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EMPLOYMENT VERIFICATION: CRITERIA 2  

This document must be submitted to verify work experience for the DMS Program application packet. Licensed Healthcare work, 

Certified Healthcare work, or employment must be DIRECT PATIENT CARE. Volunteer hours do not count. 

Examples of approved Direct Patient Care or direct patient care internship experience include, but are not limited to: Imaging 

Technologist (RT): X-ray, MRI, CT, Nuclear Medicine, Mammography, CNA, LVN, RN, MA, HHA, Paramedic, EMT, Respiratory Therapist, 

Physical Therapist, Dental Hygienist, Phlebotomist, Doula, EKG, IHSS, Esthetician, Optician, Chiropractic Assistant, Massage Therapist 

Etc. 

EMPLOYEE NAME: _____________________________________________________________________________________________ 

START DATE/ END DATE: ________________________________________________________________________________________ 

TOTAL NUMBER OF HOURS COMPLETED: __________________________________________________________________________ 

EMPLOYEE TITLE: _____________________________________________________________________________________________ 

LIST OF DUTIES/RESPONSIBILITIES:________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

EMPLOYER/SUPERVISOR SIGNATURE: _____________________________________________________________________________ 

EMPLOYER/SUPERVISOR PRINTED NAME: __________________________________________________________________________ 

TITLE: ______________________________________________________________________________________________________ 

ORGANIZATION/ Email: _______________________________________________________________________________________ 

PLEASE CAPTURE BUSINESS CARD/COMPANY CONTACT INFORMATION BELOW: 


	EMPLOYEE NAME: 
	START DATE END DATE: 
	TOTAL NUMBER OF HOURS COMPLETED: 
	EMPLOYEE TITLE: 
	LIST OF DUTIESRESPONSIBILITIES 1: 
	LIST OF DUTIESRESPONSIBILITIES 2: 
	LIST OF DUTIESRESPONSIBILITIES 3: 
	LIST OF DUTIESRESPONSIBILITIES 4: 
	LIST OF DUTIESRESPONSIBILITIES 5: 
	LIST OF DUTIESRESPONSIBILITIES 6: 
	LIST OF DUTIESRESPONSIBILITIES 7: 
	LIST OF DUTIESRESPONSIBILITIES 8: 
	LIST OF DUTIESRESPONSIBILITIES 9: 
	LIST OF DUTIESRESPONSIBILITIES 10: 
	LIST OF DUTIESRESPONSIBILITIES 11: 
	EMPLOYERSUPERVISOR PRINTED NAME: 
	TITLE: 
	ORGANIZATION Email: 


