
Clinical Credentials Verification 

Date: [Insert Date] 

To Whom It May Concern, 

This letter serves to verify the clinical credentials of: 

Name: [Practitioner Name] 

Title: [Practitioner Title] 

License Number: [License Number] 

Field of Specialization: [Specialization] 

We confirm that [Practitioner Name] has completed the necessary education and training as per 

the governing regulations. Furthermore, the following credentials have been verified: 

• Degree: [Degree Earned] 

• Institution: [Institution Name] 

• Year of Graduation: [Year] 

• Board Certification: [Certification Details] 

If you have any questions or require further information, please do not hesitate to contact us at 

[Contact Information]. 

Sincerely, 

[Your Name] 

[Your Title] 

[Institution/Organization Name] 

[Contact Information] 


