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MEDICAL REHABILITATION PRACTITIONERS COUNCIL
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No. 14 Bertram Road


                           
P O Box A 667
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TELEPHONE:  
(263) (4) (778244)/0776520210
E-mail:

mrczimbabwe@gmail.com 
HEALTH PROFESSIONS ACT (CHAPTER 27: 19)

SUPERVISION DECLARATION 
	Clinical Area Covered (at least fou     least four(4) clinical  areas)   covering c  covering   
	Number of Hours               30Hrs eac      (30 hrs each)
	Name and signature of supervising therapist/         rehabilitation professional
	Supervisor’s comment on 

Practitioner’s competency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


This is to certify……………………………………….has been working as a:……………………………………….
from ……................../......…………......../20…………..... to .....……………/………….............../20…..............
And was deemed to be professional in his/her conduct. It is further certified that no disciplinary proceedings 
are pending or contemplated against the person named herein.

Dated this …………………………….Day of …...................................….........................20……………..…….. 

HEAD OF INSTITUTION / DEPARTMENT ( please affix official stamp)
Name(s)           ______________________________  Signature         ______________________________

OFFICIAL STAMP___________________________
