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Verification of Completion of Required Clinical Hours 

The limited licensee must submit the Form SA5 to the Board when the assistant has completed the required 
25 clinical observation hours and 75 clinical assistance hours. The required hours must be completed within 
the first 60 days of issuance of Limited Licensure. This form must be submitted to the Board by the end of 90 
days of issuance of a Limited License as specified in the letter received with the limited license. If this form is 
not submitted by the date specified in the letter enclosed with the limited licensee the limited license becomes 
null and void per COMAR 10.41.11.03(B)(2)(e). 

Applicant (Please Type or Print) 

Name: 
Last First Middle/Maiden 

Address: 
Street Apt. # 

City State Zip Code 

Phone: E-Mail:

Supervising Speech-Language Pathologist 

Name:  
Last First Middle/Maiden 

Address: 
Facility or Company Name 

Street Suite # 

City State Zip Code 

Phone #: E-Mail:



Revised February 2022 

I verify that, , a Speech-Language Pathology Assistant 
Applicant under my supervision has completed 25 hours of clinical observation and 75 hours of clinical 
assisting experience as indicated below: 

Week From (mm/dd/yyyy) To (mm/dd/yyyy) Observation Hours Assistance Hours 
1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

Grand Total Hours: 

Signature of Supervisor: Date: 

Supervisor: (check one of the following) 
( ) Holds MD License in Speech-Language Pathology, License #  

( ) Holds ASHA CCC-SLP, Certificate #  

( ) Holds Licensure in SLP in State of , License #   

If the Board does not receive proof of successful completion of the clinical hours by the end of 90 days, 
the Speech-Language Pathology Assistant’s Limited License will be null and void. The Speech-Language 
Pathology Assistant may practice only after reapplying for a new limited license. 
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