[image: image1.jpg]



	                           Commission on Rehabilitation Counselor Certification

                           (847) 944-1325
                           www.crccertification.com


	



SUPERVISION VERIFICATION FORM

Supervisor Instructions:

The individual named below is applying for the CRC exam. An applicant’s eligibility can only be evaluated if this verification form is completed.

1. Please complete Section 2 of this form titled “Information Supplied by Supervisor.”
2. Sign and return the form to applicant.  

3. Note that timely return of this document is necessary to meet processing deadlines for the CRC exam.

1. Applicant Information

	NAME
	First
	Middle Initial 
	Last
	Maiden Name 

(if applicable)

	 FORMCHECKBOX 
 Mr.    FORMCHECKBOX 
 Ms.    FORMCHECKBOX 
  Dr.
	      
	  
	
	


	ADDRESS

	     
	     
	  
	     

	Street                                                Apartment/Suite
	City
	State
	Zip


	TELEPHONE
	
	
	
	EMAIL ADDRESS (REQUIRED)

	Preferred Phone Number
	   
	     
	     
	     

	
	Area Code
	Number
	Extension
	


	Release Statement:  I,      
, am applying for certification as a certified rehabilitation counselor and am required to provide verification of my employment under the supervision of a CRC.  Supervision is defined by CRCC as the systematic and periodic evaluation of the quality of the delivery of rehabilitation counseling services.  By possessing the CRC credential, the supervisor has demonstrated that he/she has acquired and maintained specific competencies to practice as a rehabilitation counselor.  A minimum of 12 months of supervision is necessary for certification.  The supervision may be done by face-to-face meetings or via telephonic and/or electronic means of communication.  Please complete this form and return to the above address.  My application cannot be processed until this information is received.  

	
     

	Signature of CRC Applicant
	
	Date (mm/dd/yyyy)


2. Information Supplied by Supervisor 

	Place of employment where supervision was provided: 
	     

	Dates of applicant’s supervision:
	     
	     

	
	From (mm/dd/yyyy)
	To (mm/dd/yyyy)

	Total number of hours worked per week:
	  
	

	Average number of hours spent under my supervision:  
	  
	

	Did this individual provide direct rehabilitation counseling services to individuals with disabilities?
	 FORMCHECKBOX 

Yes
	 FORMCHECKBOX 

No

	Indicate the client population served:
	
	

	
	Population
	% of total case load
	
	Population
	% of total case load

	 FORMCHECKBOX 

	Sensory Disabilities
	   %
	 FORMCHECKBOX 

	Psychiatric Disabilities
	   %

	 FORMCHECKBOX 

	Developmental Disabilities
	   %
	 FORMCHECKBOX 

	Learning Disabilities
	   %

	 FORMCHECKBOX 

	Neurological Disorders
	   %
	 FORMCHECKBOX 

	Substance Dependencies
	   %

	 FORMCHECKBOX 

	Physical Disabilities
	   %
	 FORMCHECKBOX 

	Other
	   %


Summarize this individual’s primary responsibilities while under your supervision.

	     



The statements below represent rehabilitation counseling activities that might be performed by the applicant in delivering services.  Please check the appropriate responses. 

	
	Performed in position
	Not performed in position
	Percent of time spent on the activity 

	Counseling
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %

	Case Management
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %

	Client Assessment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %

	Service Planning for Individuals with Disabilities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %

	Rehabilitation Service Coordination
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %

	Job Analysis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %

	Job Development/Placement
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %

	Advocacy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	   %


I was this applicant’s supervisor and, during such time, I was a CRC.  I hereby certify that the applicant named on this form received a systematic and periodic evaluation of the quality of his/her delivery of services as a rehabilitation counselor while under my supervision.
	
	     

	Supervisor’s Signature
	Date (mm/dd/yyyy)

	     
	

	Printed Name
	Customer #
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