
University of Louisiana at Monroe  Occupational Therapy Department 

UNIVERSITY OF LOUISIANA AT MONROE 

Occupational Therapy Doctoral Program 

VERIFICATION FORM FOR OBSERVATION HOURS 

Applicant Name   

Number of Observation Hours: 

Primary Client Population (check one): 

Pediatrics 

Adult/Physical Disabilities 

Mental Health 

Other   

Verification Signature _____________________________ Date 

Printed Name   

Title   

Facility name   

Facility Address   

Phone Number 

*You will use a new form for each facility and/or date of observation.
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