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NOTICE OF OUT-OF-STATE PRACTICUM 

 
Instructions 

Any service center licensed under ORS 475A can function as a practicum 

site for training programs authorized to provide psilocybin training by 

another state within the United States of America or U.S. Territories or the 

freely associated states of the Republic of Marshall Islands, Palau, and the 

Federated States of Micronesia where provision of psilocybin services is 

allowed under state or territory law. Service centers acting as practicum 

sites for out-of-state training programs use this form to notify OPS. 

 

OAR 333-333-3070 requires services centers to notify OPS of any out-of-

state training programs that use their licensed premises as a practicum 

site. More than one out-of-state training program may be listed on the form 

below. Service centers must keep this form updated to reflect any changes.  
 

Service Center Name: _________________________________________ 

 

License Number (TLC): ________________________________________ 

 

 

Training Program Name:________________________________________ 

 

Training Program Contact Information: _____________________________ 

 

State that authorized the training program:__________________________ 

 

Practicum Site Supervisor:______________________________________ 
 

Date that practicum will begin: ___________________________________ 

 

Date that practicum will end (if known): ____________________________ 
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Additional Training Program Name:________________________________ 

 

Training Program Contact Information: __________________________ 

 

State that authorized the training program:_______________________ 

 

Practicum Site Supervisor:____________________________________ 
 

Date that practicum will begin: ___________________________________ 

 

Date that practicum will end (if known): ____________________________ 

 

 

Additional Training Program Name:________________________________ 

 

Training Program Contact Information: __________________________ 

 

State that authorized the training program:_______________________ 

 

Practicum Site Supervisor:____________________________________ 
 

Date that practicum will begin: ___________________________________ 

 

Date that practicum will end (if known): ____________________________ 

 
 

 

Name of Service Center Licensee Completing this Form:  
 

___________________________________________ 
 

 

Signature:___________________________________ 

 

Date:_______________________________________ 
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