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Dear SNU Admissions Committee,


This form serves to verify that __________________________  has performed 
					(applicant name)

___________ hours of patient care in the role of _____________________ at 
    (number)						(position/title)

_____________________.
        (location)


_________________________                                  
      (Supervisor printed name)

___________________________			
         (Supervisor Signature)

___________________________			 
      (e-mail or phone number)
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