L.    Program of study - Certificate Programtc \l2 "M.  Program of study - Certificate Program
        This Form must be Typed
Idaho State University - Graduate School

Program of Study

College of Health Professions - Department of Nursing

Certificate Program

Name:



Student No.


         Telephone No. 

Mailing Address                                                                               

                                                                           

Certificate in:


Leadership




Planned Program of Study

Date








(Submitted first semester of enrollment)
Family Nurse Practitioner


Final Program of Study


Date 








(Submitted semester prior to graduation)


Previous Masters in Nursing From      




        Date 

Date of Admission to Graduate School


Major Advisor






List below all courses that you wish to apply to you certificate including electives

Dept/No
Title



Crs

Dept/No
Title



Cre


Courses taken at ISU:




  
Waivers/substitutions:








Total 500 Level:

Total 600 Level:

TOTAL CREDITS:



Student’s Signature





Advisor’s Signature                                             


Department Chair’s Signature




Graduate Dean’s Signature                                   

M.  Program of Study - Master’s Degreetc \l2 "N.  Program of Study - Master=s Degree
Program of Study - Master’s Degreetc \l2 "N.  Program of Study - Master=s Degree
Idaho State University - Graduate School

Program of Study

College of Health Professions - Department of Nursing


This Form Must Be Typed

Name





Student No.


Telephone No




Mailing Address














Date of Admission to Graduate School



Major Advisor






Required for final program only:

Committee Chair





Second Member




 


Master of Science in:


Leadership in Community Based Nursing

Planned Program of Study

Date








(Submitted first semester of enrollment)


Family Nurse Practitioner


Final Program of Study


Date








(Submitted semester prior to graduation)


List below all courses that you wish to apply to your degree including thesis, masters project and/or electives.

Dept/No        Title                     Crs.                             Dept/No             Title

Crs.


Courses taken at ISU:

Courses transferred from other institutions:

Waivers/substitutions:

Thesis Option






Total 500 Level:

Non-Thesis Option

Total 600 Level:

TOTAL CREDITS:



Student’s Signature





Advisor’s Signature                                              


Department Chair’s Signature




Graduate Dean’s Signature                                  
N.  Incomplete Course work Formtc \l2 "O.  Incomplete Course work Form
Idaho State University

Department of Nursing
Incomplete Course work

Note:
This form is to be completed by the faculty member responsible for the course in which a student has been assigned an INCOMPLETE in lieu of a course grade.  One copy is to be given to the student; the second copy is to be retained in the student’s file.

Student                                                                                             Student Identification No.                                        

Date form completed                                                                     







Course Number/Title                                                                     
Credit Allocation                                           

Semester                                                                                         
Academic Year                                              

Outstanding Course Requirements:




                                                                       

Date Requirements Due




Date Requirements Completed                                     


Signature of Faculty Member



Signature of Faculty Member                                        

Signature of Student




Signature of Student                                                     

1/22/90

dc: 12/90; 5/93

O. Request for Leave of Absence

Idaho State University

Department of Nursing

Request for Leave of Absence from the Graduate Program

Student’s Name____________________________________ Student No.________________

Address ____________________________________________________________________

Telephone __________________________________  Option _________________________

I request a leave of absence from studies for:


[    ]  The semester from [date] __________ to [date] ___________


[    ]  The academic year from [date] __________ to [date] ____________

Reason for request:  __________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Student’s Signature _________________________________ Date _____________________

Advisor’s Signature _________________________________ Date _____________________

Graduate Committee Decision: [   ]  Approved     [   ]  Denied

Graduate Committee Chair’s Signature ___________________________________________

Date of decision  ___________________________

Procedure:

1. Complete all information requested.

2. Sign and date form.

3. Complete reverse side of form.

4. Obtain signature of your advisor who will present petition to Graduate Committee.

5. You will be notified of the committee’s decision.

Please check the courses you have completed

Core Courses

[    ] 602 Health Policies & Issues





[    ] 604 Health Promotion Disease Prevention



[    ] 607 Theoretical Foundations in Nursing

[    ] 608 Contemporary Family Nursing

[    ] 610 Research Formulations Nursing

[    ] 612 Primary Health Care Rural Community

[    ] 621 Advanced Nursing Roles

[    ] MPH 602 Biostatistics I

[    ] MPH 603 Biostatistics II
Option Courses

 



Family Nurse Practitioner Option




[     ] BIOS g463 Human Pathophysiology (Prerequisite)




[     ] 611 Advanced Health Assessment






[     ] 645 Pharmacology







[     ] 617 NP Clinical I







[     ] 618 NP Clinical II




[     ] 650/651 Thesis/Project




[     ] Other:  Please List







         ___________________




         ___________________




         ___________________

Leadership in Community-Based 





Nursing Option

[     ] 606 Community Assessment & Organization 




 


[     ] 637 Advanced Clinical I   






[     ] 638 Advanced Clinical II   






[     ] 641 Financial Management 






[     ] 650/651 Thesis/Project   










[     ] Other:  Please List



           _______________________




           _______________________




           _______________________

P.  Independent Study Contracttc \l2 "Q.  Independent Study Contract
Idaho State University

Department of Nursing

Independent Study Contract

Course Number/Title                                                                                     Credit Allocation                                        

Student                                                                                                          Student Identification No.                            

Date Requirements Due                                                                                                                                                   

Title and Purpose                                                                                                                                                             


Objectives                                                                                                                                                                         

                                                                                                                                                                                         

Assignment/Clinical Experience

                                                                                                                                                                                         

                                                                                                                                                                                                                                                                                                                                                                                  

Directions

                                                                                                                                                                                                                                                                                                                                                                                  

Evaluation Requirements

                                                                                                                                                                                                                                                                                                                                                                                   

Agreement






Completion


Student Signature
                                                                                          Student Signature                                       


Faculty Signature
                                                                                           Faculty Signature                                      

Date







Date



               

Grade





Q.  Student Exposure Report Formtc \l2 "R.  Student Exposure Report Form
Idaho State University

Department of Nursing

Student Exposure Report
Student’s Name:                                                                                   Student ID No.:                                                     

Permanent Address:                                                                                                                                                    

Client’s Name Address:                                                                                                                                                              

Date of Exposure:                                                                                 Time of Exposure:                                               

Agency and Unit on which exposure occurred:                                                                                                               

HIC status of source:


Positive, symptomatic with acute HIV symptoms, or preterminal




Positive, asymptomatic or known low titer


Negative, or client anonymous (HIV PEP not recommended)


Unknown

Type of Exposure:

Percutaneous


Device used in client’s artery or vein; or, visibly bloody.


Deep I.M. injury


Superficial injury

Mucosal


Large volume of source fluid, or prolonged contact


Small volume and brief contact

Skin


Non-intact skin, or large volume (of source client’s fluid), or prolonged contact, or extensive area.


Intact skin, small volume, and brief contact.

Source Material


Blood, or serum

Non-infectious




Comments


Amniotic fluid

(HIV PEP not recommended)

 


CSF



Saliva



 


Pericardial fluid


Sputum




 


Peritoneal fluid


Stool






Synovial fluid


Sweat




 


Semen or vaginal fluid

Urine




 


Pleural fluid


Vomitus



 


Contains visible blood






Comments:

Source Data

                                                                                                             

Name of person filing report






Date

Signature























7

