
Cardiovascular Perfusion Program Shadowing Log
Please use black ink

Name of Applicant ______________________________________________   CollegeNet Username/ID ____________
(Please type or print Last, First, Middle Initial)

Term of Entrance:   Fall 2______ 

Shadowing includes contacting at least one community perfusionist, requesting the opportunity to observe him or her in their practice, 
and spending at least four hours observing in the clinical setting.  Please complete all of the following information for your shadowing 
experience.  You may photocopy this form if you have shadowed at more than one location.

 ________________________________________________________________________Hospital (City, State)

Date shadowed __________________________

 ___________________________________________________________________________Case(s) observed 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

 ____________________     Perfusionist signature ________________________________Perfusionist observed 

In the space below, briefly describe your experience:

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
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