
SSTTAATTEE  OOFF  NNOORRTTHH  CCAARROOLLIINNAA    

_________________________ CCOOUUNNTTYY  
 

  
  

SSPPEECCIIAALL  CCHHIILLDDRREENN  AADDOOPPTTIIOONN  IINNCCEENNTTIIVVEE  FFUUNNDD  
  

VVEERRIIFFIICCAATTIIOONN  OOFF  CCHHIILLDD’’SS  NNEEEEDD  FFOORR  DDAAIILLYY  SSUUPPEERRVVIISSIIOONN  
 
 

I certify that I am a licensed health, mental health or developmental disability practitioner 
directly involved in the care of ____________________________________________________. 
       Name of Child 

 
This child has a health condition which requires eight or more hours of daily direct supervision 
from a foster parent, health professional and/or special education teacher to meet personal health 
needs or prevent self-destructive or assualtive behavior.  The child’s daily supervision needs 
include the following: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
       ___________________________________ 
                     Signature 

     
       ___________________________________ 
                     Position/Title 

 
       ___________________________________ 
                     Date 
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