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This form must be completed by the speech pathologist who mentored another speech pathologist to complete the Clinical Fellowship Year. Please complete one form for each speech pathologist mentored. Mentors will receive a stipend of $600 per year per mentee. 
The form must be submitted to the treasurer’s office by June 1.
Mentor Name: _______________________________________________________
CFY Speech Pathologist  Name: _________________________________________  
_____ I verify that I have completed all the requirements of a mentor speech pathologist for the Clinical Fellowship Year. This includes completing all necessary forms and documentation required by the program.
Mentor Signature: _________________________________________Date:___________

Program Supervisor Signature: _______________________________Date:___________

Director Signature: ________________________________________ Date: __________
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