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VERIFICATION OF EMPLOYMENT 
Form SPA-2A 

APPLICANT NAME 

Check one: � Speech-Language Pathology � Audiology 
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To The Applicant: Type or pr nt your name and soc secur ty number on y. 

SECTIONS I AND II ARE TO BE COMPLETED BY THE SUPERVISING LICENSED SPEECH-LANGUAGE 
PATHOLOGIST AUDIOLOGIST VERIFYING THE EMPLOYMENT. 

To The Supervisor: Please complete Sections I and II below. Please type or print Section I. 

I. GENERAL INFORMATION 

Supervisor’s Name: Business Phone: 

License Number: � Speech-Language Pathology � Audiology 

Practice Location Address: 

Office or Agency where experience will take place: 
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II. CERTIFICATION 

I understand that pursuant to Chapter 468.1155(1), F.S., a prov ona cense s requ red pr or to the 
above named app cant at ng the profess ona emp oyment exper ence. 

I cert fy that the profess ona emp oyment sha nc ude assessment, hab tat on and rehab tat on act es w th 
the c ents; the act es performed by the prov ona censee sha be mon tored and eva uated by an 
nd dua th an act ve cense n the same area for wh ch prov ona censure s be ng sought. 

I hereby acknow edge rece pt of Chapter 468, Part I, F.S., and re ated ru es and further acknow edge that I 
have read these regu at ons. I understand that s my respons ty to keep nformed of any changes to 
Chapter 468, Part I, F.S. and re ated ru es. 

I cert fy that the above nformat on s true and correct to the best of my know edge. 

Superv sor’s S gnature Date 

Board of Speech-Language Pathology and Audiology 
4052 Bald Cypress Way, Bin C06, Tallahassee, FL 32399-3256 

Telephone: (850) 245-4161 FAX: (850) 921-6184 




