
STATE COMMITTEE OF MARITAL AND FAMILY THERAPISTS 
STATE OF MISSOURI 3605 MISSOURI BOULEVARD 

DIVISION OF PROFESSIONAL REGISTRATION P.O. BOX 1335 
JEFFERSON CITY, MO 65102 

VERIFICATION OF POST­DEGREE TELEPHONE (573) 751­0870 
FAX (573) 751­0735

SUPERVISED
 

 EXPERIENCE TDD (800) 735­2966 

INSTRUCTIONS PLEASE PRINT OR TYPE ONLY 

APPLICANT: Complete Section I Applicant Data only. Send or deliver the form to all supervisors whom you wish to have verify supervised 
experience in marital and family therapy. Please feel free to make copies of this form. 

SUPERVISOR: Complete Sections II and III and return the form to: 
STATE COMMITTEE OF MARITAL & FAMILY THERAPISTS 
3605 MISSOURI BOULEVARD 
POST OFFICE BOX 1335 
JEFFERSON CITY MO 65102­1335. 

Telephone (573) 751­0870 VOICE MAIL FAX (573) 751­0735 TDD (800) 735­2966 EMAIL maritalfam@pr.mo.gov 

DO NOT RETURN THIS FORM TO THE APPLICANT 

I. APPLICANT DATA 
1. NAME (LAST, FIRST, MIDDLE INITIAL, SUFFIX, MAIDEN NAME) 

2. ADDRESS (STREET AND BOX NO., IF APPLICABLE, CITY, STATE, ZIP) 

3. I HEREBY AUTHORIZE THE RELEASE OF INFORMATION REQUESTED BELOW TO THE STATE COMMITTEE OF MARITAL AND 
FAMILY THERAPISTS. 

SIGNATURE OF APPLICANT SOCIAL SECURITY NUMBER 

® 
DATE 

APPLICANT DO NOT WRITE BELOW THIS LINE — FOR SUPERVISOR’S COMPLETION ONLY 
II. SUPERVISOR SECTION 

Complete items below and return the original (not a photocopy) of this application as soon as possible to State Committee of 
Marital and Family Therapists. DO NOT RETURN THIS FORM TO THE APPLICANT. You must verify all hours worked under 
your supervision. 

4. SUPERVISOR NAME (LAST, FIRST, MIDDLE, MAIDEN) 5. TELEPHONE NUMBER (DAYTIME) 

6. CURRENT OFFICE ADDRESS (STREET AND BOX NO., IF APPLICABLE, CITY, STATE, ZIP CODE) 

7. PLEASE CHECK ALL THAT APPLY TO SUPERVISOR. (PLEASE ATTACH A COPY OF APPLICABLE LICENSE.) 
STATE LICENSED LICENSE NUMBER 

LICENSED MARITAL AND FAMILY THERAPIST 

LICENSED PROFESSIONAL COUNSELOR 

LICENSED PSYCHOLOGIST 

LICENSED PSYCHIATRIST 

LICENSED CLINICAL SOCIAL WORKER 

OTHER (Please indicate credential) 

8. LIST SETTINGS WHERE THE APPLICANT PROVIDED MARITAL AND FAMILY THERAPY UNDER YOUR SUPERVISION 
A. AGENCY/FACILITY ADDRESS (STREET, CITY, STATE, ZIP) START DATE (MM/YYYY) END DATE (MM/YYYY) 

TOTAL HOURS OF PROVIDING MARITAL & FAMILY THERAPY RELATED DUTIES AND DIRECT CLIENT CONTACT �

TOTAL HOURS OF DIRECT CLIENT CONTACT (SEE INSTRUCTIONS) �

TOTAL HOURS OF INDIVIDUAL FACE TO FACE SUPERVISION (SEE INSTRUCTIONS) �
B. AGENCY/FACILITY ADDRESS (STREET, CITY, STATE, ZIP) START DATE (MM/YYYY) END DATE (MM/YYYY) 

TOTAL HOURS OF PROVIDING MARITAL & FAMILY THERAPY RELATED DUTIES AND DIRECT CLIENT CONTACT �

TOTAL HOURS OF DIRECT CLIENT CONTACT (SEE INSTRUCTIONS) �

TOTAL HOURS OF INDIVIDUAL FACE TO FACE SUPERVISION (SEE INSTRUCTIONS) �
C. AGENCY/FACILITY ADDRESS (STREET, CITY, STATE, AR D TE ZIP) ST T  (MM/YYYY) ATE (MM/YYYY) END DA  

TOTAL HOURS OF PROVIDING MARITAL & FAMILY THERAPY RELATED DUTIES AND DIRECT CLIENT CONTACT �

TOTAL HOURS OF DIRECT CLIENT CONTACT (SEE INSTRUCTIONS) �

TOTAL HOURS OF INDIVIDUAL FACE TO FACE SUPERVISION (SEE INSTRUCTIONS) �
MO 375­0714 (7­09) 



9. BRIEFLY DESCRIBE THE NATURE OF THE SETTING MARITAL AND FAMILY THERAPY WAS PROVIDED. INDICATE WHETHER IT WAS AN AGENCY, 
PRIVATE PRACTICE, ETC. 

10. DESCRIBE THE NATURE OF DUTIES PERFORMED BY APPLICANT 

ASSESSMENT/TESTING FAMILY THERAPY WITH  (PLEASE SPECIFY) ADOLESCENTS ADULTS CHILDREN 

RESEARCH OTHER (PLEASE EXPLAIN) ___________________________________________________________________________________ 

11.DID YOU READ AND COSIGN ALL WRITTEN REPORTS, TREATMENT PLANS, ETC? IF NO, PLEASE EXPLAIN HOW 
SUPERVISION/OVERSIGHT WAS DOCUMENTED. YES NO 

12.DID YOU CONTRACT FOR PAID SUPERVISION? YES NO 

13. INDICATE YOUR EVALUATION OF THE THERAPIST BY PLACING A CHECKMARK IN THE NOT 
APPROPRIATE COLUMN. ABOVE VERY 

ACCEPT­ AVERAGE 
AVERAGE GOOD 

ABLE 

A. SUBSTANTIVE KNOWLEDGE OF THE PRACTICE OF MARITAL AND FAMILY THERAPY. 

B. ABILITY TO ESTABLISH AND MAINTAIN GOOD INTERPROFESSIONAL RELATIONS. 

C. POSSESSION OF EMOTIONAL MATURITY, STABILITY, AND TEMPERAMENTAL 
CHARACTERISTICS REQUIRED FOR PERFORMANCE AS A MARITAL AND FAMILY 
THERAPIST. 

D. UNDERSTANDING OF AND ADHERENCE TO APPROVED STANDARDS OF PROFESSIONAL 

AND ETHICAL CONDUCT. 

E. PERSONAL CHARACTER: HONESTY, INTEGRITY AND GENERAL CONDUCT. 

F. REPUTATION AMONG COLLEAGUES. 

G. CAPACITY FOR PROFESSIONAL GROWTH AND DEVELOPMENT 

H. I WOULD RATE THIS APPLICANT’S OVERALL PERFORMANCE UNDER MY SUPERVISION AS: 

14. RECOMMENDATION FOR LICENSURE 

WITHOUT RESERVATION DO NOT RECOMMEND (ATTACH EXPLANATION) 

WITH RESERVATION (ATTACH RESERVATION) 

III. SUPERVISOR VERIFICATION STATEMENT 

I affirm I have completed section II and III of the Verification of Post­Degree Supervised Experience form. 

I declare that all statements or representations contained in or attached to this form are made under oath or affirmation and 
are true and correct to my best knowledge under penalty of section 575.060 RSMo which specifies that anyone who makes 
a false statement in writing with intent to mislead a public official in the performance of his official duties is guilty of a class 
B misdemeanor. I understand that a violation of the practice act may subject the license to disciplinary action. 

SIGNATURE DATE 

MO 375­0714 (7­09) 
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