
My signature attests to the present employment of the applicant/licensee named above as an 
Alcohol & Drug Counseling Aide (“ADCA”) and that the requirements of the position conform 

to the Board’s definition of an ADCA (please refer to 32 MRS § 6203-A (2) for more 
information). I agree to notify the Board when the above named licensee is no longer under 

my supervision.  
 
 
 

________________________________________________  Date: ____________________ 
Signature of Certified Clinical Supervisor   
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The CCS is responsible for notifying the Board when the applicant/licensee is no longer  
under the supervision of CCS. Failure to notify the Board constitutes a violation of Board Rule. 
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