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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: ________________________
