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MISSION 
The Department of Nursing, an integral component of the Donna and Allan Lansing School of Nursing and Health Sciences of Bellarmine University, prepares nurse leaders with a global perspective, capable of improving practice through sound nursing judgment and clinical scholarship. Consistent with Bellarmine’s Catholic values-centered education, graduates have the intellectual, moral, and ethical competencies to address health care disparities and improve health care outcomes. Intellectual curiosity and educational excellence are fostered through innovative teaching, high academic standards, and service to others.
ADVISEMENT AND REGISTRATION

Academic advisement is an essential part of graduate studies.  Each student should formulate educational goals with a faculty advisor and maintain a close liaison with that advisor throughout the program of study. 
All graduate students must contact their advisors for academic advising and registration clearance prior to registration dates. Students are strongly encouraged to register as early as possible in the semester preceding the course.  Classes may be cancelled due to low enrollment.  Therefore, it is essential that the registrar have an accurate number of students who desire to take a particular class as soon as possible. Students may register online only after receiving registration clearance from the advisor.

POLICY 1
WAIVERS AND EXCEPTIONS
The student may request a waiver or exception to policy by petitioning the Graduate Nursing  Admission, Progression, and Graduation Committee. The student must discuss his/her request for a waiver with the Graduate Nursing faculty advisor prior to submission of the waiver form (See Forms Section) to the Graduate Nursing APG Committee. The Graduate Nursing APG Committee will notify the student of the committee’s decision.  

POLICY 2

ACTIVE STATUS IN THE GRADUATE NURSING PROGRAM

Once admitted to the Graduate Nursing Program, students must register for a course every semester to maintain active status. If a matriculated student does not register in consecutive semesters, the student’s file is considered inactive. To return to the Graduate Nursing Program, the student must submit a Readmission form (See Forms section), in order to reactivate the file. The student must contact his/her Graduate Nursing faculty advisor to plan the program of study.

POLICY 3
GRADING SCALE
The following standardized grading scale is used for graduate nursing courses.
	A
	A- 
	B+
	B
	B-
	C
	F

	100-93
	92
	91
	85-90
	84
	77-83
	< 76


POLICY 4
PRACTICA REQUIREMENTS
The purpose of the practica requirements is to ensure the safety and health of MSN students and clients in diverse settings. 

A. Criminal Background Check
Graduate nursing students must maintain an unrestricted registered nurse license while enrolled in the program. Prior to the first clinical practicum, the student must submit a criminal background check by the Nursing Department designated provider. The information needed to process/order the background check is available in the Forms Section.  The company processing the criminal background check charges a fee that is the responsibility of the student.  The criminal background check must be completed at least two weeks prior to beginning the practicum. The Graduate Nursing Admission, Progression, and Graduation Committee will evaluate students with a history of criminal convictions on an individual basis.

B. Health Records and Immunizations
Graduate nursing students must follow the health and immunization policies of the facility in which the practicum is conducted. For facilities that require documentation of health records, and immunizations, students must use the forms provided in this Graduate Nursing Student Handbook (See Forms Section). Students must submit this documentation to the Nursing Department office at least two weeks prior to beginning the practicum.

C. Cardiopulmonary Resuscitation (CPR)

All students are required to complete an approved program for the American Heart Association (AHA) Health Care Provider CPR certification.  This certification must be renewed every two years.  Participation in practica experiences without current CPR certification is prohibited.  CPR certification must not expire during the practica. Students are required to submit a copy of certification to the Nursing Department office at least two weeks prior to beginning the practicum. 
D. Health Insurance 
Due to the nature and variety of practica experiences, it is strongly recommended that all nursing students carry health insurance. Bellarmine University and the Lansing School of Nursing and Health Sciences are not responsible for the costs related to health emergencies or injuries occurring while students are engaged in clinical practice. Students are not employed by the affiliating clinical agencies; agencies are not responsible under Worker’s compensation for reimbursements to nursing students if injuries should occur while in the role of student. The Office of Student Affairs (452-8304) offers information on a variety of student insurance plans. 

Students must submit the Health Insurance Acknowledgement form (see Forms Section) to the Nursing Department office at least two weeks prior to the beginning of practicum. 

E. Dress code for practica

Professional appearance is always expected when the student is representing Bellarmine University and its programs.
F. Practicum Honesty Policy

Any breach of professional and/or ethical conduct in the clinical area will be viewed as a most serious offense. For instances of dishonesty in the laboratory or clinical settings, the nursing department will follow the procedures outlined in the academic honesty policy in the university student handbook. The student handbook may be accessed online via the student portal on mybellarmine.edu.

POLICY  5

LIABILITY INSURANCE 

Nursing students are insured through Bellarmine University for professional liability while enrolled in graduate nursing courses. The student’s lab fees incorporate the cost for this insurance.

POLICY 6

INCIDENT REPORT

All incidents must be reported to the course faculty member immediately. Each incident will be handled according to facility policies and procedures. The course faculty member is responsible for submitting the Clinical Incident Report to the Director of Graduate Nursing Program within 24 hours of the incident (see Forms Section).

POLICY 7

HUMAN STUDIES REVIEW PROCESS
Students completing a project or thesis involving human subjects must submit an application for Bellarmine Institutional Review Board (IRB) review and approval. Approval from the IRB must be obtained prior to beginning the project or thesis. IRB procedures and documents can be retrieved from the website at: http://cas.bellarmine.edu/chemistry/irbhuman1.htm. 

FORMS SECTION

BELLARMINE UNIVERSITY NURSING DEPARTMENT

HEALTH RECORD
PART I: Health History: To be completed by the student.
A.
Biographical Information


Name:  












Birth Date:  





Address (local):  











(permanent):  









Telephone (local):  


  (permanent):  






Telephone (cell):  


    EMAIL address:  






Notify in Emergency:  

                                 ___________

 Relationship:  



__________________________


Address:  



  Telephone:  






Physician/ Nurse Practitioner:  









Address:  



  Telephone:  






Health Insurance Company:  










Identification Number: 


  Group Number: 


 

B.
Present and Past Health Status


Allergies:  












Medications:
Prescriptions:  









Over-the-Counter:  










Previous Surgeries:  










Chronic Illnesses / Problems:  









Limitations on Activities:  






If you have experienced or been diagnosed with any of the conditions listed below, please indicate the year


Asthma:  



Hepatitis:  





Cancer:  



Mononucleosis:  



Diabetes:  



Lung Disorders:  





Epilepsy:  



Muscular Disorders:  




Emotional Disorders:  

Rheumatic Fever:  





Skeletal/Joint Disorders: 

Heart Disorders:  




Headaches:  



Visual Disorders:  





Hearing Disorders:  


Other:  





For the following immunizations, proof of immunity is not required:
· Have you had the DPT series as a child?   Yes  _______  No  _______
· Have you had Polio series as a child?        Yes  _______  No  _______

I attest that the information in this Health Record is accurate to the best of my knowledge. I understand that I will not be admitted to the clinical experiences if the health record is incomplete and/ or all immunizations/health screenings are not properly documented as required by the agencies used for practica.

Signature of Nursing Student:  







Date:  






*** ALL INFORMATION WILL BE TREATED CONFIDENTIALLY ***

Part II  


PHYSICAL EXAMINATION

(To be completed by the Physician or Advanced Registered Nurse Practitioner.)

Vital Signs

Ht:  ______ Wt: ______ Temp.: ______ Pulse: ______ Resp.: _______ B/P: _______ 






NORMAL


ABNORMAL

Skin/ Hair/ Nails










Head












Ears/ Nose/ Throat










Neck












Chest and Lungs










Heart and Peripheral Vascular








Breasts










Abdomen










Musculoskeletal










Neurological










Limitation of Activity:  











Does the student have a health condition that would hinder progress through a nursing program?  

Yes [   ]     No  [   ]  If Yes, please describe the condition and current treatment plan

_______



_______________________



___________________________________________________________________

          (Print)  Examiner’s Name



      Date of Examination

          Examiner’s Signature



         Examiner’s Title

Address:  







Telephone:  







BELLARMINE UNIVERSITY NURSING DEPT. IMMUNIZATION CERTIFICATE 

(Required of each individual who is enrolled or works in clinical facilities as a representative of the Bellarmine University Nursing Department. Documentation must be on this form; copies of medical records and older immunization certificates will NOT be accepted).
Name of Individual_____________________________________________________________________________


(First) 



(Middle)




(Last)

Birth date__________________________


Bellarmine ID # _____________________

Name and Address of Emergency Contact: 

_________________________________________________________________________________________________________________________________________________________________________________________ (Street) 



(City) 

(State) 

(Zip Code)

I CERTIFY THAT THE ABOVE NAMED PERSON HAS RECEIVED IMMUNIZATIONS AS NOTED BELOW.

Signature of Physician, Health Care Provider, or Health Department designee:

​​____________________________________________________________Date______________________

____________​​​​____________________________________________________________

Print Name of Physician, Health Care Provider or Health Department designee

ADDRESS_______________________________________________

PHONE #__________________

	Immunization
	Date Administered (00/00)
	Comments

	Tetanus OR 

Tetanus, diphtheria, pertussis 

(Td/Tdap) 

Substitute 1-time dose of Tdap for Td booster;then boost with Td every 10 yrs
	Tetanus____________

OR 

TDaP ______________ 
	Next booster due date

__________________________

	Measles, mumps, rubella (MMR) 

2 doses of vaccine required 

OR

Laboratory evidence of immunity to all 3 diseases
	#1 ______________

#2______________
	Titer date and results

Measles ______________________

Mumps______________________

Rubella_____________________

	Varicella (Chicken Pox)

2 doses of single antigen varicella vaccine

OR

Laboratory evidence of immunity

OR

HCP diagnosis/verification of varicella or herpes zoster
	#1 ______________

#2______________


	HCP Confirmation 

Month/year of disease

__________________________

Titer date and results



	Hepatitis B 

CDC recommends that health care personnel receive 3 doses of Hep B vaccine; Student/faculty must sign waiver if not completing the Hep B Series
	#1_________________

#2_________________

#3_________________


	Titer date and results 

Hep B ________________________

	Other vaccinations
	
	


For further information, consult CDC Adult Immunization Schedule at http://www.cdc.gov/vaccines/recs/schedules/adult-schedule.htm#print. 

Lansing School of Nursing and Health Sciences

BELLARMINE UNIVERSITY

WAIVER FOR HEPATITIS B VACCINE

I understand that due to my occupational exposure to blood or other potentially infectious materials I may be at risk of acquiring Hepatitis B virus (HBV) infection.  However, I decline vaccination at this time.  I also understand that by declining this vaccine, I continue to be at risk of acquiring Hepatitis B, a serious disease.

Signed this day:  ________________________

______________________________________

Student Name (Print)

______________________________________

Student Signature

______________________________________

Witness

Bellarmine University

Donna and Allan Lansing School of Nursing and Health Sciences

2001 Newburg Road, Miles Hall, Louisville, KY 40205

WAIVER FOR IMMUNIZATIONS OTHER THAN HEPATITIS B VACCINE

NAME__________________________

Bellarmine ID # ________________

I understand that I may be exposed to TB or communicable disease in the clinical area and that I may be at risk of contracting disease. I am requesting a waiver for the following immunization requirements: ___________________________________

---------------------------------------------------------------------------------------------------------------

This section must be completed by health care provider:

	Name of immunization
	Reason for request for immunization waiver

	
	

	
	

	
	

	
	


Anticipated date immunizations can be administered_______________________

___________________________________
__________________________

Signature of Physician, Health Care Provider, or Health Department designee:

Date______________________

____________​​​​____________________________________________________________

Print Name of Physician, Health Care Provider or Health Department designee

Address ______________________________Phone Number __________________________

CertifiedBackground.com

—Student Instructions—

Background Check Required

Bellarmine University (Nursing)

The above organization requires that each student purchase a background check through CertifiedBackground.com.

About CertifiedBackground.com

CertifiedBackground.com is a background check service that allows students to purchase their own background checks. The results of a background check are posted to the CertifiedBackground.com website in a secure, tamper-proof environment, where the student, as well as the organizations, can view the background check.

To order your background check from CertifiedBackground.com, please follow the instructions below.

Instructions

1. Go to www.CertifiedBackground.com and click on “Students”.
2. In the Package Code box, enter package code: EL52

3. Select a method of payment: Visa, Mastercard or money order.

Once your order is submitted, you will receive a password to view the results of your background check. The results will be available in approximately 48-72 hours. Once your background check is complete, please provide your organization with the password in order to share your background check results.

Notes

The price of your background check is $45.00. Additional charges (if any) will be noted on the website prior to purchasing your background check. If you are having difficulty submitting your online order, please contact Customer Service.

	BELLARMINE UNIVERSITY

	APPLICATION FOR READMISSION TO THE GRADUATE NURSING PROGRAM

	This form is only for students who have been admitted to Bellarmine in the Graduate Nursing Program and have not been enrolled at Bellarmine for one or 
more semesters. 

	For which semester do you wish to apply? (Choose one)
	BU Student ID
	 

	Spring 20___
	Summer 20___
	Fall 20___
	Will you attend: ___Full-time   ___Part-time
	 

	Last Name
	 
	First Name
	Middle Name
	Maiden Name/Other
	Gender: ___Male

	 
	 
	 
	 
	 
	               ___Female

	Street Address
	 
	City
	County        
	State       
	Zip Code

	 
	 
	 
	 
	 
	 

	Home Phone
	Work Phone
	Cell Phone
	E-mail
	 
	 

	 
	 
	 
	 
	 
	 

	Date of Birth
	 
	Place of Birth (City, State)
	 
	 

	 
	 
	 
	 
	 
	 

	When did you last attend Bellarmine? 
	Fall 19___
	Spring 19___
	Summer 19___
	 

	 
	 
	       20___
	           20___
	              20___
	 

	Please explain your activities and involvements since leaving Bellarmine. If you were academically dismissed from Bellarmine, or any

	other institution, please also explain the circumstances leading to the dismissal. (Please use and attach any additional pages as needed.)

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	List all colleges and universities you have attended since attending Bellarmine:
	 
	 

	(Official transcripts from all schools attended since last admission to Bellarmine must be submitted to the Office of Admission.)

	Institution
	 
	City, State
	Dates Attended
	Degree Received 
	Date Degree Obtained

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	Indicate the track for which you are applying:
	 ___Nursing Education

 
	 

	___Nursing Administration
	
	___Dual Track(please indicate both)
	 

	___MSN/MBA Program
	
	___FNP
	 

	___Post Graduate Certificate(please indicate track)
	___DNP
	 
	 

	Employer Name
	 
	 
	Position
	 
	 

	 
	 
	 
	 
	 
	 

	Will tuition be subsidized by your employer?
	___Yes
	Will you be applying for assistance 
	___Yes

	 
	 
	___No
	through the Veterans Administration? 
	___No

	I declare that the information provided on this form is true, correct, and complete. Bellarmine University has my permission to verify information by obtaining 

	documents as needed. I understand that providing false information may result in Bellarmine University revoking my student status as student in good standing. 

	 
	 
	
	 
	 
	

	Signature
	
	
	Date
	
	

	Mail, fax, or deliver the completed application to: 
	Bellarmine University , Office of Admissions

2001 Newburg Road – Louisville, KY 40205 – 502-452-8058 (fax)


Lansing School of Nursing and Health Sciences

BELLARMINE UNIVERSITY

Waiver Form

________________________________________________________________

_______________________________________
_____________________

Name







Date

_____________________________________________________________________________
Address

________________________________________
________________________________
Phone number 





Email address

_____________________________________________________________________________
Policy to be waived (note course #s and semesters involved)

_______________________________________________________________________________

Reason(s) for request:

_______________________________________________
__________________________

Student’s signature





Date

______________________________________________________________________________
________________________________________________
__________________________
Academic Advisor





Date

_______Approved

______ Denied 

________________________________________________
__________________________
Director of Graduate Nursing Programs



Date

Lansing School of Nursing and Health Sciences

BELLARMINE UNIVERSITY

Health Insurance Acknowledgement

I understand that if health care is required while participating in a program of study, the emergency or other health care services shall be at the expense of the student and/or insurance carrier. The Nursing Department is not responsible for any personal injury or illness that occurs to the student in classroom or practica settings.

_______   I have health insurance coverage

_______   I do not have health insurance coverage. 

Student Name (Print)___________________________
BU ID# _______________

Student Signature ____________________________________

Date____________________

1
1

