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State of Nevada 
Speech-Language Pathology, Audiology & Hearing Aid Dispensing Board 
 

 

 

Speech-Language Pathology Assistant  

Verification of Academic Clinical Observation and Assisting Experience 
 

Per NAC 637B, as revised in LCB File R026-25, an applicant for a license to practice as a Speech-Language 
Pathology Assistant (SLPA) who is a new graduate and holding a bachelor’s degree or master’s degree in speech-
language pathology or communication sciences and disorders awarded by an educational institution must 
provide proof of completion of any clinical observation and/or clinical assisting experience while earning the 
degree. Completion may be confirmed through the academic transcript or verified by the Registrar, Dean, or 
Department Head of the issuing institution, or the SLP who supervised the clinical experience. 
 
Student Name:  ______________________________________________________________________________ 
 

Institutional Student ID#: ______________________________________________________________________  
 

College/University: ___________________________________________________________________________ 
 

City/State: __________________________________________________________________________________ 
 

TO BE COMPLETED BY THE REGISTRAR, DEAN, DEPARTMENT HEAD, OR SUPERVISING SLP 
 
Degree Awarded: ________________________________________   Date Awarded: _______________________  
 

Field of Study: _______________________________________________________________________________ 
 

Training Start Date: _____________________________ Training End Date: ______________________________ 
 

Location of Clinical Training: ____________________________________________________________________ 
 

Total Clinical Hours: _________________    Observation Hours: ____________ Assisting Hours: ____________ 
Please indicate the number of clinical training hours earned in speech-language pathology or communication sciences and 
disorders (enter “0” if none accrued): 

 
Name of Person Completing Form: _______________________________________________________________  
 
Title:   Registrar     Dean     Department Head     Supervising SLP     Other: ____________________ 
 
Employer & Address: __________________________________________________________________________  
 
Email: _____________________________________  Phone: _________________________________ 
 
I attest that the verification of clinical experience is true and accurate. 
 
 
_____________________________________________________________ __________________________  
Signature         Date 


