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	COMMONWEALTH OF VIRGINIA
Board of COUNSELING
Department of Health Professions

9960 Mayland Drive, Suite 300

Richmond, Virginia  23233-1463



LICENSURE/CERTIFICATION VERIFICATION OF OUT-OF-STATE SUPERVISOR
	
TO BE COMPLETED BY VIRGINIA APPLICANT



	Virginia Applicant's Name:___________________________________________
 SSN or DMV Control Number ________________

Name of Supervisor:___________________________________________________________________________________________

Title of Supervisor's License/Certification:__________________________________________________________________________



	
TO BE COMPLETED BY OUT-OF-STATE BOARD

	Please complete this form and return it directly to the Virginia Board of Counseling at the above address.  Thank you.

License/Certification Number of supervisor named above:____________________________________________________________

Title of License/Certification:____________________________________________________________________________________

Date of initial license/certification:_______________________________________________________________________________

Expiration date of license/certification:____________________________________________________________________________

Is individual licensed/certified in good standing?

[   ] Yes      [   ] No
Has there ever been any disciplinary action taken against the individual's license/certification?        [   ] Yes      [   ] No    

If yes, please give full particulars on the reverse side of this form.

	I certify that the information given is correct.









__________________________________________











Authorized Licensure Official 










__________________________________________
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                    Jurisdiction/State
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