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SEX OFFENDER TREATMENT PROVIDER

VERIFICATION OF POST-DEGREE SUPERVISION
	I.  TO BE COMPLETED BY VIRGINIA APPLICANT

	Applicant’s Name 
	Social Security or Virginia DMV Control Number



	II.  TO BE COMPLETED BY THE SUPERVISOR

	Supervisor’s Name:
	Virginia Sex Offender Treatment Provider Certification Number:



	Supervisor’s Business Address:


	Supervisor’s Daytime Phone Number:



	License Title(s)
	License number(s) and expiration date(s):  (If licensed outside Virginia, please submit Form 4, “Licensure Verification of Out-of-State Supervisor)

	
	

	
	

	
	

	
	

	Dates the applicant was under your supervision:

From:______________________________

To:_____________________________


    (month/day/year)



               (month/day/year)


a.
Hours applicant worked


Per Week____________
Total____________


b.
Hours of face-to-face sex offender client
Per Month __________
Total____________



treatment and assessment


c.
Hours of individual, face-to-face supervision
Per Month____________
Total____________


d.
Hours of group supervision

                    Per Month____________
Total____________




	Duties performed by the applicant under your supervision:



	EVALUATION OF APPLICANT:  To complete the supervision requirements, applicants must demonstrate competency in the areas listed below.  Please check your evaluation of the applicant in each area listed below.

	1.
Sex Offender Assessment
2.
Sex Offender Treatment Interventions
3.
Etiology/Development Issues of Sex Offense Behavior
4.
Criminal Justice and Legal Issues Related to Sexual Offending
5.
Program Evaluation, Treatment Efficacy and Issues Related to Recidivism of Sex Offenders

	Yes [   ]
Yes [   ]
Yes [   ]
Yes [   ]
Yes [   ]

	No [   ]
No [   ]
No [   ]
No [   ]
No [   ]

	In your opinion, has the supervisee demonstrated competency in providing sex offender treatment services sufficient for certification?

Comments by supervisee:

This evaluation has been discussed with the supervisee and a copy has been provided to the supervisee.

Signature of Supervisor:__________________________________
Date:_________________________

Signature of Supervisee:__________________________________
Date:_________________________
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