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Board of Counseling Application Packet for MFT Initial Registration of Supervision
_____________________________________________                           
Applicant’s Name                                                                                               

APPLICATION INSTRUCTIONS FOR
INITIAL REGISTRATION OF SUPERVISION FOR A

 RESIDENT IN MARRIAGE & FAMILY THERAPY

Application, fee and supporting documentation must be received in one packet.
Fee:    A fee of $50.00 is required for an Initial Registration of Supervision application. All fees paid by check or money order must be made payable to the “Treasurer of Virginia”. This fee is non-refundable. The application can be used for one year from date of receipt. 

Supporting documentation: 

Complete Application: Application must be complete and have original signatures. 
Verification of Education: An official graduate transcript with conferral date is required. Do not submit             
your undergraduate transcripts.
Verification of Required Coursework and Internship: To be complete by your graduate program and sent  

            to the Board in a sealed envelope within your application packet. 

Supervisor’s must be a LMFT or LPC with Evidence of Supervision Training: If your supervisor is not listed on the Supervisor Registry, you must submit evidence that your supervisor received 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.

Name Change: If applicable, documentation must be provided if your name has legally changed through 
             marriage, divorce, or a court order. A photocopy of your marriage license or a copy of the court order must be 
             provided. 

YOU SHOULD NOT BEGIN COUNTING HOURS TOWARDS LICENSURE UNTIL YOU HAVE RECEIVED WRITTEN BOARD APPROVAL. 
 APPLICATION FOR MFT INITIAL REGISTRATION OF SUPERVISION FOR                                           A RESIDENT IN MARRIAGE & FAMILY THERAPY
Military/Military Spouse:

Are you active duty military personnel?                                                                   __________ Yes  _____________No

Are you 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
Supervised work experience occurring in Virginia, in any setting, must be registered and approved by the Board prior to beginning that supervision. An applicant may not count hours towards licensure unless that supervised experience has been registered with the Board. 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 – Resident Information

Name:

______________________________________________________________________________________________________




Last


First


Middle


Maiden/Other

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


If former names are listed on transcripts, please provide the Board with a legal document as proof of name change (marriage certificate, divorce decree, Court Order, etc.)

Date of Birth:

_____________________________________



Social Security #:
___________________________________   OR
VA Driver’s License #:  _________________________________________
Applications lacking a SSN or VA Driver’s License # will not be processed.  This number will be used for identification purposes only and will not be disclosed for other purposes except as provided by law.

Public Address:
______________________________________________________________________________________________________



Street or P.O. Box



______________________________________________________________________________________________________




City




State



Zip Code

Mailing Address: 
______________________________________________________________________________________________________

(private address, 

Street or P.O. Box

if different from 
public address)    
______________________________________________________________________________________________________




City




State



Zip Code
Home/Cell Telephone: __________________________________________ Business Telephone: ________________________________________
Email Address:
______________________________________________________________________________________________________
(Please keep this up-to-date with the Board as we send most correspondence by email)
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”.  
(See Guidance Document 115-2 for detailed information on requirements with a criminal conviction).
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
If you answered “yes” to any of the questions above, was this information previously provided to the Board?

□ Yes     □ No

If information was previously provided and approved, you are not required to resubmit the documentation.  
Section 2 - Supervisor Information: 
Name:______________________________________________________________________________________________________



Last



First


Middle


Maiden/Other

Title: _______________________________________________________________________________________________________

Business Name:  _____________________________________________________________________________________________
Business Address:  ___________________________________________________________________________________________
Email: _____________________________________________________   Business Phone:  _________________________________
License Number _____________________________   State Licensed:  ________________     Date Issued:  ____________________
Supervisor must have a license in the jurisdiction in which supervision takes place

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 18VAC115-50-96. They must document two years post-licensure marriage and family therapy experience; and hold an active, unrestricted license. Supervisors:  If you are listed on the Supervisor registry on the Board’s website, you are not required to complete this section.  Otherwise, please provide the information requested below, along with certificates of completion or transcript.  
	Date
	Organization that provided training 
	Title of the seminar/conference/workshop
	Credit hours

	
	
	
	

	
	
	
	


Section 3 – Supervision Contract (Supervision to be Provided to Resident):

	  Please indicate the Name and Address of location where the resident will provide counseling services:


	Will the Supervisor be on-site?
	Yes`
	No

	Please indicate if the supervised experience will consist of practice in the following core areas as required by 18VAC115-50-60:

	Marriage and Family Studies
	YES
	NO

	Marital and family development and family systems theory 
	
	

	Marriage and Family Therapy
	YES
	NO

	Therapeutic interventions and application of major theoretical approaches 
	
	

	Human growth and development 
	YES
	NO

	Human growth and development across the lifespan 
	
	

	Abnormal Behaviors
	YES
	NO

	Abnormal behaviors 
	
	

	Diagnosis and treatment of addictive behaviors
	YES
	NO

	Diagnosis and treatment of addictive behaviors 
	
	

	Multicultural Counseling
	YES
	NO

	Multicultural counseling 
	
	

	Professional Ethics
	YES
	NO

	Professional identity and ethics
	
	

	Research
	YES
	NO

	Research methods, quantitative methods and statistics 
	
	

	Assessment and Treatment
	YES
	NO

	Appraisal, assessment and diagnostic procedures 
	
	


Section 4 – Attestation
Please read and initial each of the following statements of assurance:

	Trainee Initial
	Supervisor Initial
	Statement 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 the Supervisor is prohibited from providing supervision to any individual whose relationship with the Supervisor would compromise objectivity.  

	
	
	I understand that the Supervisor assumes full responsibility for the clinical activities of the Resident for the duration of the residency. The Supervisor is responsible for ensuring that the Resident does not practice outside of the scope of his/her education.  

	
	
	I understand that the resident shall receive a minimum of 1 hour and a maximum of 4 hours of supervision for every 40 hours of supervised work experience.

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

	
	
	I understand that the Supervisor shall report the total hours of residency and shall evaluate the Resident’s competency:

	
	
	I understand that the Supervisor must immediately report to the Board any unethical practice performed by the Resident, in accordance with regulation 18VAC115-50-110. 

	
	
	I understand that the Supervisor must ensure that all clients of the Resident are informed of the Resident’s status and the Supervisor’s contact information.  

	
	
	I understand that the Resident may only use the title “Resident in Marriage and Family Therapy” and shall not present himself/herself in a way that may appear to be independent practice.

	
	
	I understand that the Supervisor will ensure that the Resident does not bill directly for services and that all payments, both cash and insurance, are paid to the Supervisor, or the Resident’s employer.  

	
	
	I understand that any violations of the regulations by the Supervisor or the supervisee, including but not limited to allowing unlicensed practice, misrepresenting the Resident’s status to clients, allowing the Resident to bill directly, may result in disciplinary action before the Board of Counseling.


I attest that the information contained within the application is true and accurate to the best of my knowledge and belief.  

__________________________________________________________                                      
________________________
Resident

                                                                                                         
Date
__________________________________________________________


________________________

Supervisor









Date
	VERIFICATION OF REQUIRED COURSEWORK AND INTERNSHIP FORM FOR                                    A RESIDENT IN MARRIAGE & FAMILY THERAPY

	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




	Applicant’s Name (Last, First, Middle)




TO BE COMPLETED BY THE GRADUATE SCHOOL PROGRAM OFFICIAL OR ADMINISTRATION OFFICE

Please complete this form (Parts I-III) and return it to the applicant in a sealed envelope with your signature across the flap. 

Part I:

1. Is the college or university approved by a regional accrediting agency?            □Yes        □ No

2. Is the college or university CACREP accredited?                                                  □ Yes        □ No
Part II:

Please verify in the table below that the required coursework was successfully completed by the applicant by listing the relevant required core courses taken.  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 counseling.  If a course title is not clearly indicative of Board content areas attach college catalog description(s) or course syllabi.  All information provided is subject to Board review and approval.  

DESIGNATE SEMESTER HOURS WITH AN “S” AND QUARTER HOURS WITH A “Q”

	1. Marriage & Family Studies  

Course Code

Course Title

S/Q Hours

College/University



	2. Marriage & Family Therapy  

Course Code

Course Title

S/Q Hours

College/University




	3. Human Growth and Development across the Lifespan
Course Code

Course Title

S/Q Hours

College/University





	4. Abnormal Behaviors  

Course Code

Course Title

S/Q Hours

College/University



	5. Diagnosis and treatment of Addictive Behaviors  

Course Code

Course Title

S/Q Hours

College/University



	6. Multicultural Counseling
Course Code

Course Title

S/Q Hours

College/University



	7. Professional Ethics
Course Code

Course Title

S/Q Hours

College/University



	8. Research 

Course Code

Course Title

S/Q Hours

College/University



	9. Assessment and Treatment  

Course Code

Course Title

S/Q Hours

College/University



	10. Supervised Internship    

Course Code

Course Title

S/Q Hours

College/University




Part III:

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 115-50-55, is required for licensure and must include 600 supervised hours and 240 hours of direct client contact of which 200 hours must be with couples and families.
Starting Date/Term of Internship:  ________________________________________________________________________________
Did the Supervised Internship begin after the completion of 30 graduate semester hours? ____________________________________
Total Number of Internship Hours:  _______________________________________________________________________________

Total Hours of Direct Client Contact: ______________________________________________________________________________

Total Hours of Direct Client Contact with Couples and Families: ________________________________________________________

	Name of School




	Name of Program Official                                                                                                            Title




Signature: _______________________________________________________________   Date: ____________________________
VBOC 8/23/2016
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