
ARH Regional Medical Center  
Southeast KY AHEC Student Observer  

Data Sheet  
 
 

       Date________________________ 
 

Name____________________________________ Email address_________________ 
 
Address__________________________ City_____________ St______ Zip_________ 
 
Home Phone_____________________ Work Phone___________________________  
 
Parent’s/Spouse Name___________________________________________________ 
 
Parent’s/Spouse Address_____________________Phone______________________ 
 

If the observer is a high school, college, or medical student, complete this box: 
 

School_____________________________________________________________ ___ 
 
School’s Address_______________________________________________________ 
 
Guidance counselor/advisor______________________________________________ 
 
Program of study_______________________________________________________ 
 
School Year Status______________________________________________________ 
 

 
 

If the observer is a Health Care Worker, complete this box:  
 

Place of employment____________________________________________________ 
 
Work Phone____________________________________________________________ 
 
Professional Certificate__________________________________________________ 
 
Professional License/Certification Number__________________________________ 
  

 
Reason for observing:___________________________________________________ 
 

 
 
 
Revised June 9, 2005 
 


