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Occupational Therapy Program  

OT Observation Hours Form 

 

This form should be uploaded to your OTCAS application. 

 

OCCUPATIONAL THERAPY OBSERVATION HOURS 
To be completed and signed only by the Supervisor. 

 

Applicant Name: ________________________________________________________________ 

Facility: _______________________________________________________________________ 

Supervisor: ____________________________________________________________________ 

Clinical Setting: [  ]Hospital [  ]Private Office [  ]Clinic [  ]Other: ___________________________ 

Area of Practice: ________________________________________________________________  

Date(s): ___________________________ Number of Hours completed: ____________________ 

 

Description of duties/comments: 

 

 

 

 

 

 

 

 

 

 

Signature of OT Supervisor: ______________________________________ Date: ________________________ 

Supervisor OT contact information:  Phone: ________________________Email: ________________________ 

Supervising OT license #____________________________ 


