
LEWISTOWN HOSPITAL SCHOOL OF NURSING 
COURSE AUDIT FORM 

 
 
 
 
 
Name _____________________________________DOB   _______________    Date__________________ 
 
Semester Course(s) Requested: _____________________________________________________________ 
 
Course Number   Course Name 
1.  ____________   ______________________________________ 
 
2.  ____________   ______________________________________ 
 
3.  ____________   ______________________________________ 
 
 
 
Student Signature_________________________________________   Date__________________________ 
 
 
 
 
 
1.  Approved                                       Disapproved 
 
2.  Approved                                       Disapproved 
 
3.  Approved    Disapproved 
 
 
Comments_________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 
Faculty Signature_____________________________________   Date_______________  
 
Faculty Signature_____________________________________   Date_______________ 
 
Faculty Signature_____________________________________   Date_______________ 
 
 


