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DIRECT PATIENT CARE EXPERIENCE VERIFICATION FORM
Minimum Requirement: 200 Hours of Direct Patient Care Experience
To be completed and signed by the applicant’s supervisor or other individual authorized to verify the applicant’s experience.
Applicant Name: ______________________________________________________________________________________________
Facility/Organization: _________________________________________________________________________________________
Supervisor/Verifier Name: _____________________________________________________________________________________
Supervisor/Verifier Title: ______________________________________________________________________________________
Supervisor/Verifier Email: ___________________________________ Phone: __________________________________________
Patient Care Experience
Applicant’s Position/Role: _____________________________________________________________________________________
Department/Specialty (if applicable): __________________________________________________________________________
Clinical Setting: ______________________________________________________________________________________________
Dates of Experience: From _________________________________ To _________________________________
Total Number of Direct Patient Care Hours Completed: ____________________
Brief Description of Direct Patient Care Duties:



Supervisor/Verifier Attestation
I certify that the information provided above is accurate to the best of my knowledge and that the applicant completed the number of hours indicated. I further verify that the experience described above involved direct patient care responsibilities.
Supervisor/Verifier Signature: _____________________________________________________Date: ______________________
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