
COLLEGE OF SOUTHERN NEVADA  
SURGICAL TECHNOLOGY HEALTH CARE EXPERIENCE 

For which year are you applying? _____________________________________ 

Applicant name (please print): ___________________________NSHE ID#:_______________________  

I give my permission to release the requested information to the CSN Surgical Technology Program.  

Signature:_________________________________________Date:_______________________________ 

Once completed and signed by the employer, the student must upload this form into the Limited 
Entry Application Portal as part of their application to the program. 

Employer Name:_______________________________________________________________________  

Address:______________________________________________________________________________ 

Phone:_____________________________________  

Name and title of person completing form (please print):_______________________________________ 

Applicant’s Job Title: ________________________________ 

Provide a brief description of the agency (e.g. hospital, nursing home, home health, etc.):  

Provide a brief description of the responsibilities of the applicant: 

□Full-time employment    or □ Part-time employment

Would you rehire this person?  

Applicant employed from:____________________to:________________________ 

Note: If present, current, or similar is entered in the “to” field, the employer’s signature date will be used to 
calculate experience. The exact timeframe will be used and will not be rounded or averaged up. The full 
required length of experience must be met to receive selection points. 

Please comment on the strengths and weaknesses of the applicant: 

Employer Representative’s Signature:_____________________________Date:____________________  
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