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	Student’s Name and Surname
	:
	

	Student ID
	:
	

	University Registration Date
	:
	











	GENERAL RULES TO BE FOLLOWED REGARDING CLINICAL PRACTICES

	Student;

	must adhere to the rules of the institutions where they carry out their clinical practice.

	is responsible for completing and submitting the required documents on time by the institutions they are assigned to.

	can perform the procedure under the supervision and knowledge of the charge nurse/nurse. 

	· in the event of a sharp’s injury, the student is responsible for following the guidelines on the last page and the protocols of the institution where their clinical practice takes place.

	· cannot accept guests during clinical practice hours.

	is not permitted to be in the hospital outside of clinic hours. 

	· cannot record video and audio during the clinical practice.

	· cannot use or disclose any patient and institutional/hospital data obtained during their studies on any platform outside of the educational context (including elevators, cafeterias, public transport, phones, the internet, social media, etc.). * 

	cannot take any documents, tools, or equipment outside the clinic.

	cannot consume tobacco, alcohol, etc. inside and around the hospital. **

	must sign in and sign out at the designated location and time specified by the institution where the clinical practice is conducted.

	· cannot sign on behalf of another person, nor can they have another person sign on their behalf.

	· cannot leave the clinic during practice hours without the knowledge of the charge nurse and not leave the practice area without the knowledge of nurse educator and the faculty.

	· must inform the department’s charge nurse, the nurse educator, and the faculty in the event of an extraordinary situation requiring them to arrive late to or leave early from the clinical practice area.

	is required to attend the entire clinical practice to be eligible for course evaluation and the exam.

	cannot split the day to take partial absences, ensuring the integrity of the clinical practice.

	must wear the official uniform designated by the university during clinical practice.

	cannot come to or leave the hospital with the clinical practice uniform.

	must pay attention to personal hygiene.

	· 
· *Turkish Penal Code Articles 135 and 136 (Please read.)
· **27 May 2008, Official Gazette No. 26888 (Please read.)








SKILL LIST
	SKILLS
	1. Practice
	2. Practice
	3. Practice

	Admission of the patient to the clinic and providing orientation  

	Date
	…. /… ./……….
	…. /… ./……….
	…. /… ./……….

	Approved by
(Full Name-Signature)
	
	
	

	Obtaining the patient’s anamnesis

	Date
	…. /… ./……….
	…. /… ./……….
	…. /… ./……….

	Approved by
(Full Name-Signature)
	
	
	

	Patient identification and wristband application

	Date
	…. /… ./……….
	…. /… ./……….
	…. /… ./……….

	Approved by
(Full Name-Signature)
	
	
	

	Assessment of vital signs in adults 

	Date
	…. /… ./……….
	…. /… ./……….
	…. /… ./……….

	Approved by
(Full Name-Signature)
	
	
	

	Assessment of vital signs in the pediatrics

	Date
	…. /… ./……….
	…. /… ./……….
	…. /… ./……….

	Approved by
(Full Name-Signature)
	
	
	

	Pain assessment with an appropriate pain scale in adults

	Date
	…. /… ./……….
	…. /… ./……….
	…. /… ./……….

	Approved by
(Full Name-Signature)
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	SKILLS
	1. Practice
	2. Practice
	3. Practice

	Assessing pain in the pediatrics using an appropriate pain scale 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by
(Full Name-Signature)
	
	
	

	Assessing fall risk in adults using an appropriate scale

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Assessing fall risk in pediatrics using an appropriate scale

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by
(Full Name-Signature)
	
	
	

	Accurate measurement and assessment of anthropometric measurements in the pediatrics (height, weight, and head circumference)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Accurate measurement and assessment of anthropometric measurements in adults

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Assessing growth and development using age-specific percentile curves.

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Collecting urine/stool/blood/sputum culture specimens from the adults

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Collecting urine/stool/blood/sputum culture specimens from the child

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	



	SKILLS
	1. Practice
	2. Practice
	3. Practice

	Oral mucous membrane assessment in adults

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Oral mucous membrane assessment in pediatrics

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Assessment of pressure injury risk 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Monitoring of fetal heartbeat

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Implementation of Leopold maneuvers

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Postpartum bleeding (hemorrhage) monitoring (Involution monitoring)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Pre-op patient preparation 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	







	SKILLS
	1. Practice
	2. Practice
	3. Practice

	Post-op patient follow-up (vital signs, bleeding)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	In-bed bathing (body, head)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Assisting with a bedpan and urinal

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Positioning in bed

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Assisting patient mobilization

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Transferring the patient from bed to chair and/or stretcher

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Active ROM exercises in bed

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Passive ROM exercises in bed

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	
Approved by 
(Full Name-Signature)
	
	
	




	Pelvic Floor exercises in bed

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by
(Full Name-Signature)
	
	
	

	Instruction on Kegel exercises in bed

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by
(Full Name-Signature)
	
	
	

	Performing breathing exercises

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by
(Full Name-Signature)
	
	
	

	Providing oral care 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Providing facial care

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Administering ocular care

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Head-to-toe care for the newborn 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Providing head-to-toe care for the child 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	
Approved by 
(Full Name-Signature)
	
	
	




	Calculation of medication doses for adults

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Calculation of medication doses for pediatrics

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	

	
	

	Preparation and administration of perioral medication

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Preparation and administration of medication from ampoules

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Preparation and administration of medication from a vial

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Intra-muscular (IM) medication administration 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Subcutaneous (SC) medication administration

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Intravenous (IV) medication administration

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	
Approved by 
(Full Name-Signature)
	
	
	




	Ophthalmic medication administration

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	


	Aural medication administration

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Nasal medication administration

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Topical medication application

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Rectal medication administration (suppository, enema, or rectal creams)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Vaginal medication administration (ovule, suppository, tablet, or cream)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Preparation and administration of inhaler medication

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Calculating and monitoring the infusion fluid flow rate in adults

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	
Approved by 
(Full Name-Signature)
	

	
	




	Calculation and monitoring of infusion fluid flow rate in pediatric treatment

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	


	Peripheral intravenous catheter insertion 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	IV catheter care

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Preparing the intravenous (IV) set and initiating the infusion.

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Removal of peripheral intravenous catheters

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Monitoring intake and output (I&O) in adults

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Monitoring of the intake and output (I&O) in pediatrics

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	

	
	

	Administering vaccines to pediatric patients in accordance with the established vaccination schedule.

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	
Approved by 
(Full Name-Signature)
	
	
	




	Monitoring and care of the incision site (bleeding, drainage, dressing)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	


	Chest tube monitoring and care

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Monitoring and care of closed suction drainage

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	PEG/PEJ care

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Colostomy/Ileostomy care

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Tracheostomy care

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Measuring blood glucose using a glucometer

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Episiotomy care

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	
Approved by 
(Full Name-Signature)
	
	
	




	Hygienic hand washing

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	


	Putting on and taking off personal protective equipment (mask, gown, protective goggles)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Opening and using sterile supplies

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Taking fall prevention measures (bed brakes, patient headboards)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Performing an ECG (adult or pediatric)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Initiating and maintaining nasal oxygen therapy 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	


	Initiating and maintaining oxygen mask therapy 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	


	Initiating and maintaining mechanical ventilator oxygen therapy 

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	
Approved by 
(Full Name-Signature)
	
	
	




	Administration and monitoring of blood and blood product transfusions

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	


	Maintaining patient monitoring

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Checking bedside devices/equipment (O2, aspirator, monitor, etc.)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Patient handover at the start and end of the shift

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Discharge education plan for adults

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Discharge education plan for pediatrics

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
	
	
	

	Educate the family (nutrition, toilet training, home safety, sleep, caregiving, medication use...)

	Date
	…. /…./……….
	…. /…./……….
	…. /…./……….

	Approved by 
(Full Name-Signature)
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