
            NAME:  


Exam Observation Experience Log
Required: Chest or Abdomen CT, Chest X-Ray, 2 others (Peds exam, Neuro MR (first 10 min), MSK X-Ray…)
Please STAR (*) in the margin to indicate something that you think deserves attention from our quality assurance committee for opportunities to improve our service or to recognize good service.
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	MRN:
	TeCh 

Initials:

	History on requisition:



	Additional relevant history (if any):



	Comments you have on the patient’s experience:



	Notes: (Did your information affect the interpretation?  Feedback?  Other pertinent details?)
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