
 
 

Anesthesia Shadowing Verification Form 

Instructions 

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. This experience should be in 

the form of shadowing, or internship. 

Future DNAP Applicant Information 

Name  

Current Address  

City  State  Zip   

Shadowing Experience with CRNA or MD 

Institution/ Location  

Date(s) of Experience  

Total Number of Hours  

Types of Surgeries  

Types of Anesthesia  

Was the observer present for the preoperative assessment, induction, maintenance, emergence, and 

PACU hand-off process? □ Yes □ No 

Anesthesia Provider Information 

Name  

Workplace  

Phone  Email   
Please reach out with any concerns, comments, or events to make us aware of to: 
Interim Program Director: Dr. Jill Mason Jill.Mason@ahu.edu  

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 Name: Print & Signature Date 
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