[bookmark: _GoBack]STANLEY CENTER FOR SPEECH AND LANGUAGE DISORDERS 
GRADUATE CLINICIAN MONTHLY TIME-SHEET

Student Name: __________________________________	Supervisor: _____________________________	    Month: ________________________
	DATE
	CLIENT NAME
	TYPE CLASSIFICATION
(Be sure to indicate Diagnostic or Therapy, age and separate by line)
D=Diagnostic and T=Therapy -- C=Child and A=Adult
	ETHNICITY
W=White
H=Hispanic
A=African American
O=Other
	TIME BEGIN
	TIME END
	CLIENT
TOTAL TIME
	DATE SUBMITTED IN CALIPSO
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__________________________________________________			_____________________________
Supervisor									Date
