
National Midwifery Institute 
Biannual Student Assessment

Student Name

Preceptor Name

Submission Date

The following assessment is to be filled out Biannually by Students and their Primary
Preceptors to track overall progress and serve as a discussion point for furthering the

student-preceptor relationship. All NMI students must fill out this form with their
preceptors biannual when they are actively apprenticing.

Students, please rate yourself from 1-10 (10 being the highest score) on each of the
following fields.

Preceptors, please rate your student from 1-10 (10 being the highest score) on each of
the following fields.



Please select up to three modules for your student’s next course of study:





***All form fields are required***

Preceptor Signature Date
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