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CLINICAL GOALS 

 
 

CLINICAL PRACTICA 
 I. II, III, IV 

 
 
Student’s Name ________________________________________________________  
 
Date of Clinical ________________________________________________________ 
 
Facility/Site Name ______________________________________________________ 
 
Address _______________________________________________________________ 
 
 
To be completed prior to start of practicum 

1. Clinical experience to date: (include prior practica and jobs) 
 
 
 
 
 

2.  Goals/objectives for this practicum: 
 
Goals Met 

 
Not Met 

a. 
 

 
 

 
 

b.   

c.   

d.   

e.   

 
3.  Procedures/patient profile I feel comfortable doing:  (refer to self-assessment to complete) 

 
 
 
 
 

4. Procedures/patient profile I would like further experience with (refer to self –assessment to 
complete). 
 
 
 
 

 


