
   

Oklahoma State Department of Health    ODH Form 79 
Protective Health Services  DRAFT  (Rev. 10/06) 

Oklahoma State Department of Health
Protective Health Services

Professional Counselor Licensing
1000 NE 10th Street

Oklahoma City, OK 73117-1299
Telephone: (405) 271-6030

 FAX: (405) 271-1918
www.health.ok.gov/program/lpc

PROTECTIVE
  HEALTH
    SERVICES

 
 
 
 
 
 
 

EVALUATION OF SUPERVISED EXPERIENCE 

Please check the appropriate license:     LPC  LBP 
 

Note to supervisor: Information given on this form is for this six-month interval only.  Do not use cumulative numbers, 
which include those hours from a previous interval.  When the evaluation form is completed, review it with your 
supervisee. The majority of complaints received in our office involve dual relationships and breaches of confidentiality. 
Please emphasize these ethical considerations to your supervisee.    
 
Note to supervisee: If you are gaining supervised experience at more than one setting or with more than one supervisor, 
submit evaluations for each setting separately and submit more than one supervision agreement if necessary.   
If you have questions regarding your supervisor’s licensure status, please call our office. Supervision hours have been lost 
due to a supervisor allowing his/her license to lapse.   
 
Name of Supervisee: 
 
Name of Supervisor: 
 
Name and Address of place of supervision: 
 
 
 
Dates of supervised experience hours this six-month period: From:  To: 
 
Total number of supervised experience hours worked this six-month period: 
 
Total number of hours of direct face-to-face supervision this six-month period: Individual: 
 
  Group: 
 
Total number of hours of direct client contact (treatment and assessment) this six-month period: 
 
Describe the types of clients seen by supervisee at the current setting: 
 
 
 

Record the approximate percentage of time supervisee spends in the professional activities listed below: 
  
Individual treatment % Group Treatment % 
  (Including Couples) 
Assessment % Research % Assessment % Research % 
  
Treatment Planning % Staffing/Consultation % Treatment Planning % Staffing/Consultation % 
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Rate your supervisee in comparison to other professionals with commensurate experience.  Place an “X” under the 
appropriate skill level. 

No observation      Needs improvement      Acceptable      Above average skill 
 
Individual treatment:  
 
Group treatment:  
 
Marital treatment:  
                                                               
Child treatment:  
 
Assessment/diagnosis:  
 
Treatment planning:  
 
Makes appropriate referrals:  
 
Consults with other professionals:  
 
Conducts research:  
 
Knows licensing law and rules:  
 
Conforms to Rules of Professional Conduct: 
 
Uses Disclosure Statement:  
  
Is prompt current on paperwork and records: 
    
Cares for own mental health:  
 
Utilizes supervision sessions effectively:  
 
Maintains professional boundaries:  
 
Stays within limits of competence level:  
 
Keeps current with professional literature:  
 
Dates of observations (live or tape) for this six-month period: 
 
Date(s) of contact with on-site supervisor for this six-month period: 

Additional Supervisor comments: 
 
 
 
 
 
Supervisor signature: Date: 
 
Supervisee signature:  Date: 
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RECORD OF SUPERVISED EXPERIENCE 
   LPC  LBP 

Candidate’s Name (please print): 

Approved Supervisor’s Name (please print): 

Date Supervision Agreement was approved by the Department: 

WORK WEEK 
BEGINNING 

DATE 

DATE(S) MET 
WITH YOUR 
SUPERVISOR 

TOTAL # OF FACE-
TO-FACE 

SUPERVISION 
HOURS 

  GRP  IND 

TOTAL # OF 
DIRECT CLIENT 

CONTACT 
HOURS 

TOTAL # OF 
SUPERVISED 
EXPERIENCE 

HOURS 

  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  

TOTAL  
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CANDIDATE’S SIGNATURE: 

SUPERVISOR’S SIGNATURE: 
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