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Mountainland Technical College — Radiography Technology
Job Shadow Recording Sheet

Student Name: Total Hours Completed:

Requirements

e Applicants must complete at least two hours of job shadowing in an X-ray or Fluoroscopy setting to be
considered for admission.

e Shadowing in other imaging modalities (CT, MRI, Sonography, Mammography, etc.) will not count toward this
admission requirement.

e  Applicants may earn one additional application point for every 2 hours of shadowing completed beyond the
2-hour minimum, up to a maximum of 10 total hours and 5 points.

e Shadowing at multiple facilities is encouraged.

*If you have a different version of the job shadowing form, the point criteria may vary. While previous versions
of the form will still be accepted, points will be awarded based on the criteria outlined on the current form
posted on the MTECH website.

Facility Shadowing Record

Date:

Facility Name:

Facility Location (City, State):

Radiologic Technologist or Supervisor Name:

Facility Phone Number:

Modalities Observed:

[ X-ray [ Fluoroscopy [I1CT [ MRI [Sonography [ Mammography [Radiation Therapy
[ONuclear Medicine [IPET [ Interventional Radiology [ Bone Densitometry [ Other:

*Only X-ray/Fluoroscopy hours are eligible toward admission requirements.

Number of Shadowing Hours Completed:

I certify that the shadowing hours recorded were completed in the modalities indicated above and that the
hours listed are accurate:

Signature of Radiologic Technologist or Supervisor:

Signature of Student:
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