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National Association for Clinical Education in Physiotherapy


                                                                                   Association Nationale d’Éducation Clinique en Physiothérapie


PROFESSIONAL PRACTICE SITE PROFILE

PURPOSE

The purpose of this profile questionnaire is to provide information on physical environment, equipment, type of clinical experience, staffing and numbers of students that may be accommodated by your facility.  The information collected may be used by students when selecting placement facilities and for accreditation purposes.
SECTION ONE – FACILITY

	1.  
Name of Facility/Agency:
	


	2.  
Facility/Agency Address:
	


	3.  
Community:
	


	4.  
Telephone:
	
	
	

	
	(Area Code)
	(Number)
	(Ext.)


	5.  
Facsimile:
	
	

	
	(Area Code)
	(Number)


	6.  
Website Address:
	


7.
Name of Centre Coordinator of Clinical Education (CCCE): 

	


	8.
CCCE Email:

	


	9.
Name of Alternate Contact when CCCE 
unavailable
	


10.
Type of Facility:


□
Hospital



□
Rehabilitation Hospital or Clinic


□
Long Term Care Facility

□
Chronic Care


□
Private Practice


□
WSIB Community Clinic


□
WSIB Regional Eval. Ctr.

□
Children’s Treatment Centre


□
Community Agency


□
Home Care


□
Disability Assessment Ctr.

□
Other: (specify)
11.
Is the facility accredited?




□  Yes

□  No

	If yes, what is the accrediting body:
	

	Term:
	


12. 
Does your facility/agency carry liability insurance?

□ Yes

□  No

13.
Method of Referral:
□  
Physician



□  
Self Referral



	□  
Other (specify):
	


14.
Does your facility have a Quality Assurance Program?
□  Yes

□  No

	Details:
	


15.
Does your facility have a statement of philosophy regarding student education?


□  Yes

□  No


	Details:
	


16.
Does your facility have a Continuing Education Program?
□  Yes

□  No

	Details:
	


17.
Does your facility have an organizational chart?

□  Yes

□  No
18.
What is your facility’s mandate (if applicable) (specify):
	

	


19.
What is your facility’s mission statement (if applicable) (specify):
	

	


20.
Does your facility have access to Continuing Professional Education resources?


□  Yes

□  No

(Specify):
□
On-site Librarian








□
Medical Library








□
Journals








□
Internet
	Other:
	


21.
What charting methods are used by your facility:


□
Electronic Charting


Is training student available?



□  Yes

□  No
	Details:
	



□
Clinic Developed Forms


□
Blank Form (SOAP)

□
Blank Form (DARP)

□
Standard forms (example:  McKenzie)
	Specify:
	


22.
Does your facility use Outcome Measures?

□  Yes

□  No

	
□  
PSFS
	□
Timed Up & Go (TUG)

	
□ 
Oswestry Neck
	□
SF - 36

	
□
Oswestry Back
	□
Borg’s Scale of Exertion

	
□
DASH
	□
Functional Independence Measure (FIM)

	
□
LEFS
	□
Chedoke – McMaster Stroke Assessment

	
□
Roland - Morris (back)
	□
WEEFIM

	
□
Berg Balance Scale (BBS)
	□
AIMS

	
□
Six Minute Walk
	□
Peabody

	
□
Other   (specify):
	
	


23.
Does your facility have a specific dress code? 
□  Yes

□  No
	Specify:
	


24.
Is parking available on-site?



□  Yes

□  No

	25.
Is there a fee for student parking?
	□  Yes

	 □  No
	Amount:
	


SECTION TWO – STAFFING

1.
What is the number of full complement/FTE’s?

	

	Physiotherapists

	
	Occupational Therapists

	
	Speech Language Pathologists


2.
What is the number of employed for the following positions?

Full Time






Part time

	
	Physiotherapists
	

	
	Occupational Therapists
	

	
	Speech Language Pathologists
	


3.
What is the number of employed for the following positions?

	
	Aides/Assistants

	
	Secretarial Staff

	
	Kinesiologists


	Other (specify):

	


4.
Do members of your staff have experience in clinical teaching? 
□  Yes

□  No

SECTION THREE – FACILITY/AGENCY HEALTH AND ADMINISTRATION REQUIREMENTS

1.
Is a criminal reference check required?

□  Yes

□  No


If so, indicate the following the following type:
□  Basic
□  Vulnerable Sector
	How recent must the record check be? (specify):
	



Is proof of record check required in advance?
□  Yes

□  No

2.
Is fit mask testing required?



□  Yes

□  No


If so, is it required in advance?


□  Yes

□  No


Does your facility provide mask fit testing 

to students?





□  Yes

□  No

3.
Is privacy legislation education required?

□  Yes

□  No


If so, is it required in advance?


□  Yes

□  No


Does your facility provide privacy legislation 


education to students?



□  Yes

□  No

4.
Is proof of immunization required for the following:



Annual Influenza




□  Yes

□  No


TB skin test, with chest X-ray if required

□  Yes

□  No


Rubella Titre





□  Yes

□  No


Rubeola Titre





□  Yes

□  No


Mumps Titre





□  Yes

□  No


Varicella Titre





□  Yes

□  No


Hepatitis B Titre




□  Yes

□  No


Tetanus





□  Yes

□  No

5.
Does the above immunization information need to be provided to the facility in advance of 
a student’s clinical placement?


□  Yes

□  No

	6.
Does your facility require specific ID tags?

□  Yes

□  No
If so, is there a cost to the student?
	□  Yes

	□  No
	Amount:
	


7.
Are there any accessibility issues which may preclude students with the following 
impairments from completing a placement in your facility?

□  Yes

□  No 


Mobility issues (wheelchair, walker, or crutches)


□  Yes

□  No


Visual impairments






□  Yes

□  No


Hearing impairments






□  Yes

□  No


Is an Accessibility Plan for your facility available on your website?
□  Yes

□  No


	Specify:
	


SECTION FOUR – PHYSICAL ENVIRONMENT

	1.
What is the estimated total area for treatment within your facility?
	


	2.
What is the number of private treatment areas within your facility?
	


3.
Does your facility have a gym/exercise area?


□  Yes

□  No
	What is the size of the area?
	


4.
What does your facility provide for in terms of exercise therapy? (check all that apply)

□
Mats


□
Treadmills

□
Other



	□
Exercise bikes
	□
Traction units 
	(Specify:)
	



□
Parallel bars

□
Weights/pulleys


5.
What does your facility provide for in terms of hydrotherapy? (check all that apply)
	□
 Whirlpool
	Size:
	

	□
Hubbard Tank
	Size:
	

	□
Pool
	Size:
	


6. 
What Treatment Modalities are available within your facility? (check all that apply)


□
Hydrocollators

□
Shortwave diathermy

□
Ultrasound


□
Cold pack units
□
Ultraviolet


□
Wax baths


□
Interferential

□
Biofeedback


□
Infra red lamps


□
TENS


□
Muscle stimulation (NMES)
□
Laser
	□
Acupuncture
	□
Other (specify):

	


9.
Is there a staff charting/clinical recording area?

□  Yes

□  No


10.
Is there an area for students?




□  Yes

□  No

11.
Is there computer access for students in the department?
□  Yes

□  No

SECTION FIVE – STUDENT EXPERIENCE

1.
Is travel required as part of the student’s placement?
□  Yes

□  No


If yes, does the student require a vehicle?


□  Yes

□  No


Will overnight accommodations be required?

□  Yes

□  No


If a student chooses to use her/his own vehicle and is required to transport a client, does the student require a two million dollar Personal Liability?
□  Yes

□  No

2.
Which experience(s) may be available to a student during their placement at your facility? 
(check all that apply)


□
Orientation



□
Interview patients


□
Review files and reports

□
Give student in-services/case 








presentation


	□
Perform physical assessments
	□
Other     (specify):
	



□
Plan/execute treatment program
3.
What other health care professionals may a student work with during a placement?


(check all that may apply)


□  Audiologist



□  Psychologist


□  Social Services

□  Community Support Worker 
□  Psychometrist


□  Teacher/Principal
□  Occupational Therapist

□  Physician



□  Vendor

□  Nurse



□  Physiotherapy aide/assistant
□  Vocational Rehab
□  Orthotist



□  Physiotherapist



Counselor
□  Pastoral Care 


□  Radiology Tech


□  WSIB

□  Pharmacist



□  Recreational Therapist




□  Psychiatrist



□  Speech-Language Pathologist



	□  Other (specify):
	


4.  
What miscellaneous opportunities may be available to a student during a placement?

□
Other facility visits (specify):

□
Other department visits (specify):

	
	
	


□
Interprofessional education programme
□
Videoconference access

	□
Observe surgery
	□
Other 
	(specify):
	


5.
Does the community offer any of the following services: (check all that may apply)


Public Transportation


□  Yes

□  No



Fitness Facility


□  Yes

□  No


Public Pool



□  Yes

□  No


Hiking/Biking Trails


□  Yes

□  No




 
	Website:
	□  Yes
	□  No  
	

	Other recreational activities (specify):
	

	
	


6.
What learning opportunities are available in the primary services listed below?  

Please describe in terms of estimated percentage of full placement potential for each of the areas and possible hours of operation that the student may be expected to work. Major (shaded) headings may be appropriate for most smaller facilities, whereas a more specific breakdown may be appropriate for larger centres or specialized clinics. 

	
	100 %
	75%
	50%
	Other %
	Hours of Operation

	CARDIO-RESPIRATORY
	
	
	
	
	

	Medical
	
	
	
	
	

	Surgical
	
	
	
	
	

	ICU
	
	
	
	
	

	Cardiac Care Program
	
	
	
	
	

	Outpatient Program
	
	
	
	
	

	Chronic Respiratory Rehab
	
	
	
	
	

	NEUROLOGY
	
	
	
	
	

	Acute Neurology/Surgery
	
	
	
	
	

	Rehabilitation
	
	
	
	
	

	Speciality Program
	
	
	
	
	

	Spinal Cord Injury
	
	
	
	
	

	Acquired Brain Injury
	
	
	
	
	

	ORTHOPAEDICS
	
	
	
	
	

	Inpatient Orthopaedics
	
	
	
	
	

	Outpatient Orthopaedics
	
	
	
	
	

	General – mixed
	
	
	
	
	

	Sports Injuries
	
	
	
	
	

	Rheumatology
	
	
	
	
	

	Amputee Program
	
	
	
	
	

	SPECIALITIES
	
	
	
	
	

	Paediatrics
	
	
	
	
	

	Geriatrics
	
	
	
	
	

	OTHER (INCLUDING SPECIAL PROGRAM, I.E. ASTHMA CLINICS)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


7.
Does your facility have placement objectives for each of the above learning opportunities?

□  Yes

□  No


If so, please describe:

	

	

	



Please provide any additional information you feel may be useful:

	

	

	


Please provide any information pamphlets or brochures regarding your clinic for distribution to students.

This form was completed by the following:


	Name:

	


	Position:
	


	Contact (telephone):
	


	Email address:
	


	Date:

	


8. Return of Questionnaire
Thank you for completing this form. Once the SPT receives this completed document, the  ACCE, Ann MacPhail will contact you to arrange a visit to you’re facility in order to answer any questions and to provide you with some basic information related to UWO physical therapy clinical placements.   If you have any questions and/or concerns, please contact :
Ann MacPhail, PT, MSc 

Academic Clinical Coordinator of Education

School of Physical Therapy

Ph
519-661-3368

Fax
519-661-3866

Email
amacpha3@uwo.ca

Please return this completed form by mail or email to:

Donna Beer

School of Physical Therapy

Faculty of Health Sciences

University of Western Ontario

London, ON, N6G 1H1

Email:

dbeer@uwo.ca
Thank you for your interest in the clinical education of physical therapy students
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