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Request to Shadow

Name: ____________________________________________________________Date: ________________________________________
Phone: ____________________________________ Email: ____________________________________________________	_______
Name of provider or specialty: _______________________________________________________________________________
Date of birth: ______________________________________________* Last 4# of SSN: _________________________________
Emergency contact: ___________________________________________________________________________________________
Phone Number: __________________________________________Relationship: ______________________________________
Name of School/Company: ___________________________________________________________________________________
Degree seeking: Yes _______ No _______ if yes, list degree/major: ___________________________________________
Actual dates available for job shadow experience: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
*If under the age of 18, a parent/guardian signature is required below.
I understand that should I need medical attention during or as a result of this job shadowing experience, I assume full responsibility for any treatments and associated medical costs deemed necessary. I release Orthopaedic Associates of Michigan from all liability. I understand that all healthcare information, patient care and records are a confidential matter. I agree that all information exchanged while I am observing will be held in strictest confidence.
Signature: ________________________________________________________ Date: _______________________________________

Parent/Guardian Signature: ________________________________________________________ Date: _________________
The following is required prior to observation:
· Provide copy of TB testing results less than 1 year old
· Signed Confidentiality Agreement
· Employee HIPAA Orientation Test
Submit completed forms to:  
                                              HRDept@oamichigan.com	 
                                               Phone 616-459-7101 ext. 1265
[bookmark: _GoBack]                                               Fax 616-776-2707 and Attn: Karen Nowak
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