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PROFESSIONAL REFERENCE & VERIFICATION OF SUPERVISION  

 
Applicant’s Name :               
 
The person named above has applied for licensure to the North Carolina Board of Licensed Professional 
Counselors.  Your assessment of the applicant’s characteristics and skills and/or verification of the applicant’s 
professional supervision will enable the Board to determine whether this applicant meets its standards. 

The Board will not release this form to the applicant, absent court order or your written consent.  However, please note 
that you may be contacted by the Board concerning information that you provide, and that your information may be used 
by the Board to deny licensure or to take a disciplinary action against the applicant.  In that event, the applicant may 
request a hearing and the Board may require you to testify about these matters.  To maintain the confidential nature of 
this document, please follow the directions on the back of this form. 

Questions 1, 2, & 3 pertain to you, the person completing this form.  Questions 4 through 7 pertain to the 
applicant.  Please respond to all applicable questions and sign and date the form in the spaces provided on the 
back of the form.  Please call the Board office at 919.661.0820 should you have any questions. 
1.  Name :         Profession :        
     Business Address :          Title :     
            Degree(s) :    
            Telephone : (     )   
2.  Professional Licenses or Certifications (list each credential with State, License #, and Date of Issuance):  
        ____________________________________ 
3.  Relationship to the applicant (check all that apply) : Trainer or Educator  Supervisor 
        Professional Colleague Employer 
        Other (specify)      
 
4.  Please rate the applicant compared     1 2 3 4 5 6 
to other counselors you know on the Individual counseling skills       
characteristics listed to the right.  Place Diagnostic skills       
a mark in the appropriate column for each Treatment planning implementation       
characteristic using the following rating Appropriate referral making       
scale : Appropriate record keeping       
 Group counseling skills       
1 = Outstanding Personal integrity       
2 = Above Average Consulting skills       
3 = Average Insight into client’s problems       
4 = Below Average Ability to relate to co-workers       
5 = Not Qualified Ability to be objective on the job       
6 = Cannot Evaluate Knowledge of assessment instruments       
 Ethical conduct       
 Concern for the welfare of clients       
 Sense of responsibility       
 Recognition of own limits       
 Supervisory abilities       
 Ability to keep material confidential       
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5.  For Supervisors :  If you are verifying the applicant’s counseling experience under your supervision, 
please complete this section.  (Supervisors for Post-Masters level work must be Licensed Professional 
Counselors or other licensed mental health professionals approved by the Board.  Post-Masters supervision by 
non-licensed persons will not be considered.) 
 
I verify that the applicant was a counselor  student counselor under my supervision at (name of agency or 
institution)        during the period from    to   for a 
total of    hours of counseling/counseling-related experience.  ________ INITIAL (Required) 
 
During this period of time, I provided the applicant with    hours of Individual Supervision and    
____  hours of Group Supervision, during which I critiqued the applicant’s counseling and counseling-
related skills based on my direct observation or on audio-tapes, video-tapes, or verbatim transcripts of the 
applicant’s counseling sessions.  ________INITIAL (Required) 
  
I verify that this supervision has met the Board rule of a minimum of one hour of face-to-face professional 
supervision for every 40 hours of counseling/counseling-related experience.    INITIAL (Required) 
 
6.  Recommendation:  I recommend  do not recommend this applicant for licensure as a North Carolina 
Licensed Professional Counselor.     INITIAL (Required) 
 
Additional Comments:            
              
              
              
              
              
              
              
              
              
               
 
The above information is based on my best judgment.  I am willing to answer additional questions concerning 
this reference and/or verification of supervision if the Board deems it necessary. 
 
            

(Signature of reference/supervisor)        (Date) 
 
After completing this form, please enclose it in a sealed envelope, sign across the sealed flap, and return it 
either to the applicant or the NC Board of Licensed Professional Counselors.  If you are returning this form 
directly to the Board, please inform the applicant, so as not to hold up the licensure process. 
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