Verbal Verification of Post Graduate Training

Date: __________________

Organization Contacted: __________________________________________
Verification Details:
1. Type of Training:   □  Internship     □  Residency     □  Fellowship
[bookmark: _GoBack]
2. Specialty of Training ______________________________________

3. Dates of Training – From _________________ To _______________
  mm/yy		       mm/yy

4. Did the practitioner successfully complete the program?  □  Yes   □  No
If no, explanation: ________________________________________________
5. Were there any disciplinary actions during the program?  □  Yes   □  No
If yes, explanation: _______________________________________________

Verification Obtained From: _______________________________________

Verification Obtained By: _________________________________________

Courtesy of Rachelle L. Silva, BS, CPMSM, CPCS
