
Name:  ______________________________________ 

Date:  _______________________________________ 

 

Unsafe Clinical Elements Remediation Form 

 

Nature of occurrence  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Level of occurrence  _______________________ 

 

Course of Action/Remediation 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Student’s Plan for Improvement (student must complete this section) 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

 

________________________________    ________________________________ 

Student Signature      Preceptor Signature 


