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Commonwealth of Virginia


    Board of Counseling

       VERIFICATION OF CLINICAL DUTIES
This form is helpful in providing a detailed description of your proposed duties during your supervision.  Please use a separate form for each job description and/or employer. If you need additional space, please use the back of this form or attach a separate piece of paper. 
	Name of applicant (last, first, middle)



	Name of Supervisor (last, first, middle)



	Name/Address of Employer



Amount of work hours per week:
____________
	Type of Experience
	Details
(please describe the duties to be provided)
	Hours
per week

	Clinical Counseling 
(must provide diagnoses and have face-to-face clinical counseling to be considered clinical)
	
	

	Case Management
	
	

	Administrative Duties

	
	

	Other (please give details)

	
	


PLEASE PROVIDE EXAMPLES OF HOW YOU WILL BE PERFORMING DIAGNOSES AND CLINICAL COUNSELING WHILE UNDER SUPERVISION.

You must use the space provided on this supervisory contract; however if additional space is needed, please use a separate sheet of paper. 
_________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_________________________________________



_________________

Signature of Supervisee






Date

_________________________________________



_________________

Signature of Supervisor






Date
Licensure by Examination (submit as applicable)


LPC FORM 1-CD


PHOTOCOPY THIS FORM AS NEEDED
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