
 

 
 

 

DOCUMENT OF RECOMMENDATION 
 

Please check the appropriate license:  LPC  LBP  LMFT 
 

 
This document is to be completed by a professional person who has knowledge of the applicant’s 

personal character and professional competence.  Please rate the applicant in comparison to other 

professionals at a similar level of training and experience.  Raters shall not be Health Department 

employees or members of the Board of Health or Advisory Board or members of the applicant’s family.  

 

(To be completed by Applicant) 

 
Applicant’s Name: 

 

Applicant’s Address: 

 

 

 

Applicant’s place of employment: 

 

Applicant’s telephone number: 

 

(To be completed by rater) 

 

Please rate the applicant in the following categories: 

 

          No Observation        Below Average          Average         Above Average      

 

Personal Character: 

 

Professional Ethics: 

 

Professional Training: 

 

Treatment Skills: 

 

Assessment Skills: 

 

Consulting Skills: 

 

Research Skills:  

 

 

(over) 

Licensed Behavioral Practitioners 

Licensed Marital and Family Therapists 

Licensed Professional Counselors 

State Board of Behavioral Health Licensure 

3815 N. Santa Fe, Ste. 110 

Oklahoma City, OK 73118 

Telephone: (405) 522-3696 

Fax: (405) 522-3691  

www.ok.gov/behavioralhealth 



 

In the space below, you may add information regarding the applicant’s fitness for licensure not heretofore 

addressed.  If you have reservations regarding this applicant’s fitness for licensure, please do not hesitate 

to include those concerns. 
 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 ____________________________________________________________________________________________  

 

Rater’s Name: 
(Please print) 

 

Circumstances under which you know the applicant:  

 

 

 

Dates you have had professional contact with the applicant: 

 

From:      To: 

 

Rater’s organization: 

 

Title/Position: 

 

Telephone Number:      Date: 

 

Rater holds a license or certificate to practice as a: 

 

Rater’s Signature: 
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