Department of Medical Assistance Services / Local Education Agency Services
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	Supervision Q 30-90 days required 
Supervisor must be professional of the healing arts in the type of assistance being performed.  Licensed professions include, but are not limited to the following:  RN, Psychiatrist/Psychologist/LCSW, PT, OT, SLP-ASHA certified or licensed by the Board of Audiology and SLP.  For specific supervisor qualifications, see the DMAS School Division Provider manual. 
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Key:
N = Normal
V = Variance from normal or standard  
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