
Page 1 of 1 

 

WORK EXPERIENCE VERIFICATION FORM 
*This form should be completed for any healthcare or non-healthcare paid employment experience  
that occurred within the last 12 months.

(USE ONE FORM FOR EACH EMPLOYER) 
APPLICANT INFORMATION 

Name of Applicant: ______________________________________________________  

Mailing Address: ________________________________________________________ 
Phone: _______________ Email: _______________________________ 

EMPLOYER INFORMATION 

Name of Employer: ___________________________________________________ 

Address: ______________________________________________________________ 

WORK EXPERIENCE 

Start Date of Employment: _________________ End Date of Employment: _________________ 

(For any break in service, please explain in the description below.  For example, if no activities 
occurred during the summer or school breaks, identify the dates of breaks below) 
Total Hours Completed: ___________________________ 
Average hours per week: ______________________ 
Description of employment:  

SUPERVISOR INFORMATION 

Supervisor Signature: ___________________________ Date: ___________ 
Print Name: ____________________________ Title: _______________________ 
Phone: _______________ Email: _______________________________ 
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