Clinical Supervision Reimbursement Form

	Clinical Supervisor (Claimant):
	     
	
	Employee #
	     

	
	Print Name
	
	
	

	Work Address:
	     

	License #
	     
	Expires on:
	     
	Month Claimed:
	 FORMDROPDOWN 

	Year Claimed:
	 FORMDROPDOWN 


	
	
	
	
	
	
	
	


I have provided clinical supervision for the employees listed below and shall claim the following: (Please check one option)

	 FORMCHECKBOX 

	The $25.00 monthly stipend for a weekly average of at least 1 hour of licensure supervision.

	 FORMCHECKBOX 

	The $50.00 monthly stipend for a weekly average of at least 2 hours of licensure supervision.

	 FORMCHECKBOX 

	The $75.00 monthly stipend for a weekly average of at least 3 hours of licensure supervision.

	 FORMCHECKBOX 

	The $100.00 monthly stipend for a weekly average of at least 4 hours of licensure supervision.


	Supervisee
	Employee #
	Work Address
	Group/Individual

	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 



	The above information is a true and accurate account of the clinical supervision I have provided.  I am certified to provide clinical supervision according to BBS standards.

	
	     
	
	     
	
	     
	

	
	Print Name
	
	Signature
	
	Date
	


	Regional Administrator or Assistant Regional Administrator

	
	     
	
	     
	
	     
	

	
	Print Name
	
	Signature
	
	Date
	


	


	The above employee meets BBS licensing and training requirements to provide clinical supervision.

	
	     
	
	     
	
	     
	

	
	Clinical Licensure Program Manager-Signature
	
	Date
	
	Date Forwarded to Finance
	


	Forward to:
	Clinical Licensure Program Manager

	
	Clinical Supervision and Internship Program

	
	532 E. Colorado Blvd.  8th floor

	
	Pasadena, CA  91101
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