
APPENDIX B  

 

Prescribing Health Care Provider Report   

 

Name (Print Patient’s Full Name/Date of Birth): ______________________________________ 

   

List prescribed medications:   

  

• Release by health care provider for patient to attend Clarkson College clinical 
experience in health care and/or other clinical agency.   

Health Care Provider’s Name (printed) : __________________________________________ 

  

Health Care Provider’s Signature:  ________________________________________________ 

  

   

  

  

 VPAA Form 1 – Prescribing Form  

 


