














Observer/Shadow Agreement Form 

I agree that as an observer I will not be involved with, assist with, or participate in any patient care. I 

understand that even if my physician permits any kind of patient care, that I am not allowed to do so. I 

will not perform any functions independently and understand that I must be accompanied by my 

clinician or physician sponsor(s) at all times. I understand that I may view patient records with my 

sponsoring physician(s) but cannot access them independently or make any notations/edits to the 

patient record. I agree that I will not touch any patient or perform any tasks independently concerning 

patient care. 

Observer: 

Printed Name Signature 

Date 

Sponsor: 

Printed Name Signature 

Date 






