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Student Name: _________________________________________________________ 
 
 
Health Profession Shadowed: _____________________________________________ 
 
 
Location/Organization: _________________________________________________ 
 
 
Date/Time of Experience(s):   _______________________________________________ 
            _______________________________________________ 
            ________________________________________________ 
            ________________________________________________ 
            ________________________________________________ 
            ________________________________________________ 
 
Total Number of Hours:  __________________________________ 
 
 
Name of Health Care Professional:  ________________________________________ 
(Please Print) 
 
Title:  _________________________________________________________________ 
 
 
Address:  ______________________________________________________________ 
 
 
Phone:   _______________________________________________________________ 
 
 
Signature of Professional:  ________________________________________________ 
 
 
Comments of the Health Care Professional (optional): 
 
 

 


