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Application Packet for LPC Exam            Commonwealth of Virginia

                                                                                                            Department of Health Professions

__________________________                                            Board of Counseling

               Applicant’s Name                                    9960 Mayland Drive, Ste. 300, Henrico, Virginia 23233

804-367-4610 telephone ♦ 804-527-4435 facsimile

          Email:  coun@dhp.virginia.gov


Website:  www.dhp.virginia.gov/counseling/                                                                                              

APPLICATION INSTRUCTIONS FOR
Licensed Professional Counselor (LPC) by Examination 
 Application, fee and supporting documentation must be received in one packet.

Fee:    A fee of $140.00 is required for an LPC by Examination application. All fees paid by check or money order must be made payable to the “Treasurer of Virginia”. This fee is non-refundable. The application can be used for one year from date of receipt. 

Supporting documentation: 

Complete Application: Application must be complete with original notarized signature. 
Verification of Education: An official graduate transcript with conferral date is required. If you were previously

            approved for residency, a duplicate transcript is not required unless you were informed that you needed to take   

            additional coursework to meet the minimum educational requirements.
Verification of Required Coursework and Internship: To be completed by your graduate program and 
            sent to the Board in a sealed envelope within your application packet. If you were previously approved for 
            residency, a duplicate Verification of Coursework and Internship is not required is not required.

Verification of Supervision: The Verification of Supervision form should be completed by your supervisor, 

              verifying hours obtained during your supervised residency. Original signatures are required.  Note: A separate 
             verification of supervision form must be submitted for each supervisor and/or location.

Quarterly Evaluations: The Quarterly Evaluation forms should be completed by your supervisor, 

              verifying hours obtained during your supervised residency each quarter. Original signatures are required.

               Note: A separate quarterly evaluation form must be submitted for each supervisor and/or location.

Out-of-State Licensure Verification: If you have ever held or hold a licensure or certification as a mental health or health professional, whether current or expired, please send the enclosed verification form to the issuing jurisdiction. This verification is to be completed by the issuing jurisdiction and mailed back to you and included in your application packet. 


Licensure Verification of Out-of-State Supervisor: If your supervisor did not not hold a Virginia license, please send the enclosed verification form to the issuing jurisdiction. This verification is to be completed by the issuing jurisdiction and mailed back to you and included in your application packet. 


Clinical Scores: If you have passed the National Clinical Mental Health Counselors Examination (NCMHCE), prior to completing your supervision, please submit an official verification by contacting NBCC at (336) 482-2856.


 NPDB Self-Query: a current report from the U.S. Department of Health and Human Services National Practitioners Data Bank (NPDB) must be submitted. You may request a self-query at https://www.npdb.hrsa.gov. 

Name Change: If applicable, documentation must be provided if your name has legally changed through 
             marriage, divorce, or a court order. A photocopy of your marriage license or a copy of the court order must be 
             provided. 

LPC APPLICATION FOR LICENSURE BY EXAMINATION

Military/Military Spouse:

Are you active duty military personnel?                                                                   __________ Yes  _____________No

Are you a member of the U.S. Military who has been transferred to Virginia and who had to leave employment to accompany your spouse to Virginia?                                                                       

__________ Yes  ______________No

Section 1 – Applicant Information

Name:

____________________________________________________________________________________________________




Last


First


Middle


Maiden/Other

Other Names (maiden name/other names in transcripts and records) _______________________________________________________________


If former names are listed on transcripts, please provide the Board with a legal document as proof of name change (marriage certificate, divorce decree, Court Order, etc.)

Date of Birth:

_____________________________________




Social Security #:
___________________________________   OR
VA Driver’s License #:  _______________________________

Applications lacking a SSN or VA Driver’s License # will not be processed.  This number will be used for identification purposes only and will not be disclosed for other purposes except as provided by law.

Public Address:_______________________________________________________________________________________________



Street or P.O. Box


___________________________________________________________________________________________________




City




State



Zip Code

Mailing Address: _____________________________________________________________________________________________

(private address, 

Street or P.O. Box

if different from 

public address)    
____________________________________________________________________________________________________




City




State



Zip Code

Home/Cell Telephone: __________________________________________ Business Telephone: _____________________________

Email Address:_______________________________________________________________________________________________

(Please keep this up-to-date with the Board as we send most correspondence by email) 
Education/Training: (List in chronological order all graduate schools attended. Include transcripts.

	Degree

Earned
	Date Degree

Received
	Major
	Attendance

Dates-mm/yr
	Institution Name/State

	
	
	
	
	


	
	
	
	
	

	
	
	
	
	


Ethics Attestation (to be completed by the applicant): Please answer the five questions below.  If you answer yes to any question, include a detailed explanation or supporting documentation in a separate, sealed envelope marked “ETHICS”.  
                           (See Guidance Document 115-2 for detailed information on requirements with a criminal conviction) 
1.             Have you ever been denied the privilege of taking an occupational or certification exam?          

□ Yes     □ No
             
If yes, state type of exam and state/location. ___________________________________

2.
Have you ever had any disciplinary action taken against an occupational license to practice or are                   □ Yes     □ No
             
any such actions pending?

3.
Have you ever been convicted of a violation, or pled no lo contender (no contest) to any federal,    

□ Yes     □ No

state or local statute, regulation or ordinance or entered into any plea bargaining relating to a 
felony or misdemeanor (excluding traffic violations, except 
for driving under the influence).
4.
Have you ever been terminated or asked to withdraw from any health care facility, agency,             

□ Yes     □ No

or practice?

5.
Have you had any malpractice suits brought against you in the past 10 years?                          

□ Yes     □ No
If you answered “yes” to any of the questions above, was this information previously provided to the Board?

□ Yes     □ No

If information was previously provided and approved, you are not required to resubmit the documentation.  
Licenses / Certifications:  List all the states in which you now hold, or ever have held, any mental health or health professional license or certificate.
	State and License #
	Current License Status
	Issue Date
	Type of License

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Attestation of Accuracy & Review of Virginia Regulations & Statutes:  By signing this document, I hereby certify that the information provided in this application is true, accurate and complete to the best of my knowledge and belief.  I also certify that I have carefully reviewed and agree to apply the Statutes and Regulations Governing the Practice of Professional Counselors as stated on the front page of this application packet.  I understand that my signature below must be notarized.

Signature of Applicant: _______________________________________________  

Date: ________________

AFFIDAVIT:  The following statement must be executed by a Notary Public.

State of _____________________________,  County/City of ____________________________

Name ___________________________, being duly sworn, says that he/she is the person who is referred to in the foregoing application for licensure as a professional counselor in the Commonwealth of Virginia; that the statements herein contained are true in every respect, that he/she has complied with all requirements of the law; and that he/she has read and understands this affidavit.

Subscribed to and sworn to before me this ____________ day of __________________, 20_________.      

Signature of Notary: ______________________________________________________. 

My commission expires on __________________________________.  

My Commission # (if applicable):  _____________________________.
VERIFICATION OF SUPERVISION

Post-Graduate Degree Supervised Experience

This form is to be completed by the supervisor when the resident’s supervision is concluded.  Include this form with your application in a separate, sealed envelope.  Complete all sections in Part One and have your supervisor complete Part Two.   Quarterly Evaluations must accompany your LPC application.
	PART ONE – TO BE COMPLETED BY THE APPLICANT


	Applicant’s Name (Last, First, Middle)




	Supervisor’s Name (Last, First, Middle)




	Supervisor’s License Number                                                                     License Type




	Date License Issued                                                                                   Date of Expiration                                                       Issued in State of:




	PART TWO – TO BE COMPLETED BY THE SUPERVISOR

After completing return to resident in a sealed envelope with your signature across the flap.


Supervision was given to resident from (mm/dd/yy) _________________         through (mm/dd/yy)  __________________

	DESCRIPTION OF COUNSELING SERVICES RENDERED BY RESIDENT UNDER YOUR SUPERVISION

	1. Name and Address where the clinical hours were obtained:  
         ___________________________________________________________________________________________________________

______________________________________________________________________________________________________________

2.     Is setting non-profit?                     
□ Yes     □ No    

3.     In your opinion, has the applicant demonstrated competency in providing clinical services, sufficient for licensing and the independent practice of counseling?                                         
□ Yes     □ No        □ N/A- applicant has not completed the residency (answer question #4)

4.  
If the applicant has not completed the residency, are there any concerns about his/her practice at this stage?





□ Yes     □ No                                                                                          



	Both Columns Must Be Completed 
	Hours per week
	Total hours

	Total  hours of supervised residency

	
	

	Total  FACE-TO-FACE Client Contact hours 

	
	

	Total INDIVIDUAL SUPERVISION hours

	
	

	Total GROUP SUPERVISON hours
	
	


Your evaluation of the resident’s competencies and the areas covered in supervision is required.  These areas are outlined in Section 18 VAC 115-20-52 of the Regulations.  The resident must have completed a 3,400 supervised residency in the role of a professional counselor working with various populations, clinical problems, and theoretical approaches in the below areas. Please place an “X” in the column that represents your evaluation of competencies.

YES = The applicant has satisfactorily demonstrated competencies in this area                   

NO = Additional work is required to achieve competency   
DNI = Supervision did not include this area

	ASSESSMENT AND DIAGNOSIS USING PSYCHOTHERAPY TECHNIQUES
	YES
	NO
	DNI

	Did the applicant demonstrate minimum competencies of assessment and diagnosis using psychotherapy techniques while under your direct supervision?
	
	
	


	APPRAISAL, EVALUATION AND DIAGNOSTIC PROCEDURES
	YES
	NO
	DNI

	Did the applicant demonstrate minimum competencies of appraisal, evaluation and diagnostic procedures while under your direct supervision?
	
	
	


	TREATMENT PLANNING & IMPLEMENTATION
	YES
	NO
	DNI

	Did the applicant demonstrate minimum competencies of treatment planning and implementation while under your direct supervision?
	
	
	


	CASE MANAGEMENT & RECORD KEEPING
	YES
	NO
	DNI

	Did the applicant demonstrate minimum competencies of case management and recordkeeping while under your direct supervision?
	
	
	


	PROFESSIONALCOUNSELOR IDENTITY &  FUNCTION
	YES
	NO
	DNI

	Did the applicant demonstrate minimum competencies of professional counselor identity and function while under your direct supervision?
	
	
	


	PROFESSIONAL ETHICS & STANDARDS OF PRACTICE 
	YES
	NO
	DNI

	Did the applicant demonstrate minimum competencies professional ethics and standards of practice while under your direct supervision?
	
	
	


	COMPETENCY
	YES
	NO

	In your opinion has the applicant demonstrated competency sufficient for licensing and the independent practice in clinical counseling services?  If not, explain below.
	
	


Additional Comments:  ___________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________
THIS EVALUATION HAS BEEN DISCUSSED WITH THE RESIDENT AND A COPY HAS BEEN PROVIDED TO THE RESIDENT.
Signature of Supervisor:  ___________________________________________             Date: ________________________
QUARTERLY EVALUATION

Section 115-20-52-D-3 of the Virginia regulations requires that the applicant’s supervisor provide quarterly evaluations to the resident  which must be included with the applicant’s “LPC BY EXAM LICENSURE APPLICATION”.  This form must be signed and dated by both the supervisor and the resident.  

TO THE SUPERVISOR:  Please complete a copy of this form at the end of each three month period that you supervise the resident listed below.

	Resident’s Name  (First / Middle / Last)



	Supervisor’s Name  (First / Middle / Last)



	Name of Resident’s Work Site




This evaluation is for the time period beginning on __________________ and ending on _____________________.
	Both Columns Must Be Completed 
	Hours per week
	Total hours

	Total  hours of supervised residency

	
	

	Total  FACE-TO-FACE Client Contact hours 


	
	

	Total INDIVIDUAL SUPERVISION hours


	
	

	Total GROUP SUPERVISON hours
	
	


These areas are outlined in Section 18 VAC 115-20-52 of the Regulations.  The resident must have supervised residency in the role of a professional counselor working with various populations, clinical problems, and theoretical approaches in the below areas. Please place an “X” in the column that represents your evaluation of competencies.

YES = demonstrated competencies in this area                       NO = Additional work is required to achieve competency                              DNI = Supervision did not include this area

	
	YES
	NO
	DNI

	Did the resident provide assessment and diagnosis using psychotherapy techniques while under your direct supervision this quarter?
	
	
	

	Did the resident provide appraisal, evaluation and diagnostic procedures while under your direct supervision this quarter?
	
	
	

	Did the resident provide treatment planning and implementation while under your direct supervision this quarter?
	
	
	

	Did the resident provide case management and recordkeeping while under your direct supervision this quarter?
	
	
	

	Did the resident demonstrate minimum competency in professional counselor identity and function while under your direct supervision this quarter?
	
	
	

	Did the resident demonstrate minimum competency in professional ethics and standards of practice while under your direct supervision this quarter?
	
	
	


Additional Comments:    ________________________________________________________________________________________________
                                                 _________________________________________________________________________________________________________________________
Signature of Supervisor: _________________________________________________
Date: __________________
Signature of Resident:    _________________________________________________ 
Date: __________________
	VERIFICATION OF REQUIRED COURSEWORK AND INTERNSHIP FORM

	FIRST SECTION TO BE COMPLETED BY THE APPLICANT


	Applicant’s Name (Last, First, Middle)

	Institution where internship took place (include city and state)



	Name of Program

	Applicant’s Student ID Number                                                                            Applicant’s Social Security Number or DMV Number


TO BE COMPLETED BY GRADUATE SCHOOL PROGRAM OFFICIAL OR ADMINISTRATION OFFICE

Please complete this form (Parts I-III) and return it to the applicant in a sealed envelope. 

Part I:

1. Is the college or university approved by a regional accrediting agency?            □ Yes       □ No

2. Is the college or university CACREP or CORE accredited?                                   □ Yes       □ No
Part II:

Please verify in the table below that the required coursework was successfully completed by the applicant by listing the relevant required core courses taken.  All information provided is subject to Board review and approval.  
DESIGNATE SEMESTER HOURS WITH AN “S” AND QUARTER HOURS WITH A “Q”
	1. Professional counselor identity, functions and ethics.  This course provides a foundation in professional counselor identity and ethical practice, including the study of the history and philosophy of the counseling profession, professional counselor function and credentialing and ethical standards for practice in the counseling profession.  

Course Code

Course Title

S/Q Hours

College/University



	2. Theories of Counseling and Psychotherapy.  This course provides an overview of the basic tenets and applications of currently preferred theories of counseling and psychotherapy including the study of humanistic, cognitive-behavioral, psychodynamic and post-modern theoretical orientations.  

Course Code

Course Title

S/Q Hours

College/University




	3. Counseling and Psychotherapy Techniques.  This course provides a didactic and experiential overview of basic techniques used in the counseling process including establishing the counseling relationship, setting treatment goals, applying listening and interviewing skills, initiating termination and referral, and recognizing parameters and limitations of the treatment process

Course Code

Course Title

S/Q Hours

College/University



	4. Human Growth and Development.  This course provides an overview of contemporary theoretical perspectives regarding the nature of developmental needs and tasks from infancy through late adulthood, the influences of development on mental health and dysfunction and the promotion of healthy development across human life span.  

Course Code

Course Title

S/Q Hours

College/University



	5. Group Counseling and Psychotherapy, Theories and Techniques.  This course provides a didactic and experiential overview of group counseling process and dynamics, contemporary group counseling theories, and group counseling leadership skills including group selection, group formation, group interventions and group evaluation.  

Course Code

Course Title

S/Q Hours

College/University



	6. Career Counseling and Development Theories and Techniques.  This course provides an overview of career development and counseling including study of factors influencing career development, contemporary theories of career decision-making, career assessment and group and individual career counseling techniques.

Course Code

Course Title

S/Q Hours

College/University



	7. Appraisal, Evaluation and Diagnostic Procedures.  This course introduces students to the selection, administration, scoring and interpretation of contemporary psychological assessments used by professional counselors and includes the study of formal and information assessment procedures, basic test statistics, test validity and reliability, and the use of test findings in the counseling process.

Course Code

Course Title

S/Q Hours

College/University



	8. Abnormal Behavior and Psychopathology.  This course provides students with an overview of the major categories of mental disorders including study of their etiology and progression, their prevalence and impact on individuals and society, their diagnosis according the DSM IV-TR and the use of diagnosis in treatment planning and counseling intervention.  

Course Code

Course Title

S/Q Hours

College/University



	9. Multicultural Counseling.  This course provides students with an overview of the diverse social and cultural contexts that influence counseling relationships (e.g., culture, race, ethnicity, age, gender, SES, sexual orientation) including the study of current issues and trends in a multicultural society, contemporary theories of multicultural counseling, the impact of oppression and privilege on individuals and groups and personal awareness of cultural assumptions and biases.  

Course Code

Course Title

S/Q Hours

College/University



	10. Research.  This course provides students with an overview of the principles and processes of performing counseling research including the study of quantitative and qualitative research designs and methods, methods of statistical analysis used in research, and reading and interpreting research results.  

Course Code

Course Title

S/Q Hours

College/University



	11. Diagnosis and Treatment of Addictive Disorders.  This course provides students with an overview of addictive disorders including the study of contemporary theories of addictive behavior, pharmacological classification of addictive substances, assessment of addictive disorders and currently preferred models of addictions treatment.  

Course Code

Course Title

S/Q Hours

College/University



	12. Marriage and Family Systems Theory.  This course provides students with an overview of counseling with couples and families include the study of the rationale for family therapy intervention, the dynamics of general systems theory, the states of family life-cycle development, and contemporary theories of family therapy intervention.  

Course Code

Course Title

S/Q Hours

College/University



	13. Supervised Internship.  This course provides students with a minimum of 600 hours of experience in a clinical field placement including (but not limited to) 240 hours of face-to-face counseling experience, 20 hours of individual on-site supervision and 20 hours of individual off-site (faculty) supervision.  

Course Code

Course Title

S/Q Hours

College/University




Part III:

VERIFICATION OF INTERNSHIP

USE THIS FORM TO DOCUMENT YOUR REQUIRED INTERNSHIP HOURS

A graduate level internship, completed in a program that meets the requirements set forth in 18 VAC 115-20-49, is required for licensure and must include 600 supervised hours and 240 hours of direct client contact.

Starting date/term of internship:  ________________________________________________________________________________

Total number of supervised internship hours:  ______________________________________________________________________

Did the supervised internship begin after the completion of 30 graduate semester hours? ____________________________________

Total hours of face-to-face contact: _____________________________________________________________________________
Was the Supervised Internship provided by a licensed professional counselor? ______________________________________

	Name of School

	Name of Program Official                                                                                                            Title


Signature: _______________________________________________________________   Date: ____________________________

OUT-0F-STATE LICENSURE/CERTIFICATE VERIFICATION 
This completed form must be sent from the state Board in which the applicant holds or held a mental health or health professional license or certificate and be received by the Virginia Board of Counseling in a sealed envelope.

PART ONE – TO BE COMPLETED BY THE VIRGINIA LPC APPLICANT
	Resident’s Name  (Last, First, Middle)




	Applicant’s Social Security Number 




	License Number                                                                         Type of License




PART TWO – TO BE COMPLETED BY THE STATE BOARD WHERE THE APPLICANT IS LICENSED
(Information should be about the applicant listed above)
______________________________________             _____________________________________

              Date of Initial Licensure                                               Expiration Date of License
1.  Is this individual in good standing?                       ________________      ______________

                                                                                                    YES                               NO

2.  Has there ever been any disciplinary                     ________________      ______________

     action taken against this individual’s                                 YES                              NO

     license? (If yes, give full explanation on the reverse of this form.)
3.  Is the license number provided by                         ________________      ______________

     the VA applicant in Part One correct?                                  YES                             NO

    * If no please provide correct number:
I certify that the information provided in Part II is correct.                         
____________________________________                                                  

Authorized Signature of Licensing Official                                                  

                                                                                                                                            SEAL

____________________________________                                                               
Jurisdiction/State
__________________________________
LICENSURE VERIFICATION OF OUT OF STATE SUPERVISOR

This completed form must be sent from the state Board in which the supervisor is licensed and be received by the Virginia Board of Counseling in a sealed envelope.

PART ONE – TO BE COMPLETED BY THE VIRGINIA LPC APPLICANT
	Resident’s Name  (Last, First, Middle)




	Resident’s Social Security Number (or DMV Identification Number)




	Resident’s Supervisor (Last, First, Middle)




	Supervisor’s License Number                                                                         Type of License




PART TWO – TO BE COMPLETED BY THE STATE BOARD WHERE THE RESIDENT’S SUPERVISOR IS LICENSED
(Information should be about the resident’s supervisor listed above)

______________________________________             _____________________________________

              Date of Initial Licensure                                               Expiration Date of License
1.  Is this individual in good standing?                       ________________      ______________

                                                                                                    YES                               NO

2.  Has there ever been any disciplinary                     ________________      ______________

     action taken against this individual’s                                 YES                              NO

     license? (If yes, give full explanation

     on the reverse of this form.)

3.  Is the license number provided by                         ________________      ______________

     the VA resident in Part One correct?                                  YES                             NO

    * If no please provide correct number:

    ______________________________                                                          
I certify that the information provided in Part II is correct.                         
____________________________________                                                  

Authorized Signature of Licensing Official                                                  

                                                                                                                                            SEAL

____________________________________                                                               
Jurisdiction/State
__________________________________
VBOC 8/24/2016
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