
 

 
Activity Verification Form 

 
Member Name: 

 
Student’s  Role:  
Provider/Organisation name:  
Supervisor’s  Contact  Name:  
Supervisor’s  Contact  Email  or  Phone:  
 
Dates of involvement:  
Hours of involvement:  
Summary of Activity: 
 
 
 
 
 
 

I, the representative of the provider above, verify that _____________________________ 
has completed the requirements of the role to a satisfactory level. 

 

Signed:  ……………………………………………………… 

Print name: …………………………………………………. 

Position:  …………………………………………………….. 

Date:  ………………………………………………………… 

 

On completion of your role, please return this form to:  

Samantha.richardson@vuwbap.co.nz  


