
Name: ___________________________________________________ Phone: ________________________________________ 

Address: ________________________________________________________________________________________________ 

Patient ID Number: _________________________________________ E-Mail Address: _________________________________ 

Verification Form
Complete date, place, project, supervisor, supervisor’s phone 
number and total number of hours worked. Then have supervisor 
initial and date each entry.  Present this form at the office of 
Drs. McLain, Steedle, Chermak and Hanson to redeem your reward
for your community service SMILE points.

GRAND TOTAL HOURS/S.M.I.L.E. POINTS
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