
Speech-Language Pathologist and/or Audiologist Clinical Experience Form 1 

 

Speech-Language Pathologist and/or Audiologist 
Supervised Graduate Clinical Experience  
Supervised Doctoral Clinical Training Experience  
Licensing requires that an applicant may qualify for licensing by documenting completion of every requirement 
necessary to obtain certification of clinical competence in audiology (CCC-A) from the American Speech-
Language-Hearing Association (ASHA) or board certification in audiology by the American Board of Audiology 
(ABA). The Applicant must, in part, document the completion of supervised clinical training by obtaining the 
signature of the appropriate person(s) in the institution(s) where the training occurred. The training must meet 
the requirements prescribed by ASHA or ABA. 

Instructions: Have the appropriate person(s) at the institution(s) where you completed your supervised clinical 
training sign and date this form. PLEASE NOTE: If more than one person is needed to attest to your required 
supervised clinical training, please copy this form for each signature. 

Applicant Name:   

School Name:   

School Official 
School Official’s Name:  

School Official’s Title:  

Name of Training Site:  

Address of Training Site: 

Street Address:  

City:  State:   ZIP Code:  

School Official’s certification: By signing and dating this document below, I certify that the above-named 
applicant has completed the requirements for supervised clinical training. 

Supervisor Signature:   Date:   

Minnesota Department of Health  |  Health Regulation Division 
651-201-4200  |  health.slpa@state.mn.us  
www.health.state.mn.us 

3/31/26 

To obtain this information in a different format, call: 651-201-4200. 
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http://www.health.state.mn.us/
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