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Radiology Volunteer/Observation Verification Form
Applicant Information:
Applicant Name: _______________________________________________________________
Phone Number: ________________________________________________________________
Email Address: _________________________________________________________________

Experience Verification:
Please indicate the total number of hours completed in the radiology department.
Total Hours Completed: _________________________________________________________
Dates of Experience: ____________________________________________________________

Volunteer/Observation Site Information:
Hospital/Facility Name: __________________________________________________________
Hospital/Facility Address: ______________________________________________________________________________
______________________________________________________________________________

Supervisor/Manager Verification
I verify that the applicant listed above completed the volunteer and/or observation hours indicated within the radiology department at this facility.
Supervisor/Manager Name (Printed): _______________________________________________
Title: _________________________________________________________________________
Phone Number or Email: _________________________________________________________
Signature: _____________________________________________________________________
Date: _________________________________________________________________________
Applicant Signature:
I certify that the information provided on this form is accurate.
Applicant Signature: _____________________________________________________________
Date: _________________________________________________________________________
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