
Master of Arts in Occupational Therapy 
Observation 

Completion of observations familiarizes students with the field and the role of an occupational therapist. This exercise is to assist 
the applicant in affirming occupational therapy as a career choice. The quality and content of the responses to the questions 
should reflect the applicant’s careful consideration of the observation. Please note the Occupational Therapy Admissions 
Committee may verify the volunteer experience listed on this form. 
 
A minimum of two observation forms are required, documenting observations in two different settings of at least 20 hours each 
within the past 24 months. One of the observations must be in a setting where you have had the opportunity to work with either an 
occupational therapist or occupational therapist assistant. If you need additional space, please attach another sheet. 

Applicant Data 
(please type or print) 

Clinical Observation 
(please type or print) 

 
 
 
Describe the type of facility and the clients served. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Describe your responsibilities and activities during the observation. 
 
 
 
 
 
 
 
 
 
 

(over) 

Applicant name ______________________________________________________________________________ 
   last    first    MI 

 

Year attending 20____  Date submitted _____________________________________________ 

Start date _________________ End date _________________ Number of hours ___________ 
 mm / dd / yyyy  mm / dd / yyyy 

Contact person __________________________________________ Title ________________________________ 

Facility name __________________________________________ Phone number _________________________ 

Facility address ______________________________________________________________________________ 
   street    city    state  ZIP 



List examples of the services/treatments and who provided them (e.g. OTR, COTA, other). 
 
 
 
 
 
 
 
 
 
 
 
Briefly describe one client and any changes in attitude, behavior and function you observed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Describe your personal response to the client’s condition and treatment. 
 
 
 
 
 
 
 
 
 
 
 
 
 

Student I certify the information given on this form is accurate and complete to the best of my knowledge. 

Student signature ______________________________________________ Date __________________ 

Supervisor 
I verify that the applicant has completed the number of hours stated. 

Supervisor signature __________________________________________ Date __________________ 

Return application materials to: 
The College of St. Scholastica, Office of Graduate Admissions, 

1200 Kenwood Avenue, Duluth, MN 55811 

The College of St. Scholastica is an equal opportunity educator and employer. 
Revised 4/08 


