
 
 
 
 
 
 
 
 
This is to certify that ________________________ has performed 100 documented 
hours of direct patient care. 
 
 
  
_________________________________________  ________________________________ 
Signature  Date 
 
_________________________________________ 

  
________________________________ 

Name  Title 
 
_________________________________________ 

  
________________________________ 

Phone Number  Email Address 
 
___________________________________________________________________________________ 
Institution   
 
 
Type of work individual performed: 
 
____________________________________________________________________________________

____________________________________________________________________________________ 

 
 

 

 

 

 

Please return this form to: 
 

Bridgett Willey, MS, RT(R), RDMS, RVT, RDCS 
Program Director 

UWHC School of Diagnostic Medical Sonography 
2870 University Avenue, Suite 108 

Madison, WI 53705 
Fax: (608) 263-9208 


