
RISK MANAGEMENT EDUCATION VERIFICATION FORM

(FOR PERIOD ENDING                                                      )

DEPARTMENT:                                                                                                                     

PHYSICIAN’S NAME:                                                                                                          

SOCIAL SECURITY NUMBER:                                                                                      

CLASSIFICATION (CHECK ONE):              FACULTY              RESIDENT

Risk Management Option (Attach
copy of appropriate descriptive
applicable)

Post-test score, if
applicable

Credit hours earned Date completed


