
C linicalExperience D ocu mentation

This form is to be u sed to d ocu mentthe C ertified Geriatric C are M anager
(C GC M )cand id ate’s clinicalhou rs.A llhou rs are based on clockhou rs of 60 minu tes
exclu d ingbreaks.Remember,confid entialityis of the essence,so be su re to exclu d e any
id entifyinginformation of persons involved otherthan you rsu pervisor.

C linicalFacility:__________________________________________________________

Su pervisingC linician/H ealthC are P rofessional:_________________________________

Su pervisor’s Title:________________________________________________________

C and id ate’s N ame:________________________________________________________

C and id ate’s C linicalTitle forthis C linicalExperience:____________________________

A ssigned D u ties:__________________________________________________________

P lease d etailyou rpreviou s 50-hou rs of clinicalexperience u singthe backof this page
and /orthrou ghad d itionalpages.B e su re to have you rclinicalsu pervisorsign this form
attestingto the factthatthe information contained on this form is an accu rate representation
of you rprior50 hou rs of clinicalexperience in geriatric care management.

Ihave reviewed the cand id ate’s su mmaryof her50 hou rs of experience u nd ermy
su pervision and Iconfirm thatallinformation contained herein is tru e.

_______________________________________ ____________________
C linicalSu pervisorSignatu re D ate

Virgil May IV
Certification Program Manager

Administration

Evelyn G.Robert
B SN,RN,C LC P ,M SC C

Exec utive Direc tor
____

V.RobertM ay III,Rh .D.
C h ief Exec utive Offic er


