
 
Clinical Faculty Request Form 

 
Name:______________________________________ Employee I.D. Number___________________ 
 
 
Date of Birth:_________________ Requesting Department:__________________________________ 
 

Length of Contract: (Fill in year) 
A new form must be filled out each semester and returned to the Wildcard office to reactivate a card. 

 
 

Fall:______________       Spring:_______________        Summer:_______________ 
 
Department Head: (Print Name)_________________________________ Phone Number:___________ 
 
 
Department Head Signature:____________________________________ Date:___________________ 
 
 
Clinical Faculty Signature:______________________________________Date:___________________ 
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