
Roane State Community College 

Occupational Therapy Assistant Program 

Observation Hours Form 

Applicant Name:_________________________________ R#______________________ 

 

Date Facility Hours 
observed 

Supervisor Signature 

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

Total Hours Observed:    

 

Student Signature: ________________________________ 

 

 

 

 


