
 
 
 
 
 
 
 
 
 

Radiographic Technology Program 
Observation Verification 

 
 

 
 
I,__________________________________  verify that _______________________________ 
 Radiology Department Personnel              Johnson Student 
 
observed at _____________________________________ for _________________ hours in 
      Hospital name        number 
 
the Radiology Department. 
 
 
 
 
 
 
__________________________________________ _________________________ 
Radiology Department Personnel Signature     Date 
 
 
__________________________________________ 
Johnson College Applicant Signature 
 
 
 
__________________________________________ 
Director of Enrollment Signature 


