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Occupational Therapy 

 

 

Observation Verification Form 

 
 

Student’s Name: ________________________________________________________________ 

 

Name of Occupational Therapy Practice Site: _________________________________________ 

 

Address: ______________________________________________________________________ 

 

Populations served at this site/type of practice setting: __________________________________ 

 

______________________________________________________________________________ 

 

 

Total hours spent at this practice site: _______________________________________________ 

 

 

 

______________________________________  ____________________________________ 

Signature of Occupational Therapy Practitioner  Please Print Name 

 

 

______________________________________  ____________________________________ 

Title       Date 

 

______________________________________ 

Phone Number 

 


