

















CANNON BUILDING STATE OF DELAWARE TELEPHONE: (302) 744-4500
861 SILVER LAKE BLVD., SuITE 203 DEPARTMENT OF STATE Fax: (302) 739-2711
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Licensed Professional Counselor of Mental Health

SUPERVISORY REFERENCE FORM

APPLICANT: DO NOT COMPLETE ANY SECTION OF THIS FORM. This form must be completed by the applicant’s
board approved supervisor who is then to mail it directly to the Board of Mental Health and Chemical
Dependency Professionals at the address listed above.

Chapter 39, Title 24 of the Delaware Code states that individuals seeking licensure to practice professional counseling in
the State of Delaware must submit satisfactory proof to the Board of Mental Health and Chemical Dependency
Professionals that they have acquired two (2) years of post-master’s clinical counseling experience. This experience shall
consist of not less than 3,200 hours, at least 1,600 hours of which shall have been under the supervision of a licensed
marriage and family therapist (LMFT), licensed professional counselor of mental health (LPCMH), licensed clinical social
worker (LCSW), licensed psychologist or licensed physician specializing in psychiatry. At least 100 of the 1600 hours of
supervision shall consist of face to face consultation between the supervisor and the supervisee (up to 40 hours
may be group supervision). Certified School Counselors and Certified School Psychologists are not Board
approved supervisors.

1.1, , attest that worked under my clinical supervision.
(Name of Supervisor) (Name of Applicant)

2. Total Clinical Supervised Hours: Total Hours of Individual Face-to-Face Supervision:

Total Hours of Group Supervision: (no more than 40 group hours can be counted toward the 100 hour requirement)

3. Dates of Post Master's Supervised Clinical Experience: From to
Month/Year Month/Year

Supervisor: Check all that apply State License # Date Issued

| am a licensed professional counselor of mental health

| am a licensed clinical social worker

| am a licensed marriage and family therapist

| am a licensed clinical psychologist or licensed psychiatrist

4. Supervisor's Agency’s Name (if applicable):

Address: Phone:

Zip Code:

5. | certify that | have personally completed all sections of this form and that the information provided herein is accurate and
complete to the best of my knowledge and belief.

Signature of Supervisor Date

Revised 03/17/2006
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Licensed Professional Counselor of Mental Health

PROFESSIONAL COUNSELING EXPERIENCE FORM

APPLICANT: DO NOT COMPLETE ANY SECTION OF THIS FORM. This form must be completed by the
applicant’s administrative or clinical supervisor who is then to mail it directly to the Board of Mental Health and
Chemical Dependency Professionals at the above address

2.4 Professional Counseling Experience - Professional Counseling experience shall be defined as the accumulation of hours
spent providing mental health counseling services in a professional mental health clinical counseling setting, including face-
to-face interaction with clients and other matters directly related to the treatment of clients.

1.

2.

Name of Applicant:

Name of Administrative or Clinical Supervisor:

Title: Phone: - -

Setting/Location Name:

Address:

Zip Code:

Dates of Employment: From to

Total Number of Hours of Professional Counseling Experience:

Description of Agency/Work Setting (for example, group practice, community mental health agency,
elementary school, etc.)

| certify that | have personally completed all sections of this form and that the information provided herein is
accurate and complete to the best of my knowledge and belief and that this applicant competently and
satisfactorily performed his/her counseling duties pursuant to board rule 2.4.

Signature of Administrative or Clinical Supervisor Date

Revised 04/30/2008
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Board of Mental Health and Chemical Dependency Professionals

VERIFICATION OF LICENSURE FORM

Section | — To be completed by applicant and sent to those states where applicant is currently licensed or was
previously licensed. You may duplicate this form.

Name
License Type
License #
Phone #

| hereby authorize to release information regarding my licensure,
Name of state licensing Board/Authority

certification, or registration to the Delaware Board of Mental Health and Chemical Dependency Professionals.

Signature of Applicant Date

Section Il - To be completed by State Licensure Board/Authority and returned to the address above:

Date of Original Registration/Licensure;

Registration/License No: Expiration Date:

Has the licensee ever been subject to any disciplinary action, or had his/her license suspended  Yes [ ] No []
or revoked? If yes, enclose a certified copy of the board’s final order.

Are there any current or pending disciplinary proceedings or unresolved complaints against the ~ Yes [ No []
applicant?

| certify the statements contained herein are true and correct.

Name of Official: Title:

Name of Licensure Authority:

Address: Phone:

Zip Code:

AFFIX BOARD SEAL

Signature and title of official for state licensing authority Date

Revised 4/30/2008
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Licensed Professional Counselor of Mental Health

CERTIFYING ORGANIZATION CERTIFICATION FORM

To:

The applicant named below has applied for licensure as a Licensed Professional Counselor of Mental Health in
the State of Delaware. In order to properly evaluate his/her application, the Board of Mental Health and
Chemical Dependency Professionals need the following information about your organization:

Verification of applicant’s current certification in good standing;
Statement of Mission and Scope of Membership;

Membership Requirements;

Description of Standardized Examination required for membership; and
Code of Ethics for members.

arowpdE

Please verify the applicant’s standing by completing Part 2 of this form and return it with the additional
information listed above to the Delaware Board of Mental Health and Chemical Dependency Professionals at
the address above. Thank you in advance for your assistance.

Part 1 - To be completed by Applicant:

Name: Phone:
Address:
Zip Code:
Certified as:
Certification No. Date Certified: Expiration Date:
| hereby authorize to release information regarding my

certification to the Delaware Board of Mental Health and Chemical Dependency Professionals.

Signature of Applicant Date
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Part 2 - To be completed by Official of Certifying Organization:

Is the applicant currently certified as represented on this form? Yes [ ] No []
Is the applicant currently in good standing? Yes [ ] No []
If the answer to either of the above is “no” please give full particulars:
Enclosed are the following:
Statement of Mission and Scope of Membership Yes [ ] No []
Membership Requirements Yes [ ] No []
Description of Examination required for membership Yes [ ] No []
Code of Ethics for Members Yes|[ ] No [ ]
Name of Official: Title:
Name of Certifying Organization:
Address: Phone:
Zip Code:
Signature of Official: Date:

Revised 04/30/2008
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