
FORM #5 (AT)  
OKLAHOMA STATE BOARD OF  

MEDICAL LICENSURE AND SUPERVISION  
PO BOX 18256, OKLAHOMA CITY, OK 73154  

(405) 962-1400 
  

VERIFICATION OF SUPERVISION 
  

__________Initial Position   ____________Additional Position   __________Change of Position 
(first job in the state of Oklahoma)  (do not delete any supervisors already on file)  (delete any supervisors already on file) 
  
(Please print or type)  
 
 
NAME OF APPLICANT: ______________________________________________________________________________________ 
 
  
License/Application Number: ___________________________________________________________________________________ 
 
  
Mailing Address: _____________________________________________________________________________________________ 
 
  
NAME OF SUPERVISOR: ______________________________________License Number: ________________________________ 
 
  
NAME OF PRACTICE SETTING (HOSPITAL, CLINIC ETC.) ______________________________________________________ 
 
ADDRESS: ________________________________________________________________________________________________  
 
___________________________________________________________________________________________________________ 
  CITY    STATE    ZIP 
 
PRACTICE TELEPHONE NUMBER: (________)_________________________________ 
 
THE ABOVE NAMED APPLICANT WILL BEGIN PRACTICE UNDER MY SUPERVISION ON _______/_______/_______.  
 
 
_________________________________________________  _________________________________________________  
Signature of Applicant        Signature of Supervisor 
 
  
Sworn to before me this date: _________________________  
 
 
(SEAL)         ______________________________________________  

Notary Public 
 
  

Commission Number:______________________   My commission expires: _____________________________ 
 

 
NOTE TO SUPERVISOR:    Please notify the Board office when your supervision of this individual 
ceases. 

 
 
 
 
 
 



 
IN MY ABSENCE, SUPERVISION WILL BE PROVIDED BY:  
 
 

NAME     LICENSE #      SIGNATURE 
  

______________________________   _____________     ____________________________  
 
______________________________   _____________     ____________________________  
 
______________________________   _____________    ____________________________ 
 
______________________________   _____________    ____________________________ 
 
______________________________   _____________     ____________________________  
 
______________________________   _____________    ____________________________ 
 
______________________________   _____________     ____________________________  
 
 
 
435:25-5-1. Supervision 
The work of the Athletic Trainer shall be done under the supervision of the team physician or consulting 
physician, although the physician need not be physically present at each activity of the athletic trainer nor be 
specifically consulted before each delegated task performed. 
 
435:25-7-2. Supervision 
An Apprentice Athletic Trainer is a person who assists in the duties usually performed by an athletic trainer 
under the direct supervision of a licensed athletic trainer. 
 
"Direct supervision" means on-site, personal supervision. The supervisor will delineate specific tasks and 
duties to be performed. Supervisee will not perform duties or tasks for which he/she is not trained. 
 
"General supervision" means responsible supervision and control. The supervisor is regularly and routinely on 
site to provide supervision. When not on site, the supervisor is available physically or through direct 
telecommunication for consultation. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ATFIVE(02/06) 


	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Radio Button35: Off


