Macomb Community College
Respiratory Therapy Program

Physician Interaction Record

All information must be completed to receive point credit

Student’s Name: __________________________  Date: ______________

Name of Institution: _________________________

Time of Interaction: _________________________


Physician’s Name: __________________________

Topic: ____________________________________


	Type of Interaction
	Amount of Time Spent

	Patient Focused ____________
	

	Tutorial ___________________
	

	Small Group _______________
	

	Large Group _______________
	


Summary of Interaction:

________________________________________________________________________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Clinical Instructor/Preceptor’s Signature: _______________________________


Director of Clinical Education’s Signature: ______________________________


Points Awarded: __________________________________________________

