PRECEPTOR INCENTIVE REQUEST FORM

MEMORIAL HEALTHCARE SYSTEM

_______
Memorial Regional Hospital

_______
Memorial West Hospital

_______
Memorial Pembroke Hospital

_______
Joe DiMaggio Children’s Hospital at Memorial Healthcare System

	NOTE: THIS FORM IS TO BE COMPLETED BY THE NURSE MANAGER 

	NAME OF PRECEPTOR: _________________________________________________

POSITION: ________________   DEPT: _____________ / COST CENTER: _________

EMP # / SSN: ____________________________   TODAY’S DATE: _______________



This is to verify that I have successfully preceptored ________________________, RN








                 (new employee)

and that all applicable documentation has been completed.

	ELIGIBILITY

	                                             $100     

                                             $500     

 
	Experienced RN

Nurse Intern


I understand that my bonus must be taxed in accordance with the Internal Revenue Service regulation.

The preceptor Bonus Program may be continued, revised or discontinued at the discretion of the Memorial Healthcare System.

_____________________   _____________
______________________________     
Preceptor

   Date



Nurse Manager

