
Pharmacy Technician Internship Documentation Form 

Name: __________________________________________________________  

Address: ________________________________________________________  

Social Security Number _____________________________________________  

Location: ________________________________________________________  

 

Use separate form for Retail and Hospital Internship 

Clinical Site 

A. ______________________________________________________________ 

B. ______________________________________________________________ 

C. ______________________________________________________________ 

School Number:___________________________________________________ 

Coordinator:______________________________________________________ 

Clinical 

Area/Site 
Date 

Time 

In 
Time 
Out 

Number 

Of Hours 

Description of 

Patient Management 
Staff Signature 

       

Total Hours This Sheet: ____________  Total Hours All Sheets:_____________ Coordinator’s Signature: ______________  
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