
School of Radiologic Technology 

Job Shadow Verification 
   

     
 
 
 

_________________________________________     ________________________ 

Applicant’s Printed Name       Date of Shadow 

 

 

_________________________________________     ________________________ 

Healthcare Facility                     Hours Completed 

 

 

 

 

Areas/Modalities Observed 

 

 

 

This form is to verify that the above prospective student has completed a minimum, four-hour 

job shadow, in a Radiology Department at a healthcare facility 

 

 

_________________________________________ 

Healthcare Personnel Name & Credentials 

 

 

_________________________________________       ________________________ 

Healthcare Personnel Signature      Date 
 


