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Healthcare Administrator Job Shadowing Participant (Junior USPHS Officer)
	Contact Information

	

	Name
	

	Rank
	

	Position Title
	

	 Duty Station Address
	

	E-Mail Address
	

	Work Phone
	

	Availability

	Please select 2 days (Mark “1” for 1st choice and “2” for 2nd choice), you are available to participate in the Healthcare Administrator Shadow Week Pilot Program.  (If known, place specific dates next to days of availability.)

	 MACROBUTTON  DoFieldClick ___ Monday (October 5)
	 MACROBUTTON  DoFieldClick ___ Thursday (October 8)

	 MACROBUTTON  DoFieldClick ___ Tuesday (October 6)
	 MACROBUTTON  DoFieldClick ___  Friday (October 9)

	 MACROBUTTON  DoFieldClick ___ Wednesday (October 7)
	


	Motivation

	Please describe why you think participating in the Healthcare Administrator Shadow Program will assist in your career development. Include any career areas you would like to explore.

	


	Expectations

	What do you expect to gain from the shadowing experience?  What areas within the realm of health administration would you like to be exposed to? 




	Supervisor Approval

	Approval of your supervisor is necessary to participate in the Shadowing Program. By submitting this application, I affirm that I have received my supervisor’s approval to participate in the program. 

	Officer’s Name 
	

	Signature
	

	Date
	

	Supervisor’s Name
	

	Signature
	

	Date
	


