
 
 
 
 

Job Shadow Verification Form 
 
 

 
Name:      _____________________________________________________________ 

 
 

Date of Shadow:     ___________________________ 
 

 
Healthcare Facility:     ___________________________________________________  

 
 
 

This is to verify that the above person has completed a 4-hour job shadow, in a Radiology 
Department at a Healthcare Facility. 

 
 
 
 
_____________________________________________________________________ 
Healthcare Personnel Name and Credentials  
 
 
 
_____________________________________________________________________ 
Healthcare Personnel Signature 
 
 
 
______________________________ 
Date 
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