WITHOUT COMPENSATION Agreement with Minneapolis VA Medical Center: 
By signing this form I agree to serve without compensation while a student and 

during my training period at the VHA Medical Center – Please sign in column below

	Instructor Name


	Name of School


	Phone


	Email:

	Program (circle one)

LPN      ADN     BSN      MSN     PhD
	Ward/Clinic 
	Beginning Date


	Ending Date
	Total Days  Attended
	Total Avg # Hrs


	Please Print Clearly & Neatly  - We require 100% accuracy for Security Clearance.  Thank you for taking the time.

	LAST NAME
	FIRST NAME
	Middle Initial
	Date of

Birth
	Social Security Number
	Please Sign in column below:
I have read & understand the 
Without Compensation Agreement
	Date
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Leslie Kovich  -  142C


VA Medical Center


One Veterans Drive


Minneapolis, MN  55417


Phone: 612-467-4380


FAX # 612-629-7721








     Student








