
 
 

REPORT A CHANGE IN  
SUPERVISING GENETIC COUNSELOR OR PHYSICIAN  

 
 
COMPLETE THIS FORM AND SUBMIT IT TO THE BOARD WITHIN 15 DAYS IF YOU ARE: 
 

1. REPLACING YOUR CURRENT SUPERVISING GENETIC COUNSELOR OR PHYSICIAN OR  
2. TERMINATING A SUPERVISING GENETIC COUNSELOR OR PHYSICIAN.  

 
 
 
PROVISIONAL GENETIC COUNSELOR LICENSEE NAME: 
  
___________________________________________________________________________ 
 LAST   FIRST   MIDDLE   LICENSE # 
 
ADDRESS : ___________________________________________________________________ 
        NO.             STREET   CITY/TOWN  STATE  ZIP 
 
 
 
 
_____ REPLACING SUPERVISING GENETIC COUNSELOR OR PHYSICIAN: 
 
PREVIOUS SUPERVISING GENETIC COUNSELOR OR PHYSICIAN: 
 
 ____________________________________________________________________________ 
 LAST   FIRST   MI   LICENSE # 
 
NEW SUPERVISING GENETIC COUNSELOR OR PHYSICIAN:  
 
____________________________________________________________________________ 
 LAST   FIRST   MI   LICENSE # 
 
EFFECTIVE DATE: ______________________________________________________________ 
 
 
 
 
 

The Commonwealth of Massachusetts 
Executive Office of Health and Human Services 

Department of Public Health 
Bureau of Health Professions Licensure 

Board of Registration of Genetic Counselors 
239 Causeway Street, Suite 500, Boston, MA 02114  

 
Tel: 617-973-0806  
Fax: 617-973-0980 
TTY : 617-973-0988 

www.mass.gov/dph/boards/gc 
 
 
 
 

 
 

CHARLES D. BAKER 
Governor 

KARYN E. POLITO 
Lieutenant Governor 

 
MARYLOU SUDDERS 

Secretary 

MONICA BHAREL, MD, MPH 
Commissioner 
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_____TERMINATING SUPERVISING GENETIC COUNSELOR OR PHYSICIAN: 
  
GENETIC COUNSELOR OR PHYSICIAN NAME:  
 
____________________________________________________________________________ 
 LAST   FIRST   MI   LICENSE # 
 
EFFECTIVE DATE: __________________________________________ 
  
 
 
 
TO BE COMPLETED BY SUPERVISING GENETIC COUNSELOR PHYSICIAN: 
 
WORK ADDRESS OF GENETIC COUNSELOR OR PHYSICIAN:  
 
____________________________________________________________________________ 
  NO.              STREET    CITY/TOWN  STATE  ZIP  
 
WORK PHONE: __________________________   WORK EMAIL: _________________________ 
 
 
 
 
I HAVE REVIEWED WITH MY SUPERVISEE THE GUIDELINES FOR GENERAL SUPERVISION OF 
PROVISIONALLY LICENSED GENETIC COUNSELORS. 
 
SUPERVISOR’S SIGNATURE ______________________________________DATE 
____/____/_____ 
 

10-2016 
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