
LifeBridge Health Student  

Passport/Roster Orientation Checklist 

2018-2019 School Year 
 

Facility for Rotation (Sinai, NW, Levindale): ___________________________________________ 

Unit Name: ___________________________                   Unit Number: ______________________ 

School / Institution: _______________________________________________________________ 

Name of the Course: ______________________________________________________________        

Dates of Rotation:     ___________ to __________          First Day on Unit: __________________ 
 
Coordinator Name (print):_____________________ Coordinator Phone (print):_______________ 
Instructor Name (print):__________________________ Instructor Phone (print):______________ 

Instructor Name (sign):____________________________________ 

Instructor School or LifeBridge Email (no personal emails will be accepted):  __________________________ 
 
                

Passport 
and all required 

paperwork must be 
sent together  

before processing will 
start 
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Instructor Name (Print)                     

                 

Student Name (Print)                    

  
  

  
 

       
      

 
 

  
  

  
 

       
      

 
 

  
  

  
 

       
      

 
 

  
  

  
 

       
      

 
 

  
  

  
 

       
      

 
 

  
  

  
 

       
      

 
 

  
  

  
 

       
      

 
 

  
  

  
 

       
      

 
 

  
  

  
 

       
      

 
 

  
  

  
 

       
      

 
 

                     

  
  

  
 

       
      

 
 

I attest the above information is complete and accurate.  

 

Signature: _____________________________________________ 

*Instructor Electronic Medical Record Access (Meds Administration) Yes___ No___ 

*Student Electronic Medical Records Access (Meds Administration) Yes___ No___ 

*Send Passport/Roster/Required forms to nursingstudents@lifebridgehealth.org  

Universal Passport Requirements per Manual 

mailto:nursingstudents@lifebridgehealth.org

