
Nominator  Name:__________________________________________________________________________

Title:________________________________Hospital:____________________________________________

E-mail:________________________________________________Phone:_________________________

Address:_________________________________City:___________________State:_____Zip:__________

Nominee Name:___________________________________________________________________________

Nominee Name  Pronunciation:________________________________________________________________

Title:________________________________Hospital:____________________________________________

E-mail:________________________________________________Phone:_________________________

Address:_________________________________City:___________________State:_____Zip:__________

Preceptor Award recognizes those dedicated to the growth and support of clinical staff. Preceptors work with 
employees new to the profession, the organization and those re-entering the profession or transitioning.

Criteria:
• Education commensurate with preceptor role 
• Attend at least one North Texas Preceptor Academy 
• Precepted at least 3-5 individuals in a two-year period
• Sets high standards and serves as ideal role model
• Employee of DFWHC-member hospital and is a non-management level employee
• Include a letter of recommendation from nominator or a preceptee

Only one nominee per hospital or school. Deadline for nominations is Friday, March 10, 2017. Please e-mail. 
After receiving application and form letter, nominator will receive e-mail confirmation. 

Please return these items: _____Nominee Application   _____Nominee Photograph   

    _____Form letter of Recommendation _____Photo Release
E-mail to: 
Workforce@dfwhcfoundation.org

For information contact:
Jordania Lilly or Sally Williams at 972-719-4900 

Preceptor Nominee

April 21, 2017

21st Annual
Employee of the 
Year LuncheonDON’T STOP

BELIEVING
in the Power of You!
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