
Healthcare Practitioner Participation 

Verification 

Date: [Insert Date] 

[Healthcare Facility Name] 

[Facility Address] 

[City, State, Zip Code] 

To Whom It May Concern, 

This letter serves to verify the participation of [Practitioner's Name], [Credentials] in our 

healthcare facility. [He/She/They] has been a part of our team since [Start Date] and has been 

actively engaged in providing high-quality care to our patients. 

[Practitioner's Name] specializes in [Specialty], and has been involved in [specific duties or 

roles, e.g., patient care, treatments, consultations]. [He/She/They] has consistently demonstrated 

professionalism and dedication to [his/her/their] practice. 

Should you require any further information regarding [Practitioner's Name]'s participation or 

professional conduct, please do not hesitate to contact us at [Phone Number] or [Email Address]. 

Sincerely, 

[Your Name] 

[Your Title] 

[Healthcare Facility Name] 

[Facility Contact Information] 


