OFF-SITE SUPERVISOR CONTRACT
(Required if CLVT Practice Supervisor is offsite)

If the CLVT practice supervisor is offsite, an “Off-Site Supervisor Contract” must be completed and signed by the CLVT practice supervisor and applicant prior to the practice taking place.  This application must be approved by ACVREP in advance of initiating the offsite CLVT supervised clinical practice.  

CLVT applicant’s name:  _______________________________________________________

Address: _____________________________________________________________________

City: _______________________________ State/Province: _______ Postal Code: _________
Country: ____________________________
WORK PHONE: _____________________     HOME PHONE: ________________________
Fax: ________________________________	
E-mail: _________________________________

CLVT applicant’s place of clinical practice (name of agency, address, phone number): 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If the terms of the contract will be delivered through additional agencies, please provide the names, addresses, and phone numbers of the agencies.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


CLVT supervisor:  _____________________________________________________

[bookmark: _GoBack]

CLVT supervisor’s place of employment (name of agency, address, phone number):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Brief description of clinical practice activities:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Projected start date: _______________           Projected date of completion: _____________

Total anticipated number of in-depth cases to be supervised by the CLVT supervisor (there must be a minimum of five (5) consumers with a wide range of needs and diversities from the beginning initial intake interview to the final case completion): _______________

Total anticipated number of direct observation hours by the CLVT supervisor:  _______________


Total anticipated number of supervisory/technical assistance hours: _______________

Comments:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I do hereby affirm that all of the information submitted on this form is true and correct to the best of my knowledge.  I further affirm that this provisional contract will be completed with integrity and honesty and in accordance with the Low Vision Therapist Code of Ethics (see Section 6 of the Low Vision Therapist Certification Handbook).

Signature of CLVT applicant: _________________________ Date:  _____________


I do hereby affirm that all of the information submitted on this form is true and correct to the best of my knowledge.  I further affirm that this provisional contract will be completed with integrity and honesty and in accordance with the Low Vision Therapist Code of Ethics.


Signature of CLVT supervisor: _________________________ Date:  ___________

