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CERTIFICATION OF
UNDER THE DIRECTION AND ACCESSIBILITY



I, ________________________________________________, _____________, ___________________________________,
                                      (Name of Supervising Clinician)                                              (Credential)                                    (Type of Therapist)


with current license number ________________________, certify that I am providing “Under the Direction of” services to the following 


_________________________________________  for the _________________________________ school year:
               (Title of Provider, e.g., PTA)



CHILD:  __________________________________________________________  DOB ______________________________


	
Name of Therapist being Supervised
	
Certification/License # & NPI #

	

	

	

	

	

	

	

	




I am providing accessibility to the above-reference therapist in the following manner:  
	







I will keep the appropriate records documenting that the “Under the Direction of” activities have occurred (i.e., telephone logs, logs, minutes of meetings, minutes of observations, initial and subsequent periodic face-to-face contacts with each student, etc.)



_________________________________________________________    			____________________________________
                          (Signature of Supervising Clinician)                                                                                                                            (Date)
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