

Medical Facility Employment Verification
This letter(must be on Facility letterhead) verifies that on this date (today’s date)___________ (employee name)_______________________is currently employed, is in good standing at this Health Care Facility, (name and type of facility, e.g. Primary Care, Clinic, Nursing Care Facility, etc. ) _________________ , and meets, at minimum, those qualifications/certifications required to perform tasks as prescribed in this facility’s job description for the position of  (job or profession, e.g. MD, RN, Nursing Assistant, Lab Tech, Rad Tech, etc.)________________ for working in (department e.g. Lab, Pharmacy, Radiology, etc.)__________________.

I further ascertain that I have or have been given administrative authority of (Health Care Facility Name)___________________ to verify the employment of this employee.

Facility Authority Name________________________________ 

Title______________________

Signature________________________________________________

City______________________________State_______Zip________________

Phone___________________________ Fax______________________________

Employee Supervisor’s Name (if other than above) _________________________________ 

Title____________________ 

Facility______________________________

City____________________________State________Zip_________________
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