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Job Shadow Information   

All Job Shadow experiences are coordinated through the Professional Development Department. 
 

 

 

For questions, please contact: 
 

Professional Development Department 

928-537-6368 

 

Or email the Clinical Coordination Team at 

clinicalcoordination@summithealthcare.net 
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Job Shadow Information    

 General Information 

 

Summit Healthcare has established a Job Shadow program to provide individuals with an interest in pursuing 
education and/or careers in healthcare, to spend a specified amount of time with a healthcare professional.  
Most individuals that participate in the Job Shadow program are students, however being a student is not a 
requirement.  The minimum age of an individual requesting a Job Shadow experience is 15 years old.  If the 
requesting individual is under 18 years old, signed parental/guardian permission is required.  A maximum of 
three Job Shadow experiences are allowed, with a maximum time length of 8 hours for each experience; 4 
hours if individual is less than 18 years old.   

JOB SHADOW EXPERIENCES ARE OBSERVATION ONLY.  Participants in a Job Shadow experience cannot 
participate in any patient care or procedures.  Participants are not allowed to enter any patient room or area 
that has isolation precautions in place (contact, droplet, airborne, special precautions).  There is no 
compensation for Job Shadow experience participants and all Job Shadow experience participants must be 
with their Job Shadow Preceptor at all times. 

All Job Shadow experience requests must be approved by three entities:  1) the Department Director/
Manager or designee in which the Job Shadow experience is being requested 2) the Professional 
Development Department designee(s) and 3) the person whom the individual will be job shadowing; referred 
to as the Job Shadow Preceptor.  Summit Healthcare takes all precautions to provide individuals with a 
valuable experience while ensuring and maintaining patient information confidentiality and protection.   

Job Shadow experiences may be rescinded at the discretion of the Department Director/Manager in which 
the Job Shadow experience is to take/is taking place, the Professional Development Department designee(s), 
or the Job Shadow Preceptor.  Job Shadow experiences may be limited during Flu Season; approximately 
October through April of each year.  

The following Departments require special authorization to allow Job Shadow experiences: 

• OR (surgery operating room) 
• OB (obstetrics) and Nursery 

• Emergency Department 
• Behavioral Health (not allowed for Shadow experiences) 

Job Shadow experience participants must adhere to the following general requirements while shadowing: 
• Wear the Summit Healthcare provided ID badge at all times. 
• Cannot participate in any patient care or procedures. 
• Will not use any personal communication device while shadowing. 
• Adhere to the dress code of business casual; no scrubs, lab coats, or other attire that indicates the 

participant as a healthcare provider. 
• Proper attire will be provided in specialty areas if necessary, e.g. OR scrubs. 



 

Job Shadow Information    

 Required Documentation 

To meet safety and regulatory requirements, Summit Healthcare requires individuals requesting a Job 
Shadow experience to provide the following information and documents.  This information must be 
submitted and reviewed prior to confirmation of any Job Shadow experience. 

• Completed Job Shadow Experience Application. 
• Signed parental or guardian permission (if individual is under 18 years old). 
• Demographics:  full legal name, date of birth, email address, phone number. 
• Preferred dates and times for a Shadow experience. 
• Requested department and job role for a Job Shadow experience (if known). 

• If a specific person to Job Shadow is requested, the name and contact of the person is 
required. 

• Signed Workforce Member HIPAA and Confidentiality Agreement. 
• Make sure to view the video via the link within the document. 

• Proof of Immunizations. 
• MMR (measles, mumps, rubella) or positive antibody levels 

• History of Varicella or Varivax (chicken pox or Chicken pox vaccine) 
• Tetanus/Tdap 

• HepB (hepatitis B) 
• Proof or Declination of COVID vaccination. 
• Proof or Declination of Influenza vaccination (required if experiences are Oct—April). 
• TB test. 

• PPD skin test within 6 months of date of Shadow experience. 
• This can be completed at Summit Occupational Health for a fee (~$30) 
• Occupational Health Department  

• 4951 S. White Mountain Rd. Bldg A 

• Show Low, AZ  85901 

• 928-537-6949 

• Quantiferon Gold blood test (within 2 years) or Chest X-ray. 
• T-SPOT TB test. 



 

Job Shadow Information    

 Job Shadow Permission for an Individual Less than 18 years old 

Individual’s Name  _________________________________________________________________________ 

 

Individual’s Address  ________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 

Individual’s Date of Birth  ____________________________  Individual’s Age  _________________________ 

 

Emergency Contact Details: 
 

Name  __________________________________  Relationship  _____________________________________ 

 

Phone (cell) ______________________________  Phone (other)  ____________________________________ 

 

I give permission for ________________________________________________________________________ 

to participate in a Job Shadow experience and for the information to be held and used by Summit Healthcare.  
I give permission for medical attention to be sought in case of emergency.   
 

Signature  ____________________________________________________________  Date  _______________ 

 

Printed Name  _______________________________________________  Relationship  __________________ 



      

 

 

 

 

Job Shadow  Program Application Form

Full Name:

Are  you 15 – 17 years of age?        ⃝         ⃝  Date  of Birth:

Yes         No

Home Address:

E-Mail Address:

Contact  Phone  Number:

School Currently Attending (if applicable ):

Very brie fly describe  your career goals and what  you hope  to achieve  during your shadowing

experience :

Please  list  the  job roles and/ or areas you would like  to shadow:

Please  write  the  name and phone  number (if applicable ) of any specific person you would like  to

shadow, and if you have  already discussed shadowing with them.





 
 

COVID 19 Vaccine Declination Form 

 

I understand that Summit Healthcare Association (SHA) requires that I receive the COVID-19 

vaccine to protect myself, patients, staff, and others in our work settings and surrounding 

community.  I have declined to receive the COVID-19 vaccine for medical or religious reasons.  I 

acknowledge that COVID-19 vaccination is recommended by the Centers for Disease Control 

and Prevention (CDC) for all health care employees to prevent infection from transmission of 

COVID and its complications, including death, to patients/residents/clients, my co-workers, my 

family and my community.   

I decline the offer of vaccination for the following reason: 

□ I have a medical contraindication to receiving the vaccine: 

Healthcare provider Name & signature of validating the medical contraindication (required): 

Provider Name:  _________________________  Date:  _______________ 

 Signature: _________________________ 

 

□ My religious beliefs prohibit vaccination.  Please explain: 

    ____________________________________________________________________________ 

 

□ Other:  Must Explain: 

  _____________________________________________________________________________ 

 

Employee: ________________________  Department: ________________________ 

Signature: ________________________  Date: _______________ 
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