
Approved Supervisor Declaration for 
Substance Use Disorder Professional Trainees

To the Supervisor:

Please review WAC 246-811-049. To supervise a Substance Use Disorder Professional (SUDP) Trainee, 
you shall hold an SUDP certification without restrictions that has been in good standing for at least one 
year, equivalent to two-thousand hours of full-time work. The two-thousand hours are in addition to the 
supervised experience hours needed to be eligible to become an SUDP. 

If your credential was issued on or after May 31, 2024, before or within your first year providing supervision 
to trainees, you must complete at least 28 clock hours in industry recognized clinical supervisor training. 

You are not a blood or legal relative, significant other, cohabitant of the supervisee, or someone who has 
acted as the supervisee’s primary counselor. 

As an approved supervisor, I attest that my supervision of the named SUDP Trainee below meets the 
requirements outlined in WAC 246-811-048.

Declaration of Supervision—must be completed by Supervisor and provided to license candidate prior 
to the commencement of supervision in accordance with WAC 246-811-035 if supervision is gained in 
Washington State.

I, ___________________________________________a certified ___________________________

with credential number ________________________ attest that  ____________________________

	  
is under my supervision, beginning on ____________________________.

I have read and meet all the requirements in connection with supervision requirements in WAC Chapter 
246-811, and will provide verification of meeting these standards if requested by the Department.

To be completed by the SUDP Trainee:

Trainee Name: ____________________________________________________________

Trainee Credential Number: __________________________________________________

I attest that I am being supervised by the above-named SUDP Approved Supervisor. I have reviewed the 
requirements for supervision and have chosen a Code of Ethics that will guide my decision-making as a 
new provider. By signing this form I attest that I am compliant with the supervision requirements to maintain 
the  SUDP Trainee credential.	

_____________________________________________________		  ____________________

DOH 670-287 May 2026

Supervisor’s License Type

Date Supervision Began

Name of Supervisor

Mental Health Credentialing 
P.O. Box 47877  
Olympia, WA 98504-7877
360-236-4700

Supervisor’s Credential Number Name of SUDP Trainee

SUDP Trainee’s Signature Date

To request this document in another format, 
call 1-800-525-0127. Deaf or hard of hearing 

customers, please call 711 (Washington Relay) or 
email doh.information@doh.wa.gov.
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