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Trainee Qualifications And Credentials Verification Letter 
[Name of School]
[Discipline of Study or Specialty]


  [Prepare letter on your school’s official letterhead – then delete this line]
TRAINEE QUALIFICATIONS AND CREDENTIALS VERIFICATION LETTER
FOR TRAINEES SPONSORED 
BY AN AFFILIATED PROGRAM OR INSTITUTION 

[Department, Program, or Sponsoring Entity]
[School’s Mailing Address]
[City, State, Zip Code]


SUSAN PARKER, RN-BC, MSN
Nurse Residency Coordinator
VASTLHCS/ Nursing 118JC
915 North Grand Blvd.
St. Louis, MO 63106


Dear Ms. Parker:

1. I certify that the information identified below has been verified for the trainees who are listed on the Attachment1 and who are scheduled to receive all or part of their clinical training at the VA St. Louis Health Care System:
	Starting Date:
	
	Ending Date:
	



2. In addition, I certify that these trainees:
a.  Are enrolled in the designated training program and have met the criteria for this  level of training; 
b.  Have satisfactory health to perform the duties of the clinical training program;
c.  Have had tuberculin testing as appropriate to the Center for Disease Control (CDC) or VA facility standards;  
d.  Have had a hepatitis B vaccination or have signed declination waivers;
e.  Have had primary source verification of educational credentials as required by the admission criteria of the academic program;
f.  Have had primary source verification of current license(s), registration(s), including DEA registration, or certification(s) through the state licensing board(s) and/or national and state certification bodies as required by the academic program; and
g.  Have provided letters of reference as required by the training program;
h.  Have been screened against the Health and Human Services’ Health Integrity and Protection Databank (HIPDB) as appropriate for licensed trainees;
i.  Have been screened against the Health and Human Services’ List of Excluded Individuals and Intities (LEIE) for all trainees.

3. I will notify the VA Nursing School Affiliates Liaison within 72 hours of changes in either the status of individual trainees (i.e., academic probation, remediation, early withdrawal from the program) or adverse action that impacts on the trainee appointment or changes in health status that pose a risk to the safety of trainees, other employees, or patients.

4. I certify that all appropriate documents pertaining to the listed trainees are maintained on file and available to VA officials for review. 


1 NOTE:  Any trainee who does not meet all of the criteria or upon whom all primary source verification has not been accomplished should be processed on a separate TQCVL.  For any such trainee, the deficiencies or discrepancies should be stated explicitly (i.e., by exception) and an explanation provided.


	Signature of Sponsoring Entity Program Coordinator



	
	Signature of Nurse Residency Coordinator


	Date of Signature



	
	Date of Signature


Susan Parker, RN-BC, MSN

	Typed Name of Individual Signing Above



	
	Typed Name of Individual Signing Above


Nurse Residency Coordinator

	Typed Title of Individual Signing Above

	
	Typed Title of Individual Signing Above

	
Clinical Area:
Days and Hours of Clinical:
	


	Clinical Faculty Name:
	

	Trainee Name(s)
	Birthday 
MM/DD
	Degree Level or Postgraduate Year (PGY)
	Month/Year Scheduled to Graduate

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



