
 
 

SIMULATION EDUCATION TEACHING HOSPITAL 

Standardized Patient/Client  

Acknowledgment of Policies and Procedures 

After reading the handbook, sign and return this form to Standardized Patient/Client Educator, 
SETH.   This form will be part of your permanent record.  I have had the opportunity to ask any 
questions that I may have and understand the provided answers. 

 

 

By signing this form, I accept the policies of the University and 
the responsibilities associated with my duties as a 
standardized patient or client. I have read the handbook and 
the appendices and I am aware of what will be required of 
me. 

I understand that Franciscan Missionaries of Our Lady 
University reserves the right to dismiss me for incompetence, 
misconduct or violation of the University policies and 
procedures. 

     

 

 

___________________________________________________ ________________ 

Standardized Patient/Client’s Signature     Date 

 

 

___________________________________________________ _______________ 

Standardized Patient/Client’s Name (Printed)    Date 

 



Printed name: _________________________ 



 

Printed name: _________________________ 

 



Standardized Patient/Client Information Sheet 

Name ________________________  Nickname: ______________________ 

Phone______________  

Age ____________  

Email: ___________________ 

 Is texting ok? Check: Yes     or No 

Gender___________     Ethnicity _______________ 

Major (if applicable): ___________________ 

Address: ____________________________ 

 

 

Time(s) available: (circle response) Day(s) available: (circle 

response) 

Tu W Th F Morning       Afternoon         M 

Are you available year round?  (check response)          Yes No 

No Do you have reliable transportation? (check response)  Yes      

Do you have any training or experience in the healthcare field? 

(check response)           Yes  No 

If you have a medical issue that I should be aware of, or if you have any 

other questions or concerns, please include them here: 

_____________________________________________________________

_____________________________________________________________ 

What interested you in becoming a standardized patient/client? 

Personal Information 

Availability 

Other Information 
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