[bookmark: _GoBack]COMS OFF-SITE SUPERVISION CONTRACT 

(Required if COMS Practice Supervisor is Off-Site)


COMS Applicant’s Name:  _______________________________________________________

Address: ______________________________________________________________________
City: _______________________________ 	State/Province: _______________________ 
Postal Code: _________________________	Country: ____________________________
WORK PHONE: _____________________ 	HOME PHONE: ____________________

E-mail: _____________________________		Fax: _______________________________	

COMS applicant’s place of clinical practice (name of agency, address, phone number): 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If the terms of the contract will be delivered through additional agencies, please provide the names, addresses, and phone numbers of the agencies.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Name of COMS Off-Site Supervisor: ________________________________________



COMS off-site supervisor’s place of employment (name of agency, address, phone number):
______________________________________________________________________________________________________________________________________________________________________________________________________
	

Name of University Representative (if not COMS off-site supervisor):
______________________________________________________

University Program (name of university, address, contact phone number):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe, in detail, the hardship that makes the possibility of on-site COMS supervision difficult or unrealistic for the applicant(s).  Describe efforts that have been made to secure on-site supervision by a COMS and why those efforts have not been successful.  For example, the difficulty might arise from a lack of available individuals who hold the COMS certification in the geographical area or country that the student would normally have the internship.   
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Name of On-Site O&M Supervisor: _________________________________________

On-Site O&M supervisor’s place of employment (name of agency, address, phone number):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the On-Site O&M Supervisor have a minimum of a Bachelor’s degree (or foreign equivalent or post-secondary diploma if educated outside the U.S.) with an emphasis in Orientation and Mobility from an accredited university or college?  

Yes _______		Name of university or college: _____________________________

No _______

If the education/training of the On-Site O&M Supervisor was not university/college-based, please describe the method of education/training. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has the On-Site O&M Supervisor provided a minimum of 100 hours of direct instruction in Orientation and Mobility in the past 12 months?

Yes _______						

No _______

Brief description of clinical practice activities:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Projected start date: ___________		Projected date of completion: __________


Total anticipated number of direct observation hours by the COMS off-site supervisor:  _______________


Total anticipated number of supervisory/technical assistance hours: ____________


Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Statement of Understanding (COMS Off-Site Supervisor)

I do hereby affirm that all of the information submitted on this form is true and correct to the best of my knowledge.  I further affirm that this provisional contract will be completed with integrity and honesty and in accordance with the ACVREP Orientation and Mobility Specialist Code of Ethics.

Signature of COMS Off-Site Supervisor: ____________________________________ 

Date:  ____________ 



Statement of Understanding (On-Site O&M Supervisor)

I do hereby affirm that all of the information submitted on this form is true and correct to the best of my knowledge.  I further affirm that this provisional contract will be completed with integrity and honesty and in accordance with the ACVREP Orientation and Mobility Specialist Code of Ethics.

Signature of O&M On-Site Supervisor: _____________________________________ 

Date:  ____________ 





Statement of Understanding (COMS applicant):

I do hereby affirm that all of the information submitted on this form is true and correct to the best of my knowledge.  I further affirm that this provisional contract will be completed with integrity and honesty and in accordance with ACVREP Orientation and Mobility Specialist Code of Ethics.

Signature of COMS Applicant: ____________________________________________ 

Date:  _____________







