
Keiser University Naples 
Anesthesia Shadowing Verification Form 

 
 

Please complete this form to verify that you have participated in a shadowing experience with a practicing 
certified registered nurse anesthetist (CRNA) or physician anesthesiologist. Use one form for each day 
shadowing. 

 

Applicant Information 

Name: __________________________________________________________________________________ 

Current Address: ________________________________________________________________________ 

City: __________________________ State: ________________________ Zip: _______________________ 

 

Shadowing Experience 

Institution/ Location: ______________________________________________________________________ 

Date of Experience: ______________________ Total Number of Hours: _____________________________ 

Surgeries Observed: _______________________________________________________________________ 

Type of Anesthesia: _______________________________________________________________________ 

 

Anesthesia Provider Information 

Name: __________________________________________________________________________________ 

Credentials: ______________________________________________________________________________ 

Workplace: ______________________________________________________________________________ 

Phone: ___________________________ Email: ________________________________________________ 

I verify that the above-named applicant participated in an opportunity to explore the anesthesia profession by 
spending time observing me in practice. 

 
 
 
 
 

Anesthesia Provider Signature Date 
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