
                                                     

                        
   DIAGNOSTIC MEDICAL SONOGRAPHY PROGRAM 

  Documentation of career shadowing experience 
 
 
 

 DMS Applicant_________________________________________________________ 
 
Clinical Shadow Site_____________________________________________________ 
 
Supervising Sonographer________________________________________________ 
 
Sonographer Work Phone___________________________ 
 
Number of Hours in Department_______________ 
 
Sonographer Signature_________________________________________________________ 
 
 
Please describe your observations specifically related to job tasks performed by sonographers: 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


