
JOB SHADOW REQUIREMENTS 

The West Holt Medical Services' job shadow program is a great way to gain a better understanding of 
a career in healthcare. This opportunity is available to ages 16 and above.  

Our job shadow experience is a 4-12 hour observation of a specific healthcare career or department 
within West Holt Medical Services. 

In order to participate in the WHMS Job Shadow Program you will need to submit the following 
documents to our HR department for approval: 

 Produce a copy of current Flu Shot if available.
 Job Shadow Application
 Photo & Video Release Form
 Release of Liability Form

Please return all documents listed above to: 

West Holt Medical Services 
Attn: Human Resources 
406 West Neely Street 
Atkinson, NE 68713 

OR 

Email Human Resources thornburgk@westholtmed.org. 

Every effort will be made to accommodate your requested dates/times and department 
preferences. However, please know that we reserve the right to deny a request at our discretion. We 
do not allow shadowing of high risk areas including: Surgery, Laboratory, Imaging or areas where 
isolation precautions are in place. 

Once your application has been reviewed and approved, you will be contacted by the team leader of 
the department you have requested to job shadow with. This process may take up to two weeks. The 
day of your shadow experience a brief orientation will be conducted with the Team Leader to sign 
additional required documents. 

If you have any other questions regarding our job shadow experience, please contact HR at (402) 
925-1946.
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JOB SHADOW APPLICATION 
 

NAME:  
 

DOB & AGE: 
 

 
MAILING ADDRESS:  

 
CITY & STATE: 

 
ZIP CODE: 

   

CELL PHONE: 
 

EMAIL ADDRESS: 
 

HIGH SCHOOL / COLLEGE:  
 

INTENDED CAREER / MAJOR:  
 

 

EMERGENCY CONTACT 

NAME:  
 

PHONE: 
 

 
THE FOLLOWING AREAS ARE AVAILABLE SHADOWING:    
 
Please select the area you wish to shadow (choose 1)   
 NURSING  NUTRITIONAL SERVICES 
 HOSPITAL ADMINISTRATION  OCCUPATIONAL THERAPY 
 NURSING  PHARMACY 
 PRIMARY CARE CLINIC PROVIDER  PHYSICAL THERAPY 
 INFORMATION TECHNOLOGY  RESPIRATORY THERAPY 
 MEDICAL RECORDS  SOCIAL SERVICES 
 SPECIALTY CLINIC PROVIDERS  BUSINESS OFFICE 

 
EMPLOYEE YOU WISH TO SHADOW: ___________________________________________ 
 
WHY DO YOU DESIRE TO SHADOW THIS AREA / POSITION?   
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
DATE YOU WISH TO SHADOW:  (Please list in the order of preference) 
 
1.  2.  3.  
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Photo & Video Release 
For Media/Public Relations, Education, Fundraising and Marketing Purposes 

 
First & Last Name______________________________________________________________ 

Address___________________________ City_______________ State____ Zip_____________ 

Phone Number _________________  Email _________________________________________ 

    
I authorize West Holt Medical Services the use and/or disclosure of photography and video of me 
as described below.  I have been advised of my right to refuse such requests and waive these 
rights. I understand these photographs, interviews and/or videos are to be used with the intent of 
promotion of West Holt Medical Services’ programs and services. Furthermore, I release West 
Holt Medical Services from all responsibilities concerning the use of these photographs, 
interviews, and/or videos for the express purpose of advertising or marketing on behalf of West 
Holt Medical Services.  
 
Mediums in which photographs or interviews may be used include: 

 
Please check all that apply. 
 
_____ Print (newspaper, newsletter, letter, brochure, ads, publications etc.) 

_____ Television (commercial, training video, etc.) 

_____ Website (westholtmed.org) 

_____ Online and Social Media (Online ads, Education, Facebook, Twitter, You Tube, etc.) 

 
Name (Printed): _______________________________________________________ 
 
Signature: ___________________________________ Date: ___________________ 
 
Under 19 years of age, a parent or legal guardian signature is required. 
 
Parent/Legal Guardian Signature: _________________________________________ 
 
Print Name: _________________________________ Date:_____________________ 
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AFFIRMATION AND RELEASE OF LIABILITY 
 

 
I, the undersigned, do hereby acknowledge that I am cognizant of and understand that 
there are inherent dangers in participating in the West Holt Medical Services' Student 
Job Shadow Program, which includes, but is not limited to encountering experiences 
which may be relatively new and may be taxing on the senses and also being around an 
environment that has sick and/or injured patients.   
 
In consideration of participating in this program, I hereby assume all risk in connection 
with any of the above mentioned activities, situations and to being present at any of the 
facilities of West Holt Medical Services. I hereby release West Holt Medical Services, its 
administration, board of directors, employees, and agents from any and all liability 
related to participation in the West Holt Medical Services' Student Job Shadow 
Program. 
 
I further state that I am I am of lawful age, and I am competent to sign this Affirmation 
and Release of Liability form; that I understand the terms herein are contractual, and not 
a mere recital; and that I have signed this document as my own free will.  I am fully 
informed of the contents of this Affirmation and Release of Liability, as I have read it 
before I have signed it. 
 
 
______________________________________  _________________ 
Signed        Date 
 
______________________________________   
Print Name         
 
 
Under 19 years of age, a parent or legal guardian signature is required.  
 
I hereby give permission for my child to participate in the West Holt Medical Services' 
Student Job Shadow Program and have read and agree to the above statements. 
 
______________________________________  _________________ 
Parent / Legal Guardian Signature    Date 
 

___________________________________________   
Print Name 
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