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VISITORS IN RESTRICTED AREAS RECORD FORM 
 

Group Record Form 

 
Group 1 ___________________________________________________________Date ___/___/___ 

 

Group 2 ___________________________________________________________Date ___/___/___ 

 

 
   I have received information pursuant to Health Physics Procedure HP-23. 

 

 Group 1  Group 2 

 Name (Last, First), Affiliation  Name (Last, First), Affiliation 

1  1  

2  2  

3  3  

4  4  

5  5  

6  6  

7  7  

8  8  

9  9  

10  10  
11  11  

12  12  

13  13  

14  14  

15  15  

16  16  

17  17  

18  18  

19  19  

20  20  

    

Dosimeter Serial Number: Dosimeter Serial Number: 

Dose Recorded: Dose Recorded: 

Recorded By: Recorded By: 
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