
 
 

FDU PA Program 
Patient Care Experience Form 

 
 

This form should be uploaded directly to CASPA 
 
        Direct Patient Care       PA Shadowing                Other Health Care Related Experience 
 
 
Applicant Name: _______________________________________________________________ 
    Last   First   Middle 
 
Facility: _______________________________________________________________________ 
 
Supervisor: ____________________________________________________________________ 
 
Role of Supervisor: ______________________________________________________________ 
 
Clinical Setting:           Hospital            Private Office           Clinic        Other: _______________ 
 
Field of Medicine: ______________________________________________________________ 
 
Date(s): _____________________________________ Number of Hour Completed: _________ 
 
Required: Please provide a brief description of the supervisor’s duties and responsibilities: 
 
 
 
 
 
 
 
Required: Please provide a brief description of your responsibility with the supervisor: 
 
 
 
 
 
 
 
Signature of supervisor: _______________________________________ Date: _____________ 
 
Supervisor’s information: Phone #: ___________________ Email: _______________________ 


