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Oregon Board of Licensed Professional Counselors & Therapists 
 

REQUEST FOR PLACEMENT ON SUPERVISOR REGISTRY 
 
Your Name: ___________________________________________________ 
 
Agency Name:  ________________________________________________ 
 
Location Address:  ______________________________________________ 
  
Mailing Address:  _______________________________________________ 
 
City / State / Zip   ____________________________     _____        ________ 
 
Telephone:  ________________    E-mail:  ___________________________ 

 
A. SUPERVISION EXPERIENCE (List registered interns, graduate students, counselors, or therapists 
you have supervised in the last five years.) 
Name of Supervisee: Dates of 

Supervision 
LPC LMFT 

    

    

    

    

 
B. NATIONAL SUPERVISOR CREDENTIAL: 
Certification Title                  Issuing organization 
 
________________________________________           _____________________________________
  
Certification No.                Original issue date Expiration date 
 
_____________________          _______________                _____________________ 
  
 
C.  SUPERVISION TRAINING:  Completed 30 clock hours of post-masters training in supervision 
theory and practice through master’s workshops or post-master’s graduate level academic coursework.  
List coursework, workshops or seminars.    

Title of class / workshop / seminars  Sponsor of program   Date taken # clock 
hours 

 
 

   

 
 

   

 
 

   

 
If you wish to supervise LMFT interns, please list graduate-level training in systemic theory and 
approach to couples and families issues:   
 
__________________________________________________________________________________ 
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D. SUPERVISOR RESPONSIBILITIES: 
 Ensure compliance with Board’s administrative rules. 

 Provide ongoing, clinical supervision in a professional setting.   

 Discuss and review case notes, charts, records, and available audio or visual tapes for all clients. 

 Review and closely supervise representative and problem cases providing special attention to 

assessments, diagnosis, treatment pla nning, case m anagement, emergency intervention, record 

keeping, and termination. 

 Focus on the appropriateness of the treatment plans. 

 Monitor the appropriateness of c lients served based on the intern’ s therapeutic skill. Direct the  

intern to refer clients who fall beyond their level of competence. 

 Maintain confidentiality of all client information. 

 Review the Oregon licensing laws, administrative rules, and the Board’s Code of Ethics with intern. 

 Seek timely clarification/consultation from the Bo ard if you en counter any p roblems or conflicts 

between commitment of agency, administrative supervisor, and client or other conflicts relating to 

the authority, dependency, or shared responsibility for fulfilling the responsibilities. 

 Establish and maintain a record-keeping system to track each intern’s direct client contact and 

supervision hours. Be pre pared to p rovide supporting documentation verifying the a ccuracy of 

information reported. 

 Submit Six-month Evaluation Reports within one-month of end of reporting period.   

 Notify the Board of any changes to supervisor’s contact information or licensing status. 

 Notify the Board immediately of any interruption or proposed termination of the plan. 

 Notify the Board if you have concerns about an intern being licensed. 

 
CERTIFICATION / SIGNATURES 

I certify that the information provided in this document is true and correct to the best of my knowledge. I 
agree to follow the provisions set forth.  I understand my responsibilities.  I understand that knowingly 
making a false statement in connection with this request may result in disciplinary action.  
 
 
_______________________________________________       _______________________________ 
Signature of Registry Applicant       Date 
__________________________________________________________________________________ 

 
Submit completed form with signature to:      Bd of Licensed Professional Counselors & Therapists  

3218 Pringle Rd SE, #250 
Salem, OR  97302-6312 

 
For Board Use 

Effective Date:  ______/_______/_________.      Renewal Date:  _____/_____/______.   
 
 Approved to supervise LPC Interns  Supervisor candidate 
 Approved to supervise LMFT Interns  Approved supervisor 
 
Signature of Authorized Board Representative: ________________________________________ 
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Oregon Board of Licensed Professional Counselors & Therapists 
 

 

FORM #7:  INTERN SUPERVISED CLINICAL EXPERIENCE PLAN 
 

 As part of your Initial Application, attach a Professional Disclosure Statement (PDS) for each 
employer/practice. Plans will not be approved until the PDS(s) are received.  

 For Intern Plan Change Requests, adding or removing supervisors, attach a revised Professional 
Disclosure Statement for each employer/practice.   
 

 
Applicant/Intern Name: ____________________________________          LPC intern         LMFT intern 
 
 
1.  SETTING – Location(s) applicant/intern’s employer/practice site: 
 
 LOCATION 1 

Agency Name:  

Location Address:  

Mailing Address or PO Box:  

City / State / Zip:  

Telephone:  

E-mail:  

 

 LOCATION 2 

Agency Name:  

Location Address:  

Mailing Address or PO Box:  

City / State / Zip:  

Telephone:  

E-mail:  

 
2. SUPERVISION REQUIRED 
Supervision is required every month.  The minimum level of supervision depends on the number of hours 
accrued in a month.  If the number of client contact hours in any given month is less than 46 hours, then the 
minimum supervision requirement is two (2) hours, with a minimum of one (1) hour of individual supervision. 
If the number of client contact hours in any given month is 46 hours or more, then the minimum supervision 
requirement is three (3) hours of supervision, with a minimum of one and a half (11/2) hours of individual 
supervision. You can exceed the minimum level of supervision per month.  If you do not meet minimum 
monthly supervision requirements, then the client contact hours for the month will not be approved. 
 

Provide a brief description of clients and counseling activities to be performed.  Activities must include 
assessment, diagnosis and treatment of your clients:   
 
_________________________________________________________________________________ 
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3.  CLINICAL SUPERVISOR INFORMATION -- TO BE COMPLETED BY PROPOSED SUPERVISOR 
 
Supervisor: 

Name:  

Business Address:   

  

  

Phone:  E-mail:  

 
Supervisor’s Mental Health Graduate Degree(s): 
 
School:  

 
Degree: 

 
 
Issued 

 

 
School: 

 
 
Degree: 

 
 
Issued 

 

 
  
How long have you known the applicant/intern?         years       months   Describe pre-existent relationship.  
 
_____________________________________________________________________________________ 
 
Are you related to the applicant/intern?           Yes            No 
 
Have you ever been disciplined by any regulatory board?         Yes         No 
 
If applicant/intern is seeking registration as a MFT intern, please list graduate-level training in systemic 
theory and approach to couples and families issues:   
 
______________________________________________________________________________________________________ 
 
Supervisor’s Clinical Experience in counseling or marriage & family therapy:   
 
Number of years licensed in Oregon:    _____ 

Approved Supervisor/Candidate on the OBLPCT Supervisor Registry (LPC/LMFT only):      Yes         No 
 
Supervisor’s State License / National Credential: 
 
License Title 
 

 Issued by [state or national org.]  

License No 
 

   

Original issue 
date 

 Expiration date  

 
  

License Title 
 

 Issued by [state or national org.]  

License No 
 

   

Original issue 
date 

 Expiration date  
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4.  SUPERVISION TRAINING.   
 
Completed 30 clock hours of post-masters training in supervision theory and practice through 
workshops, or academic coursework, or completed the necessary requirements to be an AAMFT 
approved supervisor, NBCC approved clinical supervisor, or an APCA diplomate. List coursework, 
workshops, seminars, or national accreditation:    
 
Title of class / workshop / seminars 

National Accreditation   
Sponsor of program Date taken No. of 

clock hrs 
    

    

    

 
 
SUPERVISOR AGREES TO: 
 

Supervision:  
 

 Ensure compliance with Board’s current Oregon Administrative Rules. 
 Provide ongoing, clinical supervision in a professional setting.   
 Ensure that supervision of the supervisee is face-to-face; up to 75% of the supervision hours may 

be conducted through electronic means. 
 Discuss and review case notes, charts, records, and available audio or video for all clients with 

the registered intern. 
 Review and closely supervise the registered intern and all problem cases, providing special 

attention to assessments, diagnosis, treatment planning, ongoing case management, emergency 
intervention, record keeping, and termination. 

 Focus on the appropriateness of the treatment plans and monitor the appropriateness of clients 
served based on the applicant/intern’s therapeutic skill.  Direct the applicant/intern to refer clients 
who fall beyond their level of competence. 

 Maintain confidentiality of all client and supervisory materials. 
 Review the Oregon licensing laws (ORS 675.705 – 675.835), administrative rules (OAR 833), and 

Code of Ethics (OAR 833, Division 100) with registered intern. 
 Seek timely clarification/consultation from the Board if there are any problems or conflicts 

between commitments to agency, administrative supervisor, and client or other conflicts relating 
to the authority, or shared responsibility for fulfilling the responsibilities under this Plan. 

 
Reporting: 

 
 Establish and maintain a record-keeping system to track the direct client contact and supervision 

hours. Supervisor will be prepared to provide supporting documentation verifying the accuracy of 
information reported, if requested by Board. 

 Ensure that the Six-month Registered Intern Supervisor Evaluation and Reported Hours are 
submitted to the Board within one-month of the end of the reporting period.   

 Notify the Board of any changes to supervisor’s business address and phone number or change 
in credential status. 

 Notify the Board of any interruption or proposed termination of the plan. 
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   REGISTERED INTERN AGREES TO: 
 

 Abide by the Code of Ethics for Counselors and Therapists as specified in OAR 833, Division 
100 and Oregon law and rules for LPCs and LMFTs. 

 Distribute Professional Disclosure Statements to clients at the onset of therapeutic services.   
 Establish and maintain a record keeping system to track the direct client contact and 

supervision hours.   
 Submit requests to change or modify the “Work Plan” to Board prior to implementing changes. 
 Ensure supervisor has authority to review all records, determine appropriateness of records, 

direct referrals of inappropriate clients, determine caseload, and report to Board. 
 

TERMINATION OF INTERN REGISTRATION 
 
Approval of this Plan may be terminated for failing to obtain prior approval of the Board for changes in 
plan terms:  place of practice[s]; supervisor[s], including license/certification status; and level of 
supervision.  
 

Registration as an intern may be terminated for the following reasons 
 

 Failure to file a replacement plan within 90 days of the termination of supervisor. 
 Failure to file a replacement plan within 90 days of the termination of a place of  
 practice/employment. 
 Failure to submit a Registered Intern Six-Month Supervisor Evaluation & Hours Report. 
 Failure to notify or file a replacement plan after placing internship on a 90-day hold. 
 Failure to renew registration. 
 Voluntary resignation or withdrawal of application. 
 Exceeding five years from initial date of registration. 
 

 
 

CERTIFICATION / SIGNATURES 
I certify that the information provided in this document is true and correct to the best of my knowledge. I 
agree to follow the provisions set forth in this plan.  I understand my responsibilities.  I understand that 
knowingly making a false statement in connection with this proposed plan may result in disciplinary 
action.  I have been given a copy of this Intern Supervised Work Plan, Pages 1 - 4. 
 
 
______________________________________________________   _________________________ 
Signature of Applicant       Date 
 
 
_____________________________________________________    __________________________ 
Signature of Clinical Supervisor      Date 
 

Instructions for Submitting Completed Form 

 Provide copies of this form for all signatories. 
 Submit this form, with original signatures and a Professional Disclosure Statement for each 

work location.   
 Mail to:  Oregon Board of Licensed Professional Counselors & Therapists, 3218 Pringle Rd SE, 

#250 Salem, OR  97302-6312 
 

For Board Use Only 
 

Effective Date:  ______/_______/_______.                 End Date: _____/_____/______.   
 
Registration No:  R_________   Board approval: ________________________________________ 
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Oregon Board of Licensed Professional Counselors and Therapists 

REGISTERED INTERN SIX-MONTH  
SUPERVISOR EVALUATION & HOURS REPORT 

 
Registered Intern: _____________________________________     OBLPCT Registration #: ______________  
 
Six-Month Reporting Period From: __________________________ through __________________________ 
     Month/Year    Month/Year 
Supervisor: __________________________________________ 
 

SUPERVISOR EVALUATION 
 
Has Intern passed National Competency Examination (NCE, NCMHCE, CRC, AMFTRB, etc…)   _____   _____ 
                 Y          N 
What theory base or therapy underlies the intern’s practice?  __________________________________ 
______________________________________________________________________________ 
 
Does the intern demonstrate an understanding of assessment, diagnosis and   
treatment planning?             _____   _____ 
                 Y          N 
If not, please describe how you are addressing the lack of understanding? _____________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Is the Intern gaining experience in the diagnosis of mental disorders?     _____   _____ 
                 Y          N 
If not, please describe how you are addressing the lack of experience? ________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Is the Intern distributing a Professional Disclosure Statement at onset of counseling?  _____    _____ 
                 Y           N 
Does the Intern understand Oregon’s laws and rules regulating LPCs and LMFTs?      _____     _____ 
                 Y           N 
Do you routinely discuss the above with emphasis on the OAR Code of Ethics?          _____    _____ 
                 Y           N 
Please evaluate the intern’s strengths and weaknesses at the present time: 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Please describe the Intern’s professional growth in the last six months: 
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________ 
Please describe the Intern’s goals for professional growth in the next six months: 
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________ 
Do you have any concerns regarding this Intern being licensed?     _____    _____ 
               Y          N 
Is this Intern competent and practicing at an acceptable standard within the profession as a 
whole? 
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________  
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REPORTED HOURS                                                                    Report # _________ 
 
 

DATES 
 

 

DIRECT CLIENT CONTACT  
HOURS 

 

SUPERVISION HOURS 

 
Month/Year 

 

(A) 
Total Direct Client 

Contact Hours, 
including 

telephone & 
electronic 

(B) 
LMFT Interns 

Couples & Family* 

(C) 
Individual 
In-Person 

Supervision 

(D) 
Individual 
Electronic 

Supervision 
 

(E) 
Group 

Supervision 

(C, D + E) 
SUPERVISION 

TOTAL 

 
 

May, 2001 
 

42 12 2 1 2.5 5.5 

       
       
       
       
       
       

TOTAL       
*Number of Reportable Couples and Family hours (LMFT Only) 
 

SIGNATURES 
 
Supervisor Signature:  ________________________________________________   Date:   ______/_____/______ 
Printed Name:  ______________________________________________________ 

 
Supervisor Signature:  ________________________________________________   Date:  ______/______/______ 

Printed Name: _______________________________________________________ 

 
Intern Signature:  _____________________________________________________   Date:  ______/______/______ 

        
⇒  Intern E-Mail address: ______________________________________________    
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OFFICE USE ONLY 
 

     Notes: _______________________________________________________________________ 

     ______________________________________________________________________________ 

     ______________________________________________________________________________ 

      

     Disposition:  __________      ____/____/____       _______________       
                  Evaluator             Date   Approved Hours        

EXAMPLE: 



Oregon Board of Licensed Professional Counselors & Therapists 
 

INTERN PLAN CHANGE REQUEST 
 
Intern Name __________________________________________________  LPC  LMFT   
 
Effective Date of Change: _______________  Intern Number(s):  R_____________________ 
 
I.  CHANGE IN PLACE OF PRACTICE: 
Attach revised PDS to this form (Supervisor(s) must sign below signifying knowledge of change) 

 
Practice to Delete: _________________________________________________________________________ 

  
Practice to Add:    [Requires new or revised Professional Disclosure Statement for approval] 

  
New Practice Name: ______________________________________________________________________________  

Address: _________________________________________________________________________________________ 

Telephone(s)  __________________________________________   E-Mail ________________________________ 

Beginning Date of this employment: ____________     Job Title: ____________________________________ 

Describe client population and your duties
 
  
 
 
 
II. CHANGE IN SUPERVISOR: 
(Supervisor(s) must sign below signifying knowledge of change) 
 

Change in Supervisor[s] -- Attach Form #7 and revised PDS to this form 

How many supervisors in your current “approved” plan? _______________ 

 
Are you?   

Replacing Existing Supervisor 

Adding a Supervisor 

Removing a Supervisor 

Other __________________________________________________ 

 
Current supervisor(s)        ____________________________________ ___________________________________ 
                                                                    Supervisor     Supervisor 
 
New supervisor(s)          ____________________________________ ___________________________________  
                                                                   Supervisor     Supervisor 
Acknowledgment of Plan Change: 
 
____________________________________________________  _________________________________________________ 
Intern  Signature       Supervisor Signature 
 
Mail to:  OBLPCT, 3218 Pringle Rd. SE, # 250, Salem, OR 97302-6312   
Questions?   [503] 378-5499 or E-Mail   lpct.board@state.or.us  

OFFICE USE ONLY
Plan Change Approved?  [  ] YES      [   ] Tentative      [  ] NO       Initial / Date ____________________________________ 
 
Six-Month Reporting Period:  _______________________________________ to ________________________________________ 

mailto:lpct.board@state.or.us


 

 
 

 
Professional Disclosure Statement 

Jane Smith, LPC 
2121 Any Drive 

Anytown, OR  97111 
(503) 222-2424 

jane.smith@sample.org 
 

Philosophy and Approach:  I believe that everyone can reach an optimum state of health.    
I employ an eclectic approach with a strong reliance on cognitive-behavioral aspects. . . 
 
Formal Education and Training:  I hold a master’s degree in counseling from Portland State 
University.  Major course work included human growth and development with an emphasis on 
adolescent adjustment, and group dynamics. . . 
 
As a Licensee of the Oregon Board of Licensed Professional Counselors and Therapists, I 
abide by its Code of Ethics.  To maintain my license I am required to participate in continuing 
education, taking classes dealing with subjects relevant to this profession.   
 
Fees:  Examples:  1) My fee is $. . . per hour,  2) The agency charges. . .  or 3)  Attached is a 
sliding scale of fees. 
 
As a client of an Oregon licensee, you have the following rights: 
∗ To expect that a licensee has met the qualifications of training and experience required by 

state law; 
∗ To examine public records maintained by the Board and to have the Board confirm 

credentials of a licensee; 
∗ To obtain a copy of the Code of Ethics (Oregon Administrative Rules 833-100); 
∗ To report complaints to the Board; 
∗ To be informed of the cost of professional services before receiving the services; 
∗ To be assured of privacy and confidentiality while receiving services as defined by rule or 

law, with the following exceptions:  1) Reporting suspected child abuse; 2) Reporting 
imminent danger to you or others; 3) Reporting information required in court proceedings 
or by your insurance company, or other relevant agencies; 4) Providing information 
concerning licensee case consultation or supervision; and 5) Defending claims brought by 
you against me; 

∗ To be free from discrimination because of age, color, culture, disability, ethnicity, national 
origin, gender, race, religion, sexual orientation, marital status, or socioeconomic status. 

 
You  may  contact  the  Board  of  Licensed  Professional  Counselors  and  Therapists  at 
3218  Pringle  Rd  SE,  #250, Salem, OR  97302-6312 Telephone: (503) 378-5499 

Email: lpct.board@state.or.us  Website:  www.oregon.gov/OBLPCT 
 
For additional information about this counselor or therapist, consult the Board’s website. 

LICENSEE 
SAMPLE 

mailto:lpct.board@state.or.us
http://www.oregon.gov/OBLPCT


 
 

 
Professional Disclosure Statement 
Jane Smith, Registered LPC Intern 

2121 Any Drive 
Anytown, OR  97111 

(503) 222-2424 
jane.smith@sample.org 

 

Philosophy and Approach:  I believe that everyone can reach an optimum state of health.    
I employ an eclectic approach with a strong reliance on cognitive-behavioral aspects. . . 
 
Formal Education and Training:  I hold a master’s degree in counseling from the 
University of Oregon.  Major course work included human growth and development with 
an emphasis on adolescent adjustment, group dynamics. . . 
 
As an Intern registered with the Oregon Board of Licensed Professional Counselors 
and Therapists, I abide by its Code of Ethics.  As an intern, I am supervised by 
George Public, a licensed marriage and family therapist, which I will be happy to explain.  
  
Fees:  Examples:  1) My fee is $. . . per hour,  2) The agency charges. . .  or 3)  Attached 
is a sliding scale of fees. 
 
As a client of an Oregon registered intern, you have the following rights: 
∗ To expect that a licensee has met the qualifications of training and experience 

required by state law; 
∗ To examine public records maintained by the Board and to have the Board confirm 

credentials of a licensee; 
∗ To obtain a copy of the Code of Ethics (Oregon Administrative Rules 833-100); 
∗ To report complaints to the Board; 
∗ To be informed of the cost of professional services before receiving the services; 
∗ To be assured of privacy and confidentiality while receiving services as defined by 

rule or law, with the following exceptions:  1) Reporting suspected child abuse; 2) 
Reporting imminent danger to you or others; 3) Reporting information required in 
court proceedings or by your insurance company, or other relevant agencies; 4) 
Providing information concerning licensee case consultation or supervision; and 5) 
Defending claims brought by you against me; 

∗ To be free from discrimination because of age, color, culture, disability, ethnicity, 
national origin, gender, race, religion, sexual orientation, marital status, or 
socioeconomic status. 

 
You  may  contact  the  Board  of  Licensed  Professional  Counselors  and  Therapists  at 
3218  Pringle  Rd  SE,  #250, Salem, OR  97302-6312 Telephone: (503) 378-5499 

Email: lpct.board@state.or.us  Website:  www.oregon.gov/OBLPCT 
 

For additional information about this intern, consult the Board’s website. 

 
 
 

REGISTERED 
INTERN 
SAMPLE 

mailto:lpct.board@state.or.us
http://www.oregon.gov/OBLPCT


Oregon Board of Licensed Professional Counselors and Therapists 
 
 

   
PROFESSIONAL DISCLOSURE STATEMENT REQUIREMENTS/INSTRUCTIONS 
 
 
 

 
License applicants must submit a Professional Disclosure Statement for Board approval.  All 
licensees and interns must give their clients a Board-approved PDS prior to the performance of 
counseling / therapy services unless you provide crisis response or have a waiver from the Board. 
 

Create your own statement adding whatever you like but make sure the necessary information in the 
checklist below is included.  If you have more than one practice, the statement should include 
information regarding all practices, or you may submit a separate PDS for each practice.   

 
Any time your information changes, you must revise your PDS and send a copy to the Board 
for approval.  The Board office will contact you only if the new statement is not approved. 
 
 

 
 

CHECKLIST:  PDS REQUIRED ELEMENTS 
 
 Counselor/therapist/intern name, business name, address, and telephone 

number.  Although not required, you may want to include email and website 
addresses. 

 Philosophy  and  approach  to  counseling; include the  statement  that  you  will  
abide  by  the  Code of Ethics  for  counselors  and therapists adopted by this 
Board. 

 Formal training and education – highest relevant degree, subject, school 
granting degree, and major course work. 

 Continuing education or supervision requirements 
Licensees: indicate that as a licensee you are required to participate in 
continuing education.   
Interns: Continuing education is not required for interns.  Instead, indicate 
that as a registered intern you are under supervision and include your 
supervisor’s name.     

 Client Bill of Rights from the Code of Ethics.  
 Fees – This is what the client will be charged regardless of who sets the fees.  

Give dollar amounts or a dollar range.  Attach a sliding fee policy if relevant.     
 Statement about finding additional information about licensees and interns 

(see sample PDS) 
 Board name, address, telephone number, and email address: 

 
Board of Counselors and Therapists 

3218 Pringle Rd SE #250, Salem, OR  97302-6312 
(503) 378-5499 

Email: lpct.board@state.or.us 
  Website:  www.oregon.gov/OBLPCT 

 
It is not required, but you may want to include information about your custodian of 
record in your professional disclosure statement. 
  

 

mailto:lpct.board@state.or.us
http://www.oregon.gov/OBLPCT
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