STATE OF NEW HAMPSHIRE

BOARD OF MENTAL HEALTH PRACTICE

Mailing Address:

Board of Mental Health Practice

117 Pleasant Street
Concord, NH 03301

(603) 271-6762

Fax:  (603) 271-3950

CANDIDATE FOR LICENSURE: SUPERVISION AGREEMENT

(To be completed by the candidate and their supervisor)

I am a candidate for licensure for: (circle one)  PSYCHOLOGIST, PASTORAL PSYCHOTHERAPIST, CLINICAL SOCIAL WORKER, CLINICAL MENTAL HEALTH COUNSELOR, MARRIAGE AND FAMILY THERAPIST in the State of New Hampshire.  The New Hampshire Board of Mental Health Practice requires this form be completed by my supervisor and me.  This is your authority to release any information directly to the New Hampshire Board of Mental Health Practice.

TO BE COMPLETED BY CANDIDATE

Candidate’s Name______________________________________________________________________

Home Address:    ______________________________________________________________________

                             Street

                             ______________________________________________________________________

                             City                                                       State                                 Zip

Name of Employer_____________________________________________________________________

Employer’s Address:____________________________________________________________________

                             Street

                              ______________________________________________________________________

                             City                                                    State                                  Zip

Your title at your place of employment:_____________________________________________________

Will your employer be issuing you a W-2 Form?  YES     NO

Name of your clinical supervisor:___________________________________________
Name of your administrative supervisor if different from clinical supervisor________________________

Where is your clinical supervisor employed?_________________________________________________

Your Phone Number: (H)_____________________________(B)_________________________________

List the name(s) of your undergraduate school and graduate school, type of degree granted and date degree was granted.

College/University                                                    Degree                                           Date Granted                                             

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

(Circle yes or no)

1.  Have you ever had a malpractice claim against you within the previous

     6 years, regardless of whether a lawsuit was filed in relation to the

     claim?…………………………………………………………………
Yes
No 

2.  Do you have any complaints pending against a license or certificate

     in any state or jurisdiction, and if so, the details of the complaint?

Yes    
No

3.  Have you ever been denied a certificate or license you applied for

     and if so, the name of the denying board, the date of the denial

     and the reasons for denial.?…………………………………………...
Yes
No










4.  Have you ever been convicted of a felony or misdemeanor, and,

     if so, the name of the court, the details of the offense, the date of

     the conviction and the sentence imposed?………………………

Yes
No

5.  Have you ever had or currently have an emotional disturbance or

     mental illness, an organic illness, or addictive disorder which 

     impaired your ability to practice mental health counseling and if

    so, the treatment received and the outcome of such treatment?………
Yes
No

I have reviewed and met RSA 330-A and Board Rule requirements for candidacy.

I have attached an official transcript in a signed sealed envelope to this application.

TO BE COMPLETED BY CLINICAL SUPERVISOR

Supervisor’s Name_______________________________________________________________________

Are you employed by the same employer as your supervisee?  ________ If you answered “no” to this question please attach a written statement which addresses the following:  
1. Your relationship to the supervisee’s employer

2. Where supervision is going to take place.

3. What type of agreement is in place to allow you to review records, files etc. at the supervisee’s place of employment.

4.     Your knowledge of agency policies.

Business Name & Address
_______________________________________________________________________

               _______________________________________________________________________

                Street                                                City                                            State                  Zip

Business Phone #:_________________________________________

Your title at your place of employment:_____________________________________________

Profession:  (Circle One) Psychologist, Pastoral Psychotherapist, Clinical Social Worker, Clinical Mental 

                                         Health Counselor, Marriage and Family Therapist

Type of license held_______________________________________________

State license is held and license number _______________________________

I have evidence that affirms candidate has met the educational requirements for candidacy.  Additionally I have read and am prepared to conform to the Board of Mental Health Practice Laws and Rules pertaining to the requirements of supervision.  

SUPERVISION INFORMATION

(To be completed by supervisor)

Starting date of supervision:____________________

Proposed completion date:
____________________

Frequency of individual face-to-face supervision:_____________

(One hour of supervision is 60 minutes)

Length of face-to-face supervision: ______________

Have you shown your  “Bill of Rights” to your supervisee?   YES     NO

On a separate sheet of paper please describe the goals and objectives of your supervision and attach to this form.  Goals are the responsibility of the supervisor and the candidate.  In your response you may want to consider the following areas:  diagnosis and assessment, theoretical applications, community resources, specific competence and cross-cultural issues.  Statements might include something to this effect:  Through supervision, by the proposed completion date, the candidate will be able to ….(list goals and objectives).  Please submit a goal specific to the Code of Ethics the Candidate is bound to by the NH Code of Administrative Rules.
ALL OF THE ABOVE STATEMENTS, AND ALL STATEMENTS AND INFORMATION CONTAINED IN THIS FORM ARE TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND BELIEF.  I ACKNOWLEDGE THAT THE 

PROVISION OF FALSE INFORMATION ON THIS FORM IS A BASIS FOR DENIAL OF THIS APPLICATION.

Signature of Candidate________________________________________
Date________

Signature of Supervisor________________________________________
Date________

When application is complete the supervisor shall mail it to the board office.

(Please make sure candidate has attached official signed sealed transcript)

When the board approves the application a copy will be sent to the candidate.

BOARD APPROVAL:

_________________________________         


______________

Board Member






Date
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