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APPLICATION FOR BOARD APPROVED

PROFESSIONAL COUNSELOR SUPERVISOR

A fee is not required for this approval process.  The application must be completed in full and submitted with the required documentation.  If a section does not apply, write “N/A” in the space provided.  Please print or type.  

To remain on the registry, you must maintain an active, unrestricted license with the licensing board.  The Board of Counseling may request updated information periodically, in order to maintain an active public registry.  
This application allows the board to review and approve your credentials towards supervision.  It does not allow supervision to begin without registration and board-approval of the individual applicant.   Supervision may not begin until you have received written board-approval for each proposed supervisee.  Supervision that is not concurrent with a residency will not be accepted, nor will residency hours be accrued in the absence of board-approved supervision.
Section 1 – Applicant Information

Name:

_____________________________________________________________________________________




Last


First


Middle


Maiden/Other

Date of Birth:

___________________________



Social Security #:
__________________________   OR
VA Driver’s License #:  ___________________________

Public Address:
_____________________________________________________________________________________

(*this address will be

Street or P.O. Box

listed on the supervisor


registry for public use*)


_____________________________________________________________________________________



City




State



Zip Code

Mailing Address: ____________________________________________________________________________________

(private address, 

Street or P.O. Box

if different from 
public address)
_____________________________________________________________________________________




City




State



Zip Code
Home Telephone: ________________________________ Business Telephone: _________________________________
Email Address:
_____________________________________________________________________________________

Do you wish to list your business telephone on the supervisor registry for public use?      _______ Yes           ________ No
Do you wish to list your email address on the supervisor registry for public use? 
         _______ Yes           ________ No

Section 2 – Professional Data
List all state(s) and licensure information where you currently hold or have held a license or certificate to practice professional counseling, clinical social work, marital and family therapy, psychology, medicine, nursing, or any other mental health services.  


State

License Type 
  
License No.

Date Issued


Expiration Date

1. ____________________________________________________________________________________________


2. ____________________________________________________________________________________________________________________

3. __________________________________________________________________________________________________________________________

4. __________________________________________________________________________________________________________________________

5. ____________________________________________________________________________________________________________________


Have you been received disciplinary action by any state licensure board?               __________  Yes          __________  No 

If yes, please explain:  ________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
Section 3 – Qualifications for Supervisor Approval

· The supervisor must be able to document two (2) years of post-licensure clinical experience;

· The supervisor must hold an active, unrestricted license as a professional counselor or marriage and family in the jurisdiction where the supervision is being provided.  

· The supervisor must have received professional training in supervision, consisting of three (3) credit hours (or four (4) quarter hours) in a graduate-level course in supervision or at least 20 hours of continuing education in supervision, offered by a provider approved in regulation 18VAC115-20-106.

Submit proof of the following:

Verification of all professional health licenses or certificates ever held in any jurisdiction.  Attach verification form(s) from applicable states, if any.    


Successful completion of a graduate course in supervision taken for credit at an accredited college or university (Attach the transcript verifying course completion) OR Successful completion of continuing education course(s) offered by provider approved under regulation 18VAC115-20-106, consisting of 20 hours of training (Attach proof of course completion).
Section 4 – Statements of Assurance


Please read and initial each of the following statements of assurance:

__________
I have read, understand and intend to comply with the regulations that govern the Virginia Board of Counseling licensees and applicants.

__________
I understand that I am prohibited from providing supervision to any individual whose relationship to me compromises my objectivity.  

__________
I understand that I assume full responsibility for the clinical activities of the resident specified within the supervisory contract for the duration of the residency. I am responsible for ensuring that the Resident does not practice outside of the scope of his/her education.  

__________
I understand that I shall complete evaluation forms to be given to the resident at the end of each three-month period.

__________
I understand that I shall report the total hours of residency and shall evaluate the applicant’s competency in:
a. Counseling and psychotherapy techniques;

b. Appraisal, evaluation and diagnostic procedures;

c. Treatment planning and implementation;

d. Case management and recordkeeping;

e. Professional identity and function; and,

f. Professional ethics and standards of practice.

__________
I understand that I must immediately report to the Board any unethical practice performed by the resident, in accordance with regulation 18VAC115-20-130.

__________
I understand that I must ensure that all clients of my Resident(s) are informed of the Resident’s status and my contact information as their supervisor.  I will also ensure that the Resident does not bill directly for services and that all payments, both cash and insurance, are paid to me or the Resident’s employer.  

__________
I understand that I must be familiar with, not only my profession’s regulations, but also those of my supervisees.  

Section 5 – Attestation

I attest that all information provided on this application is true and correct.  I also attest that I will provide supervision for 

LPC Residents in accordance with the regulations governing the Virginia Board of Counseling.
______________________________________________________________

__________________________

Signature of Applicant








Date
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