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Occupational Therapy 

Occupational Therapy Observation Hours Verification Form 

Name of the Applicant: _ 

Name of Facility:. _ 

Name of Supervising Occupational Therapist: _ 

Facility Contact Information:. _ 

Description of the Occupational Therapy activities observed:. _ 

___________________________ Total Hours: _ 

I CERTIFY THAT THE ABOVE JNFORMA TION JS ACCURATE. 

Student's Signature: _ 

Supervisor's Signature: _ 

Date: _ 

Date: _ 


