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SUPPLEMENTARY MITIGATION FORM
TO BE USED FOR ASSESSMENTS INVOLVING Clinical Practice (e.g. live competency assessments, case reports, case presentations, clinical portfolios) 

TO BE COMPLETED FULLY BY WORKPLACE SUPERVISOR

Supervisors Name: Click here to enter text.	On behalf of Student: Click here to enter text.
	
Assignment mitigated: Click here to enter text.
Given that the above student has submitted a mitigation request, please provide information which addresses the following points:

	Evidence Required
	Your statement

	What are your reflections on the comments made within the application?
Do you support the reasons for mitiation?
	Click here to enter text.


	Please provide any information that you may feel is useful in setting a new submission date. 
E.g. Session 7 of treatment must be recorded so at least 7 weeks required.
	Click here to enter text.


	Do you foresee any further difficulties with completing the assignment?
	Click here to enter text.


	What steps will you take to support the individual in completing the requirements of the assignment?
	Click here to enter text.


	Any additional comments
	Click here to enter text.




Supervisor Signature 



Date: Click here to enter text.
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