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Dear Healthcare Provider, _______________________, an applicant of the Lone Star College-CyFair Medical Radiologic Technology Program; has declared that he/she has either been employed, or has been a volunteer at your institution. Since we value our prospective students’ healthcare experiences and their additional insight into the profession, they have the opportunity to receive additional consideration in our program’s admission process. In order for our program to recognize the applicant’s experience, we require verification of the above referenced individual’s work/volunteer experience while under your supervision. Please provide a response to all information requested on the Healthcare Experience Verification Form. If additional space is required, please include a separate document along with the completed second page of this form. Students must submit all necessary forms no later than May 27, 2016 in order for the applicant’s information to be considered in the selection process. Following completion of the form, it should be directly mailed to the Medical Radiologic Technology Program at the address listed below. Please sign across the seal of the envelope to ensure authenticity if the student intends on hand delivery to the college. 

Lone Star College-CyFair 
Attn: Lawrence E. Norris Jr. 
Medical Radiologic Technology Program 
9191 Barker Cypress Rd. 
Cypress, TX 77433 

Thank you for taking the time to complete this form, and please feel free to contact me at if you have further questions regarding this request. 

Sincerely, 

Lawrence E. Norris Jr. 
Program Director, Medical Radiologic Technology Program 
9191 Barker Cypress Road 
Health Sciences Center 2 / 250 K 
Cypress, Texas 77433-1383 
Lawrence.E.Norris@lonestar.edu 
281-290-3926
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2016 Healthcare Experience Verification Form

Applicant Name: __________________________________________________________________

Check One:           Employee   [ ]      Volunteer   [ ]


Actual Dates of Employment or Volunteer work:  Start Date __________ End Date: __________


Hours per Week If Employed: ________________ Total Hours if Volunteer:  ______________


Type of Work/Duties Performed:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Healthcare Institution Information:

Name: _______________________________________________________________________________________

Address City, State, Zip 
__________________________________________________________________________________________________________________________________________________________________________________________

Contact Phone Number__________________________________________________________________________

Supervisor or Representative completing form:


Printed Name & Title____________________________________________________________________________

Signature Date_____________________________________________________________________________________________________
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