
Texas Tech University Health Sciences Center El Paso Designation 

of Waived Testing Supervision  

 

 I, ________________________________________, authorize the individuals listed below to  
  
 Supervise and/or perform all waived testing activities performed in the Department of 
______________________.  
  
This designation statement will be reviewed on an annual basis and updated as needed.  
   
_________________________________________    __________________________   
              Printed Name              Date  
  
_________________________________________  
                      Signature    
  
  

NAME  POSITION  
  
  

  

  
  

  

  
  

  

  
  

  

  
  

  

  
  

  

  
  

  

  
  

  

  
  

  

  

Rev. 11/2023                                                                                                                                                                                                                                                              EP 3.19.D

       


