School letterhead

Department, Program, or Sponsoring Entity  

School’s Mailing Address

City, State, Zip code  

TRAINEE QUALIFICATIONS AND CREDENTIALS VERIFICATION LETTER (TQCVL)

FOR TRAINEES SPONSORED BY AN AFFILIATED PROGRAM OR INSTITUTION
Dear Service Director of Trainees:

____________________________________________________certifies that; ______________________ is enrolled into the 
School Name                                                                                                  Student Name 
____________________________________ and is in good standing at our university. _______________________                

School Program                                                                                                                                      Student Name
and meets the criteria to perform   ____________________ level of training.  In addition, this

                                                                                        PN, LPN, BSN, MSN, DNP            
 student has had primary source verification of educational credentials as required by the
 admission criteria of the affiliate’s training program.
  __________________________________ Holds primary source verification of current licenses
  School Name 
including provisional, temporary, or training licenses, registrations, or certifications 
through the state licensing boards and national and state certification bodies as required 
by the training program.  Credentials subject to verification include all prior or current 
licenses, certifications, or registrations in any clinical program.



  
1. Student clinical objectives support clinical placement preference in the following 

clinical area _________________________________________.   

_______________________________           ______________              _____________       __________     ___________
2. Preceptor or school instructor name  and phone number              clinical hours         start date            end date
3. Students are required to be up to date with their immunizations. 
VERIFICATION THAT IMMUNIZATIONS ARE UP TO DATE: 
Tuberculin (TB) test, Hepatitis B vaccination or have signed declination waivers, Chicken pox or chicken pox vaccine or have signed declination waivers.
         Signature of person and title attesting “this student required immunizations are current”.

4. Notification of changes:  we ask the school and or student to notify their Service Director of Affiliations where they are scheduled for their clinical rotation, (within 72 hours) of any changes in the academic status of individual trainees, adverse actions that affect the trainee appointment, or changes in health status that pose a risk to the safety of the trainee, other employees, or patients.

5. I certify that all documents pertaining to the listed trainee are maintained on file and available to VA officials for review. 

________________________________________________________________________
Name, title and phone number of the Sponsoring Entity
School Placement Coordinator
EACH CLINICAL ROTATION MUST BE REQUESTED 8 WEEKS PRIOR TO THE START DATE USING THIS FORM
TQCVL 
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