
Academic Faculty/Clinical Scholar /Instructor/ Information Sheet 
 

Name ________________________________________________________________   Date:   __________________________ 
 

I am interested in participating in an “Academic Faculty/Clinical Scholar/Instructor” Pool  
(Please note: If you are interested in Academic Faculty teaching positions, you must be Master’s Degree prepared or higher.) 

_________ Yes* 
_________ No*    
_________ I am unable to participate at this time, but please keep my name on the distribution list related to this topic* 

*Regardless of your answer above – please fax or email this to Workshops at 303-715-0347 or Workshops@ColoradoNursingCenter.org 
 
If you responded “Yes” above, please complete the following.  This information will be collated and shared with the Schools of Nursing in 
Colorado.  (Completion of the information provided your acknowledgement that you agree to have this information shared.) 
 

Cell Phone Number ____________________________ Alternate Number __________________________  
 

Preferred email address ___________________________________________________________ 
CO Nursing License Number:  __________________________________    Last name on license, if different: ______________________________ 
 

Current Place of Employment ____________________________________________________________________________________________ 
Address _______________________________________________________   City _________________________    State __________________ 
Employer Phone ______________________________________   Fax   _____________________________ 
 

Instructor / Scholar Information: 
 

1. What is your highest educational degree? _____________________ Name of School _______________________ Year Completed_______ 
2. Are you currently enrolled in a degree program? Yes______ No _______    (If yes, please complete following items)  

a. Degree Program _______________________________________________________________________________ 
b.     College/University ______________________________________________________________________________ 

        c.     Anticipated Graduation date ______________________________________________________________________ 
3. When did you attend the Clinical Scholar Course:  Month______ Year _______ 
4. Have you previously served as a clinical instructor/scholar?  Yes _______ No ________ 

a. If yes, indicate: ___Fundamentals ___OB ___Pediatrics ____Mental Health ____M/S I ____M/S II ____Public Health ___SR Practicum 
b. Date of last clinical group taught? ____________________  Where? ____________________________________ 
c. What schools of nursing have you supported?______________________________________________________________ 
d. In total, how many years of clinical teaching experience beyond precepting do you have? ___________________________ 

5. Have you instructed outside your own agency? Yes __________ No ___________ 
a. If yes, please indicate the names of the clinical agencies where you have taught and/or have completed agency orientation: 

__________________________________________________________________________________________________ 
 

 

If you are interested in being contacted by Schools of Nursing, please complete the following to clarify your potential availability: 
Please check semester you are available to teach: (check all that apply) 
 

 Fall (August – December)  Winter (January)  Spring (January – May)  Summer (June – July) 
 

Please check day(s) you are available to teach: (check all that apply and please indicate AM or PM ) 
 

 Monday  Tuesday  Wednesday  Thursday  Friday  Saturday  Sunday 

 
Do you prefer:(check all that apply) 
 

 8 hr shifts  10 hr shifts  12 hr shifts  Other (please indicate hours): 

 
Please check your clinical instruction specialties (areas with a minimum of one year experience and current knowledge): (check all that apply) 
 

 OB  Pediatrics  Mental Health  Senior Practicums 

 MedSurgI  MedSurgII  Public Health  Fundamentals 

 
Please check the geographic areas you are willing to travel to for a group of students. (check all that apply) 
 

 Metro Denver  North Denver  South Denver  East Denver  West Denver Other:  

 Greeley/Ft Collins  CO Springs  Pueblo  Grand Junction  San Luis Valley   
 

Pre-clinical documentation: At a minimum of 14 days prior to the start of a clinical group you will need to provide written proof of the following: 
 

TB/PPD or XRay MMR Varicella Hep B BLS/CPR 
Expiration Date 

Month/Day of Birth for 
Computer Access 

Computer Access ID (last 
4 digits) 

CO Nursing License # and Expiration 
Date 
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