Reference Material 6
Work Experience Checklist
Radiology

Two years minimum Hospital Work Experience Required

Health Care Provider Name

License # Exp Date
Modality Yes/No Certification Exp Date Years of Type of Specialized Skills
Experience Equipment
Radiology

IAngiography

Bone Density

Cath Lab

CT

Mammography

MRI

Medical
Dosimetry

Nuclear Med

Quality
Management
Radiologist
IAssistant
Radiation
Therapy

Sonography

Film Processing

Screen/Film

PACS

Population Served (Check all applicable):
[ INeonatal

[ linfant/Children (1-11)

[]Adolescent (12-18)

[ ]Adult

[ |Geriatric

Employee Name (Signature and Date)

Agency Name

Agency Representative (Signature and Date)

Submit Chesapeake Registry Program effective 4/1/2011-3/31/2014
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