WORK EXPERIENCE VERIFICATION FORM
APPLICANT’S NAME__________________________________________

NAME AND ADDRESS OF FACILITY:

PHYSICAL THERAPIST (Print Name) _______________________________________

STATE AND LICENSURE NUMBER OF SUPERVISING PT:____________________

PHONE: __________________________  

DATES OF VOLUNTEER WORK (MONTH/YEAR) ___________________________

DATES OF EMPLOYMENT (MONTH/YEAR)________________________________

JOB TITLE (IF EMPLOYED)_______________________________________________

	TYPE OF FACILITY
	NUMBER OF HOURS

	Acute Care – Hospital Setting:
Non-Acute Care:
Outpatient/sports medicine 
    Inpatient rehabilitation  
Pediatrics
Skilled nursing facility (nursing home)
Home health
Other (list)_____________________
	Observation only 
Volunteer participant
Employment 


	TOTAL HOURS:
	


Student’s Signature __________________________________________________

Physical Therapist’s Signature ____________________________ Date:_____________

