient with an intravenous infusion.  Monitor infusion 

rate, assess site and document observations. 

  

Observe special precautions in drug administration, including:   

When administering digitalis prep, count apical pulse and withhold 

if between 60 and 120 bpm. 

  

Note patientsô vital signs prior to administering medications.  Look 

at the AM vital sign sheet for this information.  Retake any 

abnormal vital signs before giving meds. 

  

Check MAR for allergies.  Question patient, as well.   

 

  

Monitor patients for signs of side effects or adverse reactions.  

Document and report if these occur. 

  

Witness and chart the wasting of controlled drugs, according to 

individual facility policy. 

  

Count narcotics with staff nurse at end of shift.                                                                                            

 

  

Assist with and document, patient teaching regarding prescribed 

meds.                                                                               

 

  

Report and document any medication error, using forms of the 

individual agency, as well as the schoolôs incident form. 

  

 

 



Medical-Surgical Clinical Objectives 
Physician's Office Experience 

 

 

 

 As part of the Medical-Surgical experience, the student will spend one day at a 

physicianôs office.   The purpose of this assignment is to expose the student to various 

experiences which provide care for the Obstetric and/or general med-surg client.  This is 

to be an observational experience but students are expected to participate in simple 

fundamental skills as directed by staff in this facility.  THE STUDENT MAY NOT, 

UNDER ANY CIRCUMSTANCES, GIVE ANY MEDICATIONS WITHOUT AN 

INSTRUCTOR PRESENT. During this clinical assignment, the student will: 

                                               

                                                         Date       

Initials  

Arrive at the office at directed, Introduce self and obtain necessary 

instructions from staff. 

  

Under direction of staff nurse, receive orientation to facility.  Present 

clinical objectives sheet for signature from staff nurse. Maintain 

participant confidentiality. 

  

Note layout of office, reception desk, exam rooms, lab facilities, etc. 

 

  

Perform, under supervision, skills which have been checked off in 

lab or clinical area, such as vital signs, height, weights, linen 

changes, etc. 

  

Observe billing and filing system used. 

 

  

Observe and/or assist with the physical exam of a patient.  Note 

equipment used and the disposition and clean up of such. 

  

If opportunity allows, observe the examination of an obstetrical 

patient.  Note method for obtaining fetal heart tones, measurement of 

uterus, and other examination methods used by the physician. 

  

Observe the relationship between the physician and client.  Note the 

level of response and trust between them. 

  

Observe and note lab procedures performed by office staff.  

 

  

Complete the Observational Summary form.  Note any special 

procedures observed and any set-ups specific to the type of practice  

Remember to maintain confidentiality by not using any names. 

  

 



Newborn Nursery Clinical Objectives 

 

 

The student will spend at least one or more days (as experience is available), assigned to 

the Newborn Nursery.  This experience will be integrated into the Medical Surgical 

Clinical rotation.   

 

While in the Newborn Nursery, the student will:    Date    Initials 

 

Assist with the following routine care:   

Complete bath with skin care   

Care of eyes   

Cord Care   

Care of circumcision   

Bottle feed baby   

General head-to-toe assessment   

Documentation of care, intake and output, VS, and other pertinent data   

Observe the following equipment or procedures: (If opportunity 

warrants) 
  

 Isolette   

 Bili Light    

 Circumcision   

 Care of a newborn who is in distress   

Observe the following immediate care of newborn in delivery 

room: 

  

Establishment and clearing of airway   

Suctioning and O2 administration   

Maintenance of body temperature   

Identification process   

Application of prophylactic eye drops or ointment   

Apgar at 1 and 5 minutes after birth   

Observe and assist with, the following care of newborn upon 

admission to newborn nursery: 

  

Height and weight   

Measurement of length, head and chest circumference   

Initial rectal temperature and other vital signs   

Head-to-toe assessment and bath after temperature stable   

 



Obstetrics Clinical Objectives 
 

 

The student will spend at least one or more days (as experience is available), assigned to 

the Obstetrical Unit.  This experience will be integrated into the Medical Surgical 

Clinical rotation.   

 

While on the OB unit, the student will:              Date    Initials  

Assist with the admission of a patient in labor. 

 

  

Observe application of fetal monitor. 

 

  

Time and record contractions, including frequency, duration and 

intensity. 

  

Observe a vaginal delivery as available 

 

  

Observe a Cesarean section as available 

 

  

Observe the set up of equipment needed for vaginal delivery. 

 

  

Observe and document, bonding between primary caregiver(s) and 

baby. 

  

Observe fetal assessment tests, including Non Stress Test. 

 

  

Assist with immediate postpartum care, including:   

Monitor vital signs q 15 minutes; report and marked deviation from 

baseline. 

  

Note firmness and height of fundus. 

 

  

Assess perineal sutures.  Observe for any bleeding.  Note amount, 

consistency and color or lochia.  Document using appropriate 

terminology. 

  

Observe IV site and rate of flow and document appropriately. 

 

  

Perform general postpartum care, including:   

Assist with peri-care.  Assist with teaching this procedure to the 

patient. 

  

Assess and document condition of the breasts, fundus, perineum, 

lochia, V.S.ôs, GI function and abdominal incision, if present. 

  

Assist with patient teaching concerning breastfeeding and care of 

breasts. 

  

Assist with patient teaching regarding routine care of the newborn. 

 

  



Pediatrics Clinical Objectives 

 

Pediatrics  

 

The student will spend three days in the Pediatric Department of United Hospital Center.  While on the 

Unit, the student will:                                              

                                                      Date       Initials 

Report to the lobby of 1 West, at 0730, dressed in student uniform. 

 

  

Orient and tour unit, noting playroom, medication room, tub room, various 

patient rooms, galley and nursing station. 

  

Locate fire extinguisher, alarms, exits, oxygen shut-off valves, and crash 

cart. 

  

Correlate normal growth and development patterns with assigned patients in 

the various age groups.  Recognize and report abnormal growth patterns. 

  

Receive assignment of 2 patients (as census allows).   Perform all care and 

treatments for these patients.  Careful I & O is documented on all patients. 

  

Give medications to assigned patients, knowing action, side effects, dosages, 

and nursing measures for drugs given.  Verify pediatric dosages.  You are 

responsible for notifying your instructor when you are ready to give meds. 

  

Monitor lab work and other treatments.  Report any abnormality to your 

instructor immediately. 

  

Utilize techniques of therapeutic communication with child and family. 

Include family in all aspects of care if they so choose. 

  

Complete Discharge Summary for patients who are discharged.  Assist with 

patient teaching regarding disease process, diagnostic testing, medications 

and other discharge instructions. 

  

Provide respite opportunity for parents, if possible during your shift. 

 

  

Complete all paperwork, including nursesô notes, hourly safety checklist, I & 

O, and hygienic checklist, and assure that they have been co-signed by 

instructor. 

  

 

 

 


