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EVALUATION OF PROFESSIONAL SETTING 
To be completed by applicant and on-site official 

 
This document is used to evaluate the degree to which your job description conforms to the requirements of a 
position in professional counseling.  The document must be co-signed by the applicant and an official at the job 
site who affirms the information entered below. 
 
Name of applicant: __________________________________________________________________________ 
 
Job Title: __________________________________________________________________________________ 
 
Name of on-site official: ______________________________________________________________________ 
 
Job Title: __________________________________________________________________________________ 
 
Name of professional setting: __________________________________________________________________ 
 
Address of Professional Setting:________________________________________________________________ 
 
City State: _________________________________________________________Zip: ____________________ 
 
Describe the type of clients seen by the applicant: 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Number of hours worked per week: _____________________________________________________________ 
 
Enter the percentage of time the applicant spends in each of the following six areas.  
 
Individual treatment:___________________________% Group treatment: ____________________________% 
  (Including couples) 
Assessment:__________________________________% Research:__________________________________% 
 
Treatment planning: ___________________________% Staffing/consultation: ________________________% 
 
 Total (must equal 100%):____________________% 
 
Applicant’s Signature: _______________________________________________Date: ___________________ 
 
On-site official’s Signature: ___________________________________________Date: ___________________ 
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