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Documentation of Shadowing Experience 
 
 
Date: _______/________/_______ 
 
Clinical Facility:  
____________________________________________________________________ 
 
Procedures Observed: Minimum 3 different procedures. 
1:______________________________________________________________________
2:______________________________________________________________________
3:______________________________________________________________________
4:______________________________________________________________________
5:______________________________________________________________________ 
 
 
 
 
Technologist verifying observation (please print name):   
 
 
 
 
 
 
Technologist 
signature:_________________________________________________________ 
 


