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	In addition to the information in this application booklet, you are required to carefully review the Statutes and Regulations Governing the Practice of Licensed Substance Abuse Treatment Providers in the Commonwealth of Virginia.

You can access this information online:

REGULATIONS:  www.dhp.virginia.gov/counseling
These documents include requirements for licensure in the Commonwealth of Virginia and are to be used as

a primary outline.  The regulations that were in effect when an applicant began his/her first supervision are

the regulations applicable during the licensure process. 




Board of Counseling

9960 Mayland Drive, Suite 300

Richmond, Virginia  23233

(804) 367-4610

HOW TO BECOME A LICENSED SUBSTANCE ABUSE TREATMENT PRACTITIONER IN THE COMMONWEALTH OF VIRGINIA

You must hold the Licensed Substance Abuse Treatment Practitioner credential in order to engage in the independent practice of substance abuse treatment in the Commonwealth of Virginia.  There are two avenues to secure this credential.

LICENSURE BY ENDORSEMENT (Usually exam exempt):  This application process may

be applicable for those applicants who have a current substance abuse treatment license in another jurisdiction and can document that education and supervised experience meet the current requirements in Virginia or met the requirements in the jurisdiction where initially licensed. 
Step One:  Apply for Licensure and Pay Fee 

LICENSURE BY EXAMINATION:  This application process is for those who have never held a substance abuse treatment practitioner license and is explained in more detail on other pages.

Step One:  Registration of Supervision
Step Two:  Apply for Licensure and Pay Fee
	STEP
	FEE TYPE
	$
	FORMS TO SUBMIT

	LICENSURE BY EXAMINATION

	Step 1
	Initial Registration of Supervision
	$50.00
	Registration of Supervision Form

	
	Change/Add Supervisor
	$25.00
	Registration of Supervision Form

	Step 2
	Submit LSATP Application with Processing & Initial Licensure Fee
	$140.00
	All Required Application Materials/ Documentation

	Step 3
	Examination Fee
	$120.00
	All Required Materials – NBCC

	

	LICENSURE BY ENDORSEMENT

	Step 1
	Submit LSATP Application with  Processing & Initial Licensure Fee 
	$140.00
	All Required Application Materials/
Documentation

	

	OTHER  FEES

	Renewal
	Annual Licensure Renewal Fee
	$105.00
	Renewal Form & CE Statement


ALL FEES ARE NON-REFUNDABLE, NON-TRANSFERABLE AND SUBJECT TO CHANGE

EDUCATIONAL REQUIREMENTS

GRADUATE DEGREE (MASTERS LEVEL OR HIGHER):   60 graduate hours or 90 quarter hours of graduate study in substance abuse treatment or a related counseling discipline as defined in §54.3500 of the Code of Virginia, to include a graduate degree from a regionally accredited college or university that meet the degree program requirements set forth in

18VAC115-60-60.  
REQUIRED GRADUATE LEVEL COURSEWORK:  Effective April 12, 2002 this includes

study in thirteen core content areas.  All coursework must be a minimum of 3 semester hours or 4.0 quarter hours.  One course may count for one content area only.

1.
Professional identity, function and ethics
2.
Theories of counseling & psychotherapy

3.
Counseling & psychotherapy techniques

4.
Group counseling and psychotherapy, theories and techniques

5.
Appraisal, evaluation & diagnostic procedures

6.
Abnormal behavior and psychopathology

7.
Multicultural counseling, theories and techniques

8. 
Research

9.        Marriage and family systems theory

13.
Supervised internship of 600 hours to include 240 hours of face-to-face


direct client contact.  At least 450 of the internship hours and 200 of the direct
          client contact hours shall be in treating substance abuse-specific treatment problems.

**  All coursework reviews are based on the regulations that were in effect for applicants
     at the time they began their first supervision.  It is the applicant’s responsibility to stay

     aware of regulatory changes that may affect the results of the review.

RESIDENCY REQUIREMENTS

Prior to submitting your application for licensure you must have completed the following:

I.
A 4,000 hour supervised residency in substance abuse treatment with various populations, clinical


problems and theoretical approaches in the following areas:



O
Clinical evaluation


O
Treatment planning, documentation and implementation


O
Referral and service coordination


O
Individual and group counseling and case management 


O
Professional identity and ethical responsibility


O
Client, family and community education

**  2,000 hours of direct client contact must be documented within this 4,000 hour residency.

II.
A minimum of 200 hours of supervisory sessions, occurring at a minimum of one hour and a maximum of 
four hours supervision per forty (40) hours of  work experience, during the period of the residency.

Residents in all practice  settings MUST register their supervisor prior to beginning supervision.  Lost

supervisory hours due to not registering a supervisor will not be the responsibility of the Board.


O
Group supervision hours are equivalent to individual supervision hours,



however, only 100 of the 200 required hours may be obtained by group




supervision.  Supervision that is not coincident with a residency will not be




accepted, nor will residency hours accrued in the absence of approved



supervision.

III.
Supervision must be from an individual who has two (2) years post-licensure clinical experience and

has received professional training in supervision.  (See 18VAC-115-60-80-D for requirements for


professional training for qualified supervisors.)  The supervisor must be licensed as a professional

counselor, marriage and family therapist, substance abuse treatment practitioner, school psychologist,
clinical psychologist, clinical social worker, clinical nurse specialist or psychiatrist in the jurisdiction

where the supervision is being provided. 
IV.
The supervisor shall complete Quarterly Evaluations (Form LSATP 1-QE) to be given to the resident


at the end of each three-month period.  These forms will be held by the resident and will be


submitted with the licensure application (Form LSATP 2).
V.
Graduate internship hours may count toward the residency requirements (maximum of 900 hours for


CACREP or COAMFTE and a maximum of 600 hours for other programs) as long as the

clinical or faculty supervisor meets the requirements outlined in step III above, and there were 20

hours of individual on-site supervision and 20 hours of individual or group off-site supervision.  If

you wish to have your internship hours considered toward your residency you must have the

Verification of Internship Hours Towards the Residency (Form LSATP 2-IR) completed by an

internship supervisor who holds a license stated in step III above.
VI.
Effective April 12, 2002 residents must document 600 supervised internship hours to include

240 direct client contact hours (Form LSATP 2-VI).
	EXAMINATION


I.
To become licensed by the Board you must pass the Examination for Master Addictions

           Counselors (EMAC), unless you are applying for licensure by endorsement and have
           previously taken and passed an exam acceptable to the Board.

II.
After your application is received, reviewed and approved by the Virginia Board of


Counseling you will be notified that you are approved to sit for the exam and your

name will be submitted to NBCC.  You will be sent an examination registration

form from the Board.  To register for the exam send the completed registration form


to NBCC with your $120 examination fee.   Exam fees are non-refundable and non-


transferable.

Examinations seats are scheduled on a first come, first served basis.  Availability is


based on space as determined by NBCC.  The exams will be given once a month during

the first or second full week of each month.  Please go to our website,


www.dhp.virginia.gov for current examination dates.  Approved candidate lists are

submitted at the end of every month, six weeks prior to the next available exam. 

The deadline to have your completed application received  by the Virginia

Board of Counseling for monthly review is the first business day of each month.


This does NOT guarantee exam approval.
You have two years from the exam approval date to sit for the EMAC.  After that two year period you will be required to file a completely new application for licensure (along with applicable fees) if you wish to apply for LSATP licensure.

STUDY MATERIALS/CANDIDATE HANDBOOK

After you are approved to take the exam you will receive written notification along with an

exam registration form and a candidate handbook.  More information on NCMHCE study materials can be found at www.nbcc.org/exams.htm.

SPECIAL EXAMINATION ACCOMODATIONS

All requests for special accommodations must be reviewed and approved by the Virginia

Board of Counseling.  A written request with supporting documentation should be submitted

with your application for licensure by examination.

EXAMINEES WITH DISABILITIES:  Examination administration locations are selected with

effective access for candidates with physical disabilities.  Candidates requiring special assistance, such as readers or recorders, must request prior permission for the admittance of an assisting individual.

ADDITIONAL TIME:  Four hours are scheduled for the exam.  If additional time is necessary because of special needs candidates must request an extension of time.

	ENDORSEMENT

(EXAM EXEMPT)


The endorsement application process is for those who have been licensed in another jurisdiction and can document that education and supervised experience meet the current requirements in Virginia or met the requirements in the jurisdiction where initially licensed.  The exam requirement MAY be waived for these applicants.  For more information see the Licensure by Endorsement Application Instructions.
	THE APPLICATION PROCESS for both EXAM & ENDORSEMENT


WHAT YOU NEED TO DO PRIOR TO SENDING YOUR APPLICATION:  Before you submit any documentation make copies of all your documents with the exception of your sealed transcript and any other sealed documents.    All materials, once received, become the property of the Board and copies are not sent back to applicants.  Make sure all forms are completely  filled out, signed and dated when applicable.
Applications may NOT be submitted via fax.  Send your application and payment to:

Virginia Board of Counseling

9960 Mayland Drive, Suite 300
Richmond, Virginia  23233
Make checks and money orders payable to the “Treasurer of Virginia”.

All fees are non-refundable and non-transferable.

ABOUT YOUR TRANSCRIPT:


O
Do NOT send undergraduate transcripts.



O
Your transcript MUST show your master’s degree conferred.



O
Your transcript must be official and sealed when received by the Board.



O
Faxes and photocopies will not be accepted.

AFTER YOUR APPLICATION HAS BEEN RECEIVED:



O
When your packet is received it is date stamped and your check is




processed.



O
An administrative review is completed on your file.


O
You are notified in writing of any deficiencies found in your



application.



O
Upon receipt of corrections and/or additional required documentation




your file then receives another administrative review.  This process



continues until it appears that your file is complete.



O
When your file appears to be complete it is presented to the Monthly



Review Committee (MRC) for either approval for licensure (endorse-




ment applicants) or approval to sit for the exam (examination




applicants).

	THE APPLICATION PROCESS IS NOT A SHORT PROCESS.  THE LENGTH OF TIME IT TAKES VARIES FOR EVERY APPLICANT.  THE MORE COMPLETE YOUR APPLICATION IS UPON RECEIPT THE SMOOTHER THE PROCESS WILL GO.  IT IS THE RESPONSIBILITY OF THE APPLICANT TO FOLLOW ALL DIRECTIONS AND COMPLETE ALL FORMS IN THEIR ENTIRETY.


	LICENSURE BY EXAMINATION – STEP ONE

“REGISTRATION OF SUPERVISON”


Supervised work experience occurring in Virginia in any setting must be registered by the applicant and approved by the Board PRIOR to beginning supervision.  

MATERIALS TO SUBMIT IN YOUR REGISTRATION OF SUPERVISION PACKET:


O
REGISTRATION OF SUPERVISION FORM:




This form must be completed by both you and your supervisor.




If you change or add a supervisor you must submit a new




Registration of Supervision form and fee.


O
OFFICIAL TRANSCRIPT:   Request an official, sealed transcript



showing your master’s degree conferred from your school’s




registrar.  This transcript must be received by the Board in a




sealed envelope.  If you change/add a supervisor you do NOT




need to submit another official transcript.



O
SUPERVISION REGISTRATION FEE:  The fee for your initial




registration of supervision is $50.00.  The fee for any additional




supervisors is $25.  Checks or money orders should be made



payable to the “Treasurer of Virginia”.  This fee is non-refundable



and non-transferable.
	QUARTERLY EVALUATION FORMS


Have your supervisor complete this form at the end of every three month period during your

ongoing supervision.  Submit these forms with your LSATP application packet when you have

completed all the requirements to take the examination. (Form 1-QE)
	OUT OF STATE SUPERVISORS


If you received supervision in a state other than Virginia you must submit a “Verification of Licensure of Out of State Supervisor” (Form 1-LV).  The Board that regulates that supervisor must fill out an official verification and send it to you (which you must keep in a sealed envelope) or to this Board directly.  There is normally a fee for this service so check with the appropriate Board prior to sending them the form they will need to complete.
All fees are non-refundable and non-transferable.

Applications, registrations and fees are valid for one (1) year from receipt.  If your application is not approved within one (1) year, a new application and fee will be required.  

	Military/Military Spouse:

Are you active duty military personnel? 
	□ Yes     □ No

	Are you the spouse of 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
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Commonwealth

of Virginia

Board of Counseling
LSATP
Licensed Substance
Abuse Treatment
Provider
Please print & complete

all sections.

Registration forms lacking a Social Security or VA Dept. of Motor Vehicles number will not be processed.  This number will be used for identification and will not be disclosed for other purposes except as provided by law.

ORIGINAL

SIGNATURES ARE REQUIRED ON THE NEXT PAGE OF THIS FORM.

MAIL FORM, TRANSCRIPT AND FEE TO:

BOARD OF COUNSELING

9960 Mayland Drive

Suite 300

HENRICO, VA

23233
	REGISTRATION OF SUPERVISION  -  LSATP FORM  1

Post Graduate Degree Supervised Experience

  Supervised work experience occurring in Virginia in any setting must be

   registered and approved by the Board prior to beginning that supervision. 

Official GraduateTranscripts Must Be Submitted With This Form

 ____  Initial Superivsor $50                     _____  Add A Supervisor  $25                    _____ Change a Supervisor $25                              

TRAINEE INFORMATION:
Name (First, Middle, Last)

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

Sex (Circle)

Male           Female

Mailing Address (Street/Box Number, City, State, Zip)

Home Phone                                                                                         Cell Phone                                                                           
Business Phone with extension                                                             Fax

E-Mail (please keep this up-to-date with the Board as we send most correspondence by email)

Social Security Number (or VA Dept. of Motor Vehicles No.)                   Date of Birth

 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




LSATP REGISTRATION OF SUPERVISION – PAGE 2
__________________________________________________________

_____________________________________


Applicant’s name







SSN or VA DL#

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”.
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
SUPERVISOR INFORMATION:

	First Name / Middle Initial / Last Name




	Title




	Business Name




	Business Address (Street/City/State/Zip)




	Business Phone                                                                    Ext.                                   Fax




	Email                                                                                                                                                              Date of Birth




	License Number                                                                  Initial Licensure Date                                                   Expiration Date




	State in which license was issued.  Form 1-LV needed if not Virginia *




*Supervisor must have a license in the jurisdiction in which supervision takes place.

_________________________________________________
__________________________________________________

Applicant’s name





SSN or VA DL#

LSATP REGISTRATION OF SUPERVISION – PAGE 3
REQUIRED PROFESSIONAL TRAINING IN SUPERVISION

Supervisors must attest to having obtained professional training in supervision, consisting of three credit hours, or 4.0 quarter hours in graduate level coursework in supervision, or at least 20 hours of continuing education in supervision, offered by a provider approved under 18VAC115-20-106, and hold an active, unrestricted license as set forth in 18VAC115-20-52-C. 
Supervisors:  Please complete the information below to confirm that you have received the required training.  If you have not been approved by the Board of Counseling as a supervisor since July 1, 2013, please provide certificates of training in supervision.  
	Date
	Organization that provided training 
	Title of the seminar/conference/workshop
	Credit hours

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


SUPERVISION CONTRACT - (Supervision to be provided to resident):
[image: image1.png]



Indicate anticipated number of hours per week: 

______   Individual supervision hours per 40 hours

______   Group supervision hours per 40 hours
______   Total work experience hours anticipated each week

	Name and address of location where you will provide substance abuse treatment services:

______________________________________________________________________________________________________________________________________________
Are you self-employed?                                                                                                                   □ Yes     □ No
Will your supervisor be “on-site” in the same facility where you are providing services?                    □ Yes     □ No       




	Type of Experience
	Details
(please describe the duties to be provided)
	Hours
per week

	Clinical Counseling 
(activities to include assessment, diagnosis, treatment planning, AND treatment implementation)
	
	

	Case Management
	
	

	Administrative Duties

	
	

	Other (please give details)

	
	


_________________________________________________

____________________________________



Applicant’s name






SSN or VA DL#

LSATP REGISTRATION OF SUPERVISION – PAGE 4
PLEASE PROVIDE EXAMPLES OF HOW THE APPLICANT WILL PROVIDE 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. 

_______________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SERVICES TO BE RENDERED BY THE TRAINEE WHILE IN SUPERVISION: (Include population(s) of clients to receive services, assessments to be used, and counseling techniques to be used.)  
_______________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ATTESTATION:

Applicant:

I, __________________________, hereby certify that the information provided in this registration of supervision is true, accurate and complete to the best of my knowledge and belief.  I acknowledge that I have read the Regulations Governing the Practice of Licensed Substance Abuse Treatment Practitioners and will follow the guidelines as required.  I understand that under Virginia law, I am not allowed to provide clinical services or begin my residency until I receive written approval of my supervisor from the Virginia Board of Counseling.  Once I am approved by the Board for supervision, I understand that I may only use the title “Resident in Substance Abuse Treatment”.  Further, I understand that I am not allowed to bill for services or present myself in a way that may appear to be independent practice.  

_________________________________________________________


_________________________

Applicant








Date

Supervisor:

I, ______________________, hereby certify that I have at least two years of post-licensure experience and have received professional training in supervision as required by the Regulations of the Board of Counseling, and that I will not provide supervision to the applicant in areas outside of the competencies of my license to practice.  I understand that as a supervisor of a Resident in Substance Abuse Treatment, I will adhere to guidelines set forth in the Regulations Governing Substance Abuse Treatment Practitioners.    Once I am approved by the Board as the supervisor of this applicant, I assume responsibility for the clinical activities of the individual registered under my supervision.  I understand that any violations of the regulations by me or my supervisee, including but not limited to allowing unlicensed practice, misrepresenting the Resident’s status to clients, allowing the Resident to bill directly, etc.) may result in disciplinary action before the Board of Counseling, or the licensing board for my license.  

_________________________________________________________


_________________________

Supervisor








Date

APPLICANT'S NAME:____________________________________


SUPERVISOR'S EXPERIENCE AND EDUCATION

Supervisor is a licensed mental health practitioner (see 18 VAC 115-60-80);

1.
Who has two years post-licensure substance abuse treatment experience;

	DATES OF

EMPLOYMENT
	PLACE OF EMPLOYMENT

(Complete Address)
	DUTIES

	  FROM
TO   
	
	

	
	
	

	Employment verified by: ______________________________

________________________________








Signature





Title


AND

2.
One hundred hours of didactic instruction in substance abuse treatment; 

	COURSE/WORKSHOP/SEMINAR
	DATE
	HOURS

	
	
	


I CERTIFY THAT THE FOREGOING IS TRUE AND CORRECT.








______________________________________









               Supervisor's Signature









______________________________________









                     Date

Commonwealth of Virginia                     

    Board of Counseling
QUARTERLY EVALUATION
Section 115-60-80-D-5 of the Virginia regulations requires that the applicant’s supervisor

provide quarterly evaluations to the resident  which must be included with the applicant’s

 “LSATP LICENSURE APPLICATION” (Form 2).  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)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


This evaluation is for the time period starting:                                                         and ending:

_______________________________________________                                  ______________________________________________
                      Month / Date / Year                                                                                                       Month / Date / Year
	Client Population(s) Seen:



	Issues Addressed:



	Therapy Techniques Used:



	Assessment Instruments Used:



	Evaluation Summary:




Signature of Supervisor: ________________________________________________ Date: ______________
Signature of Resident:    ________________________________________________ Date: ______________

  
Commonwealth of Virginia
   Board of Counseling

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 LSATP 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.  If license in MD is psychiatry a specialty?            ________________      ______________
                                                                       YES                                NO
2.  Is this individual in good standing?                       ________________      ______________

                                                                                                    YES                               NO

3.  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.)

4.  Is the license number provided by                         ________________      ______________

     the VA resident in Part One correct?                                  YES                             NO
    * If no please provide correct number:
    ______________________________                                                          SEND COMPLETED FORM TO:
                                                                                                                          Virginia Board of Counseling
I certify that the information provided in Part II is correct.                         9960 Mayland Drive, Suite 300                                                        

                                                                                                                          Richmond, Virginia  23233                                                                
____________________________________                                                  
Authorized Signature of Licensing Official                                                  

                                                                                                                                            SEAL

____________________________________                                                                                                             

Jurisdiction/State

	LICENSURE BY EXAMINATION – STEP 2

SUBMIT LSATP APPLICATION MATERIALS


THE FOLLOWING MATERIALS MUST BE INCLUDED IN YOUR APPLICATION PACKET

1.
Licensure Application  (Form LSATP 2)

This form must be complete and notarized.
2.
Official Transcript


You must submit an official, sealed transcript(s) documenting completion of 60

semester hours or 90 quarter hours of graduate study in counseling, to include a


graduate degree in counseling or a related discipline.

3.
Verification of Supervision (Form LSATP 2-VS)

Your supervisor(s) must document the post-graduate supervised substance abuse

treatment experience/supervision on this form.  This form must be in a separate, sealed


envelope.  If your supervision took place in another jurisdiction you must have the


state in which he/she is licensed submit the Verification of Licensure of Out of


State Supervisor form (form 1-LV)  which is to be received by the Virginia Board

of Counseling in  sealed envelope.

4.
Supervision Outline Form (Form LSATP 2-SO)
5.
Quarterly Evaluations (Form LSATP 1-QE)


This information should have been completed during your residency.

6.
Coursework Outline (Form LSATP 2-CO)


This form must be complete and accompanied by course catalog and/or syllabi


as necessary.
7.
Verification of Internship Hours Towards the Residency (Form LSATP 2-IR)


This form must be included if you wish to have your internship hours considered


towards your 4,000 hour residency.  You must have one of your internship super-


visors who holds a license in a mental health field complete this form in order to


count these hours.  If you attended a CACREP or CORE program up to 900 hours

can be applied to the residency.  Other programs can apply up to 600 hours.

8.
Verification of Internship (Form LSATP 2-VI)

You must have your school program official document your internship hours and

submit this required form with your completed application packet.
9.
LSATP Application Fee


This $140 fee is non-refundable and non-transferable.  Please make checks and


money orders payable to the “Treasurer of Virginia”.

	LICENSURE BY ENDORSEMENT – STEP ONE


PLEASE NOTE THAT APPLICANTS SHALL HAVE NO UNRESOLVED ACTION AGAINST A LICENSE OR CERTIFICATE.  THE BOARD WILL CONSIDER HISTORY OF DISCIPLINARY ACTION ON A CASE-BY-CASE BASIS.
	1. A completed application



	2. The application & initial licensure fee



	3. Verification of all professional licenses or certificates ever held in another jurisdiction.



	4. An official, sealed transcript(s) documenting completion of 60 semester hours or 90

   quarter hours of graduate study in counseling, to include a counseling related degree

   as per regulation 18VAC115-60-70.
  

	5. A copy of your original licensure  file, including supervision and internship records,

    sent from the Board that initially  licensed you directly to the Virginia  Board of

    Counseling.
 

	6.  Documentation of having taken and passed a EMAC national examination



	7.  A completed coursework outline form.  (Form LSATP 2-CO)




ENDORSEMENT OPTION ONE
Submit documentation that you have met the educational requirements consistent with those specified in 18VAC115-60-60 and 18VAC115-60-70, and the experience requirements consistent with those specified in 18VAC115-60-80.
OR

If an applicant does not meet the educational and experience requirements set forth by the regulations that govern the practice of substance abuse counseling in Virginia, they shall provide evidence of active clinical practice for five of the last six years immediately preceding the submission of application for licensure by submitting form LSATP-ECP.

NOTE:  In lieu of transcripts verifying education and documentation verifying supervised experience, the board may accept verification from the credentials registry of the American Association of State Counseling Boards. 
**A complete list of licensing Boards can be found at**
www.nbcc.org/states/boards.htm.

Commonwealth of Virginia                               
    Board of Counseling
LICENSURE APPLICATION
                  _______   By Endorsement              ______ By Examination
All documentation, including official transcript(s), must be submitted with this form.
APPLICATION FEE $140
All fees are non-refundable and non-transferable.

Applications, registrations and fees are valid for one (1) year from receipt.  If your application is not approved within one (1) year, a new application and fee will be required.  

	Military/Military Spouse:

Are you active duty military personnel? 
	□ Yes     □ No

	Are you the spouse of 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

	LSATP
Licensed

Substance
Abuse

Treatment

Practitioner
Complete All

Sections

Application

Fees Are

Non-Refundable

Application forms lacking a Social Security or DMV number will not be processed.

Mail form, transcript(s) and other documentation to the Board of Counseling, 9960 Mayland Drive,
Suite 300,

Richmond,

Virginia  23233


	Name (First, Middle)

Last Name

Other Names Used on Official Documents (i.e. transcripts)

Street Address

City                                                                                            State            Zip Code

Home Phone                                                                Fax
Business Phone                                                           Extension

Email

Social Security Number (or DMV #)                                   Date of Birth

Education/Training:  List in chronological order all graduate schools attended.  Transcripts must be included.
** Will you be requesting any special exam accommodations.        YES           NO

    If yes, briefly describe accommodations you will need. ___________________________

                                                          


LICENSURE APPLICATION – PAGE TWO
Ethics Attestation:  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.
1.
Have you ever been denied the privilege of taking an occupational or certification exam?        Y    N

             If yes, state type of exam and state/location. ___________________________________

2.
Have you ever had any disciplinary action taken against an occupational license to                   Y    N

             practice or are any such actions pending?

3.
Have you ever been convicted of a violation, or pled no lo contender (no contest)                      Y    N


to any federal, 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,                    Y    N


agency, or practice?

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

Licenses / Certifications You Hold:  List all the states in which you now hold, or ever have held, a mental health license or certification, or other health license or certification.
	State
	License/Certificate Number
	Issue Date
	Type of License/Certificate

	
	
	
	


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 Substance Abuse Treatment Practitioners 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 of ____________________________

Name ___________________________, being duly sworn, says that he/she is the person who is referred to in the foregoing application for licensure as a substance abuse treatment practitioner 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_____.      
My commission expires on __________.  Signature of Notary: ____________________________________. 
                                                                                                                         SEAL

Commonwealth of Virginia

    Board of Counseling                    
VERIFICATION OF SUPERVISION
Post-Graduate Degree Supervised Experience

This form is to be filled out by the supervisor when the resident’s supervision is completed.  Include this form with your application in a separate, sealed envelope with the supervisor’s signature across the seal.  Complete all sections in Part One and have your supervisor complete Part Two.   Quarterly Evaluations must accompany your LSATP application (unless you are applying by endorsement).
	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 SUBSTANCE ABUSE TREATMENT SERVICES RENDERED BY RESIDENT UNDER YOUR SUPERVISION

	1.      Location where the supervision took place:

	2.      In your opinion, has the applicant demonstrated competency in substance abuse treatment                   YES            NO

         sufficient for licensing and engaging in the independent practice of substance abuse treatment?
        Please elaborate:




	Both Columns Must Be Completed 
	Hours/Wk
	Total Hrs

	How many hours  of experience did the resident obtain under your supervision?
	
	

	How many hours of direct client contact did the resident obtain under your supervision?
	
	

	How many hours of individual supervision did you provide the resident?
	
	

	How many hours of group supervision did you provide the resident?
	
	


VERIFICATION OF SUPERVISION – CONTINUED
Your evaluation of the resident’s competencies and the areas covered in supervision is required.  These areas are outlined in Section 18 VAC115-60-80 of the Regulations.  To complete supervision requirements the resident must have satisfied all items listed below in one or more supervisory experiences during 4,000 hours of counseling experience.  Please place an “X” in the column that represents your evaluation of competencies.

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

	SUBSTANCE ABUSE TREATMENT COMPETENCIES
	YES
	NO
	DNI

	Clinical Evaluation

	
	
	

	Treatment planning, documentation and implementation

	
	
	

	Referral and service coordination     

	
	
	

	Individual counseling

	
	
	

	Group counseling

	
	
	

	Client education

	
	
	

	Family  education

	
	
	

	Community Education

	
	
	

	CASE MANAGEMENT & RECORD KEEPING
	YES
	NO
	DNI

	Maintains appropriate clinical records and client data.
	
	
	

	Understands circumstances under which various records can be released.
	
	
	

	PROFESSIONAL IDENTITY &  FUNCTION
	YES
	NO
	DNI

	Uses supervision and shows continuing development of counseling skills.
	
	
	

	Demonstrates knowledge of strengths and limitations of an LSATP and the distinctive contributions of other mental health and health professionals.
	
	
	

	Makes appropriate referrals to other health providers and resources in the community.
	
	
	

	Handles appropriately, or knows how to handle, psychiatric emergencies.
	
	
	

	PROFESSIONAL ETHICS & STANDARDS OF PRACTICE 
	YES
	NO
	DNI

	Understands and has discussed ethical issue concerning dual relationships.
	
	
	

	Knows the laws related to a counselor’s duty in life-threatening situations, child & physical abuse, etc.
	
	
	

	Understands and has discussed the ethics of confidentiality and other legal and ethical issues.
	
	
	


THIS EVALUATION HAS BEEN DISCUSSED WITH THE RESIDENT AND A COPY HAS

BEEN PROVIDED TO THE RESIDENT.
Signature of Supervisor:  _________________________________  Date: ______________

Commonwealth of Virginia                                  
   Board of Counseling

	COURSEWORK OUTLINE FORM


Applicant’s Name (Last, First, Middle)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


All courses must be graduate level from a college or university approved by a regional accrediting  agency.  Do not list courses that are not directly related to substance abuse treatment.  If a course title is not clearly indicative of Board content area attach college catalog description(s) or course syllabi.  If a course is used for more than one content area DO NOT duplicate credit hours.  (Place an asterisk (*) in the Credit Hours for second listing of course.
DESIGNATE SEMESTER HOURS WITH AN “S” AND QUARTER HOURS WITH A “Q”

Effective April 12, 2002 all coursework must be a MINIMUM of 3 semester hours or 4 quarter hours.
	SUBSTANCE ABUSE SPECIFIC COURSEWORK

DO NOT LIST COURSES THAT ARE NOT DIRECTLY RELATED TO SUBSTANCE ABUSE TREATMENT

	CONTENT AREA
	COURSE

CODE
	COURSE TITLE
	S/Q
HOURS
	COLLEGE OR

UNIVERSITY

	1.  Assessment, appraisal,

     evaluation & diagnosis

     specific to substance abuse
	
	
	
	

	2.  Treatment planning models,

      client case management,

      interventions and treatment

      to include relapse pre-

      vention, referral process

      step models and docu-

      mentation process.
	
	
	
	

	3.   Understanding addictions:

      The biochemical, socio-

       cultural & psychological

       factors of substance use

       and abuse. 
	
	
	
	

	4.    Addictions & special popu-

       lations to include but not

       limited to adolescents,

       women, ethnic groups &

       the elderly.
	
	
	
	

	5.    Client & Community

        Education
	
	
	
	

	GENERAL CORE CURRICULUM

	1.  Professional Identity, 

     Functions and Ethics


	
	
	
	

	2.  Theories of Counseling &

     Psychotherapy


	
	
	
	

	3.  Counseling and

     Psychotherapy Techniques 


	
	
	
	


COURSEWORK OUTLINE – CONTINUED
	CONTENT

AREA
	Course 

# 
	COURSE TITLE
	S/Q

Hours
	College or University

	4. Group counseling

     and psychother-

     apy techniques
	
	
	
	

	5.  Appraisal, eval-

     uation &

     diagnostic

     procedures


	
	
	
	

	6. Abnormal

    behavior &

    psychopathology
	
	
	
	

	7.  Multicultural

      counseling,

      theories &

      techniques
	
	
	
	

	8.  Research


	
	
	
	

	9.  Marriage and
     family systems

     theory
	
	
	
	

	10.Internship

	
	
	
	


Commonwealth of Virginia                                         
   Board of  Counseling

	VERIFICATION OF INTERNSHIP HOURS TOWARDS THE RESIDENCY


USE THIS FORM IF YOU WANT TO INCLUDE YOUR INTERNSHIP HOURS TOWARDS YOUR RESIDENCY.   A graduate level internship completed in a program that meets the requirements set forth in 18 VAC 115-60-70 may count for a portion of the 4,000 hours of residency.  CACREP or CORE approved programs can apply a maximum of 900 hours. Other programs may apply a maximum of 600 hours towards the 4,000 required residency hours of experience.

REQUIREMENTS FOR THE INTERNSHIP
· The internship must have included 20 hours of individual on-site supervision and 20 hours of individual or group off-site supervision.

· Either the clinical or faculty supervisor shall be licensed as defined in
    18 VAC 115-60-80-D.
· Internship must not have begun until the completion of 30 semester hours towards the graduate degree.

HOW TO COMPLETE AND SUBMIT THIS FORM

1.
The applicant completes Part One.

2.
The applicant’s supervising faculty completes and signs Part Two.

3.
The on-site supervisor completes and signs Part Three, places it in a sealed envelope,
           puts his/her signature across the sealed flap and returns it to the resident.

4.
The applicant includes the sealed envelope with the LSATP application.
	PART ONE – TO BE COMPLETED BY THE LSATP RESIDENT


Applicant’s Name (Last, First, Middle)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Institution where internship took place (include city and state)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


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

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Licensed Supervisor’s Location  (Circle One):               On-Site     OR      Off-Site                                            
VERIFICATION OF INTERNSHIP HOURS TOWARDS THE RESIDENCY – PART TWO – TO BE COMPLETED BY THE SUPERVISING FACULTY
Supervising Faculty’s Name (Last, First, Middle)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Supervising Faculty’s Official Title
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Daytime Phone Number                                                                             Extension
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


1.  Was the internship completed in a substance abuse treatment or related counseling discipline

      program accredited by CACREP or CORE ?                                                                                                Y     N

2.  Were 30 semester hours towards the graduate degree completed at the start of the internship?                 Y     N

3.  Was the supervising faculty licensed?  If yes complete information requested below.                                  Y    N 
License Number                              Initial Licensure Date                  Expiration Date               License Type
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


TOTAL NUMBER OF HOURS OF INTERNSHIP:    __________________________________________________
NUMBER OF HOURS OF INDIVIDUAL SUPERVISION:   __________________________________________

IN YOUR OPINION IS THE APPLICANT COMPETENT TO ENTER A RESIDENCY IN SUBSTANCE ABUSE
TREATMENT UNDER THE SUPERVISION OF A LICENSED PRACTITIONER? ____________________

Signature of Supervision Faculty:   ________________________________________   Date:  ______________

	PART THREE – TO BE COMPLETED BY THE ON-SITE SUPERVISOR

Complete this section and return to applicant in a sealed envelope with your signature across the flap.


Supervisor’s Name (Last, First, Middle)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Daytime Phone Number                                                                          Extension

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


License Number (If Applicable)               Initial Licensure Date      Expiration Date                License Type
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


NUMBER OF HOURS OF INDIVIDUAL AND GROUP SUPERVISION:  __________________________________
IN YOUR OPINION IS THE APPLICANT COMPETENT TO ENTER A RESIDENCY IN SUBSTANCE ABUSE TREATMENT UNDER THE SUPERVISION OF A LICENSED PRACTITIONER?   ___________________

ADDITIONAL COMMENTS:    _____________________________________________________________

Signature of On-Site Supervisor:  _________________________________________  Date:  _______________


Commonwealth of Virginia


   Board of Counseling

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 115-60-70, is required for licensure and must include 600 supervised hours and 240 hours of direct client contact.

	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 THE PROGRAM OFFICIAL
Please complete this form and return it to the applicant in a sealed envelope with your signature across the flap


Starting Date of Internship: ____________________________________________________
Total Hours of Direct Client Contact: _____________________________________________

Total Number of Internship Hours:  ______________________________________________

Name of School

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Name of Program Official                                                                Title

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Signature: _____________________________________________________   Date: _______________________


Commonwealth of Virginia


   Board of Counseling
VERIFICATION OF LICENSURE
This completed form must be sent from the state Board in which the applicant is licensed directly to the Virginia

Board of Counseling at the address below.  A complete list of Boards is on the NBCC web site at www.nbcc.org/states/boards.htm.

	PART ONE – TO BE COMPLETED BY VIRGINIA LSATP APPLICANT


Applicant’s Name (Last, First, Middle)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Applicant’s Social Security Number (or DMV Number)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Applicant’s License Number                                                           State of Issue                     License Type
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	PART TWO – TO BE COMPLETED BY THE STATE BOARD WHERE THE VIRGINIA LSATP APPLICANT IS LICENSED

Board: Send this form directly to the Virginia Board of Counseling at the address below.


Title of License

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Date of Initial License                                   Expiration Date of License                  License Number

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Name of Examination: ________________________________________________________________________

Date Exam was Taken: _______________________________________________________________________

Applicant’s Score:  _______________________________   Cut Off Score: ______________________________




	1.  If license is MD, is psychiatry a specialty?                                     Y        N

2.  Is this individual in good standing?                                                Y        N

3.  Has there ever been any disciplinary action taken

     against the individuals license?                                                      Y       N

     If yes, please give full explanation on the reverse

    of this form.

                                      


I CERTIFY THAT THE INFORMATION PROVIDED IS CORRECT.                    Send Completed Form To:                                                    
                                                                                                                               Board of Counseling               

                                                                                                                                             9960 Mayland Drive, Suite 300
____________________________________________________                       Richmond, Virginia 23233 
Authorized Signature of License Official                                                  Date

__________________________________________________________________         

 Jurisdiction/State                                                                                                                                                    SEAL

Commonwealth of Virginia
         SUPERVISION OUTLINE
    Board of Counseling                        EXAMINATION APPLICANTS ONLY
 Applicant’s Name (Last, First, Middle)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	
	Supervisor One
	Supervisor Two
	Supervisor Three
	Supervisor Four
	Supervisor Five
	Supervisor Six
	Supervisor Seven
	Totals

	1.
	Name of 

Supervisor


	
	
	
	
	
	
	
	

	2.
	Dates of 

Supervision


	
	
	
	
	
	
	
	

	3.
	Hours

Worked

Per Week

	
	
	
	
	
	
	
	

	4.
	Total Hours
Worked


	
	
	
	
	
	
	
	

	5.
	Total Hours of
Direct Client

Contact


	
	
	
	
	
	
	
	

	6.
	Hours of  individual supervision
per 40 hrs. worked
	
	
	
	
	
	
	
	

	7.
	Total hours of
Individual  supervision
	
	
	
	
	
	
	
	

	8.
	Hours of group supervision per 40 hours worked

	
	
	
	
	
	
	
	

	9.
	Total Hours of
Group Supervision


	
	
	
	
	
	
	
	


                                                                                                            BOARD OF COUNSELING 

                                                                                                              9960 MAYLAND DRIVE

                                                                                                           RICHMOND, VIRGINIA  23233
                                                                                                                       (804) 367-4610

                                                                                                                    FORM LSATP-ECP
ENDORSEMENT APPLICANTS ONLY
VERIFICATION OF CLINICAL PRACTICE 5 OF LAST 6 YEARS IMMEDIATELY PRECEDING SUBMISSION OF APPLICATION FOR LICENSURE
     The Virginia Board of Counseling, in its consideration of a candidate for licensure, depends on information from persons and institutions regarding the
     candidate’s clinical practice for five of the last six years immediately preceding their licensure application in Virginia.  Please complete this form to the best
     of your ability and return it to the Board so the information you provide can be given consideration in the processing of this candidate’s application in a
     timely manner. 

     I, ________________________________, hereby authorize past and present employers, businesses, professional associates and personal references 
                   (Printed Name of Applicant)
     to release to the Virginia Board of Counseling any information requested by the Board in connection with the processing of my application.          
    Signature of Applicant _________________________________________________

                                         *************************************************************************************************************

     Name and address of reference:        ________________________________________________________________________________________
     Relationship to Applicant: _________________________________________________________________________________________________
     I, _________________________, declare under penalty of perjury under the laws of the Commonwealth of Virginia that _____________________,

          (Printed Name of Reference)                                                                                                                                                    (Name of Applicant)

     candidate for licensure in the Commonwealth of Virginia, was in active clinical practice at _______________________________________________

                                                                                                                                                                                                                 (Location)

     from ____________________ to____________________.   Signature of Reference: _________________________________________________
                                            (Dates of active clinical practice)



Licensure by Examination – Step One


LSATP FORM 1 – QE


Photocopy This Form As Needed





Licensure by Examination – Step Two


Licensure by Endorsement – Step One


LSATP FORM 2





Licensure by Examination – Step 1 (if applicable)





LSATP FORM 1-LV





PHOTOCOPY THIS FORM AS NEEDED





Licensure by Examination – Step Two





FORM  LSATP 2-VS





Photocopy This Form As Needed





Licensure by Examination – Step Two


Licensure by Endorsement – Step One





FORM LSATP 2-CO


Required For All Applicants








Licensure by Examination – Step 2





FORM LSATP 2-IR


This Form is Optional








Licensure by Examination – Step Two





FORM LSATP 2-VI


THIS IS A REQUIRED FORM





Licensure by Endorsement – Step Two





FORM LSATP 2-VL


PHOTOCOPY THIS FORM AS NEEDED





FORM LSATP 2-SO





REQUIRED FORM








Supervision agreement must include a minimum of 1 hour, or a maximum of four 4 hours, for every 40 hours worked.  
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