
CAPE FEAR COMMUNITY COLLEGE 
PRACTICAL NURSING PROGRAM 
CLINICAL ASSIGNMENT SHEET 

 
STUDENT LEVEL____________ INSTRUCTOR_____________ PHONE #_____________ 
 
Unit:_____________________________ 
Date:  _______________    
 
Hours: ______________     
 
Post Conference 
          _______________    
           Time                      
          _______________    
          Location                  

 
 Special Instructions:   
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         Patient’s Name                    Room # 
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