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VERIFICATION OF COMPLETION OF SUPERVISED PRACTICE FORM 

Pursuant to Maine State Board of Nursing Board Rule Chapter 8, Section 2-2(A)(B) and 32 
M.R.S. § 2102(2-A), a Certified Nurse Practitioner must practice for a minimum of 24 months
under the supervision of a licensed physician, or a supervising nurse practitioner, or must be
employed by a clinic or hospital that has a medical director who is a licensed physician. The

Certified Nurse Practitioner shall submit written evidence to the Board. 

I, ________________________________________________________ , attest that I supervised 
   Name and Title of Supervising Provider 

_________________________________________ from ______________ to ______________. 
      Name of Certified Nurse Practitioner 

The Certified Nurse Practitioner prescribed during their 24 months of supervised practice 
Yes   No 

SIGNATURE:_________________________________________   DATE:_________________ 

SUPERVISING PHYSICIAN’S OFFICE ADDRESS:__________________________________ 
Street #         Street 

______________________________________________________________________________ 
City State Zip Code 

SUPERVISING PHYSICIAN’S OFFICE PHONE NUMBER:__ (     __    )_________________ 
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