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Preceptor Tax Credit 

Please complete the below information to ensure the _____________________ office gives proper credit to all preceptors working with our students.

Preceptors who provide primary care clinical training to Hawaii medical, nurse practitioner or pharmacy students for a minimum of 80 hours, and who are not compensated through any other source, can claim a tax credit of $1,000. If one preceptor spends 80 hours with a combination of students, this can count as a credit. In cases where multiple preceptors oversee one student, credit may be received by each preceptor, so long as the total amount of credits equals the teaching time received by the student. Therefore we provide this form to assist with allocating student precepting hours. 

Practice Name:	____________________________________________
Contact Person:	____________________________________________
Phone:		__________________________________ Email: ______________________________________
Name of Student Trainee:____________________________________________
Dates of rotation: _______________________________________________

Please choose one (1) method of credit sharing:
· I am the sole provider in my practice – all credits can be assigned to me.
· [bookmark: _GoBack]Please split the credits equally among the below listed providers.
· Each provider will take credit for a specific number of hours as outlined below. 

Please list all providers who will/may be assigned Preceptor Tax credit for student rotations:

Name: ___________________HI License #: ____________  Email: __________________ Number of precepting hours:________
Name: ___________________HI License #: ____________  Email: __________________ Number of precepting hours:________
Name: ___________________HI License #: ____________  Email: __________________ Number of precepting hours:________
Name: ___________________HI License #: ____________  Email: __________________ Number of precepting hours:________
Name: ___________________HI License #: ____________  Email: __________________ Number of precepting hours:________
Name: ___________________HI License #: ____________  Email: __________________ Number of precepting hours:________
Name: ___________________HI License #: ____________  Email: __________________ Number of precepting hours:________


*Your Practice is responsible for notifying the _______________________ office of any changes to this information, as needed. We will utilize the above marked credit sharing option and listed physicians unless otherwise notified by your office.

Printed Name: ____________________________________ 	Date: ___________________  

Signature: ________________________________________
	        

