
NORTH DAKOTA BOARD OF 
OCCUPATIONAL THERAPY PRACTICE 

PO Box 4005  
Bismarck, ND  58502-4005 
Telephone (701) 250-0847 

Fax (701) 224-9824 
ndotboard@aptnd.com 

 
SUBSTANTIATION OF SUPERVISION 

OCCUPATIONAL THERAPIST 
OCCUPATIONAL THERAPY ASSISTANT 

LIMITED PERMIT HOLDER 
 

In accordance with the North Dakota State Board of Occupational Therapy Practice Administrative Rule (55.5-02-03) the 
requirements for supervision of occupational therapist limited permit holders and occupational therapy assistant limited permit holders 
are as follows: 
 
Occupational Therapist      * Supervision is required for a minimum of twenty-five percent (25%) of the weekly work hours. 
    
Occupational Therapy Assistant  *An OTA limited permit holder must have on-site supervision by a licensed OT at all times. 
 
The following requirements apply to both types of limited permit holders: 
 
 * Any documentation written by a limited permit holder for inclusion in a client’s official record shall also be reviewed and 

   signed by the supervising licensed occupational therapist. 
 * Initial and periodic inspection of written evaluations, patient notes, written intervention plans, and periodic evaluation of 

   client interaction.  These reviews must be done in person by a licensed OT. 
 

 
NOTE:  IT IS AGAINST THE LAW TO WORK AS AN OCCUPATIONAL THERAPIST OR OCCUPATIONAL 
THERAPY ASSISTANT UNTIL YOU ARE LICENSED IN NORTH DAKOTA. 
              Rev. 12/03 

 
Name of Applicant _______________________________________________________________________ 
 
Date of Hire __________________________________ First Day of Work ____________________________ 
 
Facility ________________________________________________________________________________ 
 
Address ________________________________________________________________________________ 
 
City __________________________________ State _______________ Zip _________________________ 
 
Signature of Applicant ____________________________________________________ Date ___________ 
 
I certify that my supervision of this individual meets the requirements of the North Dakota State Board of Occupational Therapy 
Practice 
 
Signed _______________________________________________________________      Date ___________ 
Name of Occupational Therapist 
 
 
Printed _______________________________________________________________ 
Name of Occupational Therapist                                                                                                                                                             
                                                                                                                                                                                              


