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Patient Care Verification Form 
Applicants to the School of Diagnostic Medical Sonography must provide verification of patient 
care experience.  Please complete the following information in its entirety. 
 
Applicant Name: ________________________________________________________________ 
 
1. Total hours of involvement this applicant has had at your facility? _______________ 
 
2. Please list the main duties and job title of this individual: 
 
 
 
 
 
 
 
 
 
 
 
3.   How would you rate this individuals overall performance? 
  
___ Exceptional ___ Very Good  ___ Average 
 
 
 
 
Name of Person Completing Form: _________________________________________________  

 
Position: _____________________________________ Date: _________________________ 
 
Organization and facility: _________________________________________________________ 
 
Phone: ________________________________________ Email: ________________________ 
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