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TERMINATION OF SUPERVISION 

 
 
 
 
 
SUPERVISEE 

     

 
Home Address - Street 

 

 
City/State/Zip 

 
 

 
Home E-Mail 

  
  Home Phone 

 
(               ) 

 

 
 
Employing Agency and Position 

     

Agency Address 
Street 

  

 
City/State/Zip  

 
    

  
Agency E-Mail 

      
    Agency Phone 

 
(               ) 

 
 

   

      

□  
LSWA 

    

Position is: □ Full Time    □ Part-Time:  Number of hours per week 

   
  

 Two years full time or equivalent part-time of qualifying supervision based on BSW.  (Attach Job Description) 

□    
LSW Generalist Practice 

    

Position is: □ Full Time    □ Part-Time:  Number of hours per week 

 
    

 Two years full time or equivalent part-time of qualifying supervision based on MSW. (Attach Job Description) 

□  
LSW-Administration 

    

Position is: □ Full Time    □ Part-Time:  Number of hours per week 
  

 Two years full time or equivalent part-time of qualifying supervision for LSW-Adm. (Attach Job Description) 

□  
LCSW 

    

Position is: □ Full Time    □ Part-Time:  Number of hours per week 
  

 Two years full time or equivalent part-time of qualifying supervision for LCSW.  (Attach Job Description) 
          

 
 
 
SUPERVISOR 

     
License Number 

 

                    

    
Licensure Level(s) 

                       

   

Employing Agency      
    

 
Agency E-Mail 

 
 

 

   

Position     
    

    
Agency Phone 

 
(               ) 

 

Agency Address 
Street/City/State/Zip  

    
    

          

      
Beginning Date of Supervision    

     Month/Day/Year   
 
Ending Date of Supervision: 

    

     Month/Day/Year   
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TERMINATION OF SUPERVISION 
 

         
REASON FOR TERMINATION    (Check as many as apply)    

□  
Two year full time or equivalent part-time requirements completed 

□    
Supervisor relocated 

□    
Supervisee relocated 

□    
Poor performance of supervisee (attach supervisor evaluation form) 

□    
Other. Explain: 

  
  
  
  
  
  
  
  
  
  
  

                    

 

Date            
     

                  

 
 

   

Supervisee Signature 

 

   

 
 

   
   

Supervisor Signature 

 

   

             
     

             
     

             
     

A copy of this form must be received within thirty (30) days of termination. 
             

     

             
     

 
OKLAHOMA STATE BOARD OF LICENSED SOCIAL WORKERS 

Post Office Box 18817, Oklahoma City, OK 73154-0817 

Phone: (405) 521-3712   www.ok.gov/socialworkers    Fax: (405) 521-3713 


