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REQUIRED PROFESSIONAL EXPERIENCE
VERIFICATION FORM

DEPARTMENT OF CONSUMER AFFAIRS

INSTRUCTIONS AND IMPORTANT INFORMATION:

e This form must be completed and submitted within 10 business days after end date of experience,
change in time base or end of supervision.

e Full-time and part-time experiences cannot be combined on the same form.

e Any corrections to this form must be crossed out and initialed by the Supervisor.

e Do NOT use white out or correction tape on this form.

e Do NOT fax or email this form to the Board.

e SCHOOL SETTINGS: Separate verifications and school calendars are required for each school
session; including summer school.

PART A: RPE INFORMATION

1. FULL LEGAL NAME: LAST FIRST MIDDLE

2. RPE LICENSE NUMBER

3. STREET ADDRESS:

CITY, STATE, ZIP CODE:

4. EMAIL ADDRESS:

PART B: SUPERVISOR INFORMATION

5. FULL LEGAL NAME OF SUPERVISOR: LAST FIRST MIDDLE

6. SPEECH-LANGUAGE PATHOLOGY LICENSE NUMBER OR CLEAR CREDENTIAL NUMBER

7. STREET ADDRESS:

CITY, STATE, ZIP CODE:

8. EMAIL ADDRESS:
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PART B: SUPERVISOR INFORMATION (Cont'd)

9. LOCATION(S) WHERE EXPERIENCE WAS OBTAINED:

CHECK ONE: [_] scHooL SeTTING [_] OTHER
®

FACILITY OR SCHOOL NAME

ADDRESS CITY, STATE, ZIP CODE

B CHECK ONE: D SCHOOL SETTING D OTHER
FACILITY OR SCHOOL NAME

ADDRESS CITY, STATE, ZIP CODE

10. HOURS WORKED PER WEEK:

11. DATE OF EXPERIENCE: (Must reflect only the dates AFTER the applicant was approved to start) MM/DD/YYYY

START: / / END: / /

12. WILL THE APPLICANT CONTINUE TO WORK UNDER YOUR SUPERVISION?
If no supervision, RPE cannot practice until permanent license is issued.

COvyes [ no

13. SUPERVISION: (Check One)

ID The RPE worked FULL-TIME, (30-40 hours per week) and | provided eight (8) hours of direct supervision per month. Four
(4) of the eight (8) hours were in screening, therapy and evaluation.

Il:' The RPE worked PART-TIME, (15-29 hours per week) and | provided four (4) hours of direct supervision per month. Two
(2) of the four (4) hours were in screening, therapy and evaluation.

[D The RPE worked less than fifteen (15) hours per week.

14. PERFORAMNCE OF RPE APPLICANT: (Check One)
D SATISFACTORY D UNSATISFACTORY

COMMENTS: (OPTIONAL)

| declare under penalty of perjury under the laws of the State of California that | have discussed the foregoing with the applicant and that the
statements made herein are true and correct, and | did not supervise more than two (2) other applicants obtaining their Required
Professional Experience (RPE) during the same period of time. | further certify under penalty of perjury under the laws of the State of
California that all statements made herein are true in every respect and that misstatements or omissions of material facts may be cause for
denial of this verification, or for suspension or revocation of my license.

SUPERVISOR'S SIGNATURE DATE

PRINT FULL LEGAL NAME OF SUPERVISOR
INFORMATION COLLECTION AND ACCESS

The Speech-Language Pathology & Audiology & Hearing Aid Dispensers Board's Executive Officer is the person who is responsible for
information maintenance. Section 2532 of the Business and Professions Code is the authority, which authorizes the maintenance of the
information. All information is mandatory. Failure to provide any mandatory information will result in the application being rejected as
incomplete. The information provided will be used to determine qualification for licensure. Each individual has the right to review his or her
file maintained by the agency subject to the provisions of the California Public Records Act.
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