
STATE OF NEW HAMPSHIRE 

BOARD OF PSYCHOLOGISTS 
7 Eagle Square Suite 300

Concord, NH 03301 
(603) 271-2152 

ervisor's Confirmation of Post Doc Clinical Ex erience 
post oc c mica experience 

Request to the Supervisor and Release of Information to the Board 

Please send one form to ea h supervisor and have them return it to vou in a signed 
sealed envelope. 

I am applying for licensure as a Psychologist in the State of New Hampshire. The Board of Psychologists 
requires confirmation of supervised clinical post doc experience. This is your authority to release any 
information you have in your files, favorable or otherwise. 

Applicant's Name ______________________________ _ 

Address _________________________________ _ 

City ______________________ .State _______ Z.ip ___ _ 

Signature _______________________ Date ________ _ 

Summary of Supervised Clinical Experience 

NameofFacil ity ______________________________ _ 

Address of Facility _____________________________ _ 

Applicant's Title at the time of supervision ____________________ _ 

Dates of Supervised Clinical Experience: From: month __ .....,ear ___ To: month__year __ 

FACE-TO-FACE Individual Supervision: Hours/Week __ TOTAL supervised face-to-face hours __ 

Total Hou rs of Supervised Clinical Work Experience* _____ _ 
(• # of hours worked per week X # of weeks worked) 

Was a Candidate Agreement or Employment Relationship on file in the Board office 
prior to commencement of the supervision? ( ] YES ( ] NO 
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