
Observation 
At this time there are only two hospitals in the Jackson metro area that allow applicants to shadow respiratory therapists. Each hospital 
requires some form of orientation before you will be allowed to shadow.  When you speak to the hospital RT representative to schedule 
your day, ask them what you must wear during observation (scrubs? lab jacket?). Be sure to wear comfortable, clean shoes (athletics 
shoes are appropriate, in conservative colors).  If you are not from this area, you can check with local hospital respiratory therapy 
departments to see if they are willing to provide this service, but make sure that your experience will include intensive care with multiple 
patients on mechanical ventilation. If you have questions about the observation process, please call HCC RCT Chairperson, Therese 
Winschel at 601-376-4827 or email her at tewinschel@hindscc.edu. Otherwise you will arrange your observation through the hospital 
contacts below. 
Be sure to take both observation forms with you when you attend the observation.  You wil l  have your therapist  
s ign to val idate your observation.  The hospital  wi l l  keep one copy and give you the other.  Make a copy of  yours 
for your records and then mail  the orig inal  to:  
 

Admissions – Respiratory Care Technology 
Nursing /  Al l ied Health Center 

1750 Chadwick Drive 
Jackson, MS 39204 

*County Health Departments are typically the most inexpensive places to get your TB skin test ($25 upon recent inquiry). When you get 
the skin test, you will be required to return to that facility 2 or 3 days later to have it “read”, so keep that in mind when you consider 
when to get the skin test to ensure they are open for business on the day it can be read. TB skin tests are an annual requirement of HCC 
Health Related Programs, so be sure to keep a copy for school records as well. Note: The CDC recommends a two-step TB skin test 
initially for all healthcare providers 

 
 

Observers are NOT allowed to use their cell phones during their scheduled observations. 
Failure to comply with this policy will result in student being asked to leave the clinical site. 
 
 
To arrange observation at  Mississ ippi  Baptist  Health System: 

a.	Call MBHS Education Resource Center at 601-968-1712 to get instruction on completing online orientation and clearance for 
observation in the Respiratory Care Department. 
b. Once you have completed all requirements, you will be authorized to schedule your observation. Once you receive this 
authorization, contact Joseph Tillman at 601-973-1642 or Amanda McGruder at 601-973-1627. You will need a picture ID (Hinds 
ID or Driver’s License when you report for your scheduled observation. 

. 

 
 



HINDS COMMNITY COLLEGE 
RESPIRATORY CARE PROGRAM 

HOSPITAL OBSERVATION FORM - MBMC 
 
 As part of the admission process for the Respiratory Care Program at Hinds Community College, each student is 
required to complete an eight-hour observation in a hospital Respiratory Care department. This form is to be returned to 
the Admissions Clerk, HCC-N/AHC 1750 Chadwick Drive, Jackson, MS  39204. 

The prospective student should arrange the observation with a hospital of their choice.  During this observation, the 
student should see all (or as many as possible) of the following procedures/equipment and department routine/protocols: 

 
1. Department policy manual 
2. Obtain understanding of the shifts and work schedule requirements 
3. Oxygen Therapy 
4. Bulk Oxygen System 
5. Small Volume Nebulizer treatment 
6. Incentive Spirometry treatment 
7. Hyperinflation and Bronchial Hygiene Therapies 
8. Arterial Blood Gas sampling 
9. Suctioning procedure 
10. Ventilator patient 
11. Patient chart – the components included 
12. Charting procedure – information which is included 
13. Equipment – supply room, cleaning procedures 

 
    Confidential ity  statement and l iabi l i ty  release.  I have studied the HIPAA training material provided.  I understand 
and agree that all hospital and patient information in any form that I may become aware of, must remain confidential 
according to the hospital and patient’s legal and ethical rights. I understand that inappropriate disclosure of patient data may 
result in large fines and imprisonment.  I further understand that all patient information must be protected from discussion in 
public places such as elevators, hallways, cafeterias or anywhere else, the public could overhear a professional discussion.   I 
also release this hospital or medical center from any liability that may be incurred during my observation. 
 
 ___________________________________   _______________________________  _________________ 
Student S ignature                   Student ID number           Date 
 
__________________________________________________    ________________________________  
Print Student Name Here                      Date of  Observation 
 
 
___________________________________________________ 
Name of Hospital  or  Medical  Center 
 
 
 
The student named above completed the outl ined observation requirements and has s igned the 
confidentia l ity  agreement and l iabi l i ty  release.  
 
S ignature of  Department Director or Supervisor:  ___________________________________________ 
 
Student copy.  To be submitted to HCC- N/AHC Admission clerk 
 

 
 
 
 
 
 



HINDS COMMUNITY COLLEGE 
RESPIRATORY CARE PROGRAM 

HOSPITAL OBSERVATION FORM - MBMC 
 
 As part of the admission process for the Respiratory Care Program at Hinds Community College, each student is 
required to complete an eight-hour observation in a hospital Respiratory Care department. This form is to be returned to 
the Admissions Clerk, HCC-N/AHC 1750 Chadwick Drive, Jackson, MS  39204. 

The prospective student should arrange the observation with a hospital of their choice.  During this observation, the 
student should see all (or as many as possible) of the following procedures/equipment and department routine/protocols: 

 
1. Department policy manual 
2. Obtain understanding of the shifts and work schedule requirements 
3. Oxygen Therapy 
4. Bulk Oxygen System 
5. Small Volume Nebulizer treatment 
6. Incentive Spirometry treatment 
7.  Hyperinflation and Bronchial Hygiene Therapies 
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according to the hospital and patient’s legal and ethical rights. I understand that inappropriate disclosure of patient data may 
result in large fines and imprisonment.  I further understand that all patient information must be protected from discussion in 
public places such as elevators, hallways, cafeterias or anywhere else, the public could overhear a professional discussion.   I 
also release this hospital or medical center from any liability that may be incurred during my observation. 
 
 
___________________________________   _______________________________  _________________ 
Student S ignature                   Student ID number           Date 
 
__________________________________________________    ________________________________  
Print Student Name Here                      Date of  Observation 
 
 
___________________________________________________ 
Name of Hospital  or  Medical  Center 
 
 
 
The student named above completed the outl ined observation requirements and has s igned the 
confidentia l ity  agreement and l iabi l i ty  release.  
 
S ignature of  Department Director or Supervisor:  ___________________________________________ 
 
Hospital copy - To be filed according to institution policy 
 
 
 
 
 
 



To arrange observation at University of Mississippi Health System (Batson, Wiser,  and 
the Adult Hospitals) 
Students, who select UMMC for their observation experience should follow the links below to start the 
online ENEPAR (Electronic Non-Employee Personnel Action Request process. Note: this process may 
take up to two weeks before you can schedule your observation experience. 

1) Complete online Compliance Training at the following link: 
https://exapps.umc.edu/compliance/secure/login.action  
Note: Save the Compliance Training Certif icate to your computer as you wil l  need 
to attach the certif icate to the:  

2) Non-Employee Personnel Action Request Form found at the fol lowing l ink: 
https://exapps.umc.edu/enepar/application  (UMMC Sponsor Name: Levonne Wiley; 
UMMC Sponsor E-mail:  lwiley@umc.edu) 

3)  Click on the following link: https://www.umc.edu/NEPAR/Non-Employee-Health-Portal.html 
 And complete the Non-Employee Health Portal form to include documentation of the following:  
(Note: A Certif icate of Immunization Form 121 wil l  have documentation of al l  
immunizations and can be uploaded under each heading)   

• 2 doses of live MMR (measles, mumps, and rubella) vaccine or positive measles, mumps and 
rubella titers 

• 2 doses of Varicella vaccine or positive varicella antibody titer 
• Tetanus/Diphtheria/Pertussis vaccine (last dose within 10 years) 
• 3-dose series of Hepatitis B vaccine or positive hepatitis B surface antibody titer - The hepatitis B 

vaccine is not required for educational observers, when there is no possibility of exposure to blood 
or bloody bodily fluids. 

• Annual Influenza vaccine during flu season (between September and March) 
• Tuberculosis (TB) Screening: A baseline two-step TB skin test or a TB blood test must 

be performed 0-30 days prior to the UMMC observation date. Persons who are prior-
BCG recipients should complete the TB blood test instead of the TB skin test. If either test is 
positive, a chest x-ray is required. Submit the chest x-ray report. 
 

*County Health Departments are typically the most inexpensive places to get your TB skin test ($25 upon recent 
inquiry). When you get the skin test, you will be required to return to that facility 2 or 3 days later to have it “read”, 
so keep that in mind when you consider when to get the skin test to ensure they are open for business on the day it 
can be read. TB skin tests are an annual requirement of HCC Health Related Programs, so be sure to keep a copy for 
school records as well. Note:  The CDC recommends a two-step TB skin test  in it ia l ly  for  a l l  
healthcare providers.  
 

Once the Off ice of Academic Aff i l iat ions has approved your 
request,  Levonne Wiley wil l  contact you by e-mail  to schedule 
your observation day.  I f  you have any questions regarding this  

process,  please contact Ms. Wiley at 601-984-2092. 
 



 



 



HINDS COMMUNITY COLLEGE 
RESPIRATORY CARE PROGRAM 

HOSPITAL OBSERVATION FORM -  UMMC 
 

 
 As part of the admission process for the Respiratory Care Program at Hinds Community College, each student is 
required to complete an eight-hour observation in a hospital Respiratory Care department PRIOR to the FIRST day of  
Respiratory Care Technology Program classes . This form is to be returned to the Admissions Clerk, HCC-N/AHC 1750 
Chadwick Drive, Jackson, MS  39204. 

The prospective student should arrange the observation with a hospital of their choice.  During this observation, the 
student should see all (or as many as possible) of the following procedures/equipment and department routine/protocols: 

 
14. Department policy manual 
15. Obtain understanding of the shifts and work schedule requirements 
16. Oxygen Therapy 
17. Bulk Oxygen System 
18. Small Volume Nebulizer treatment 
19. Incentive Spirometry treatment 
20. Hyperinflation and Bronchial Hygiene Therapies 
21. Arterial Blood Gas sampling 
22. Suctioning procedure 
23. Ventilator patient 
24. Patient chart – the components included 
25. Charting procedure – information which is included 
26. Equipment – supply room, cleaning procedures 

 
    Confidential ity  statement and l iabi l i ty  release.  I have studied the HIPAA training material provided.  I understand 
and agree that all hospital and patient information in any form that I may become aware of, must remain confidential 
according to the hospital and patient’s legal and ethical rights. I understand that inappropriate disclosure of patient data may 
result in large fines and imprisonment.  I further understand that all patient information must be protected from discussion in 
public places such as elevators, hallways, cafeterias or anywhere else, the public could overhear a professional discussion.   I 
also release this hospital or medical center from any liability that may be incurred during my observation. 
 
 ___________________________________   _______________________________  _________________ 
Student S ignature                   Student ID number           Date 
 
__________________________________________________    ________________________________  
Print Student Name Here                      Date of  Observation 
 
 
___________________________________________________ 
Name of Hospital  or  Medical  Center 
 
 
 
The student named above completed the outl ined observation requirements and has s igned the 
confidentia l ity  agreement and l iabi l i ty  release. 
 
S ignature of  Department Director or Supervisor:  ___________________________________________ 
 
Student copy.  To be submitted to HCC- N/AHC Admission clerk 
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also release this hospital or medical center from any liability that may be incurred during my observation. 
 
 
___________________________________   _______________________________  _________________ 
Student S ignature                   Student ID number           Date 
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Name of Hospital  or  Medical  Center 
 
 
 
The student named above completed the outl ined observation requirements and has s igned the 
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