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Supervision Plan

1. Candidate's details

Candidate’s name:	

University Registration Number………………………………………..……

Email: 	

Tel: 	

2. Co-ordinating Supervisor's details

Name of Co-ordinating Supervisor:	

Email: 	

Tel: 	

Is this supervisor located within the candidate’s service?	

3. Supervision Plan

Date when supervised clinical practice is expected to start 	

Date when supervised clinical practice is expected to be completed 	

Will the proposed Co-ordinating Supervisor be able to provide supervision for the full range of clinical work needed for the clinical portfolio?	    Yes/No

Will an additional supervisor provide some of the supervision?	    Yes/No

Will you receive some group supervision?	    Yes/No

The supervisor co-ordinating this group also needs to be named on this supervision plan.  

Name of proposed additional supervisor:	

BPS Membership No:	HCPC registration number:	

Position held:	

Email: 	

Is the additional supervisor located within the candidate’s service?	

Please give a brief description of this supervisor's current employing organisation and responsibilities.

	

	

	

	


Areas of work for which additional supervisor will provide supervision:

	

	

	

	


Outline the way in which supervision will be provided, giving details of where, when and how supervision will take place, and the nature and extent of supervision which will be provided.

For the Co-ordinating Supervisor

	

	

	

For additional supervisor 

	

	

	

The frequency and duration of supervision stated above must ensure that 60 hours of supervision will be achieved in total.  


Signature of candidate:	

Date:	

Signature of Co-ordinating Supervisor:	

Date:	

Signature of additional supervisor:	

Date:	


To be completed by University Practice Course Director 

Comments: 

Date of ratification	Expected date of completion	 

Name	

Signature	



