
Saint Joseph Hospital Radiography Program is dedicated to 
providing a quality education for individuals in the field of 
radiologic technology. The program incorporates the core values 
of Catholic Health Initiatives, which includes reverence, integrity, 
compassion and excellence. Our mission is to produce competent 
technologists for the various aspects of the profession. 

___________________________________________  
                   CLINICAL INSTRUCTOR SIGNATURE 

Saint Joseph Hospital Radiography Program - Observation Requirement rev. 02.10  

 
 

 

Date  

Specialty Area  
Other (Surgery, etc.) 

Routine Radiography  
Portable Radiography 
Fluoroscopy  

  
 

AREAS OF OBSERVATION:  

Name of Institution  

I, __________________________________________________have read and understand the HIPAA regulations for 
SIGNATURE  

By signing, I agree to uphold confidentiality for all patients and personnel of said healthcare institution. I agree to withhold any and 
all discussion of a personal nature regarding any procedures and patients observed today. 

I, ________________________________________________have observed for four hours in the radiology department at
                                         PRINT FULL NAME  
   ___________________________________________________ on ______________________________________  

All applicants must observe at a hospital radiology department for a minimum of four (4) hours prior to the application 
deadline.  Appointments are available 8:00am-12:00pm Monday, Wednesday, and Friday for applicants interested in 
observing at Saint Joseph Hospital Lexington, Kentucky. 
 

To schedule an appointment time for observation contact program faculty at 859.313.2827.  For voice-mail please leave 
your name and a contact phone number.  
 
The Clinical Instructor at the hospital will sign the observation form ONLY on the day of the scheduled observation.  

 Please wear professional dress clothes (no blue jeans and t-shirts) and comfortable shoes (no open-toed shoes or 
flip flops). Any application submitted without completion of this form will not be considered for the program.  

OBSERVATION REQUIREMENT  Saint Joseph Hospital  
Radiography Program  

____________________________________________________________________________________________  
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