
STATE COMMITTEE FOR SOCIAL WORKERS
3605 Missouri Boulevard
P.O. Box 1335
Jefferson City, MO 65102-1335
573-751-0885 Telephone
573-526-3489 Fax
lcsw@pr.mo.gov

Registration of Supervision
**Effective April 30, 2010**

Dear Sir/Madam,

Thank you for your inquiry into the process of licensure for clinical, baccalaureate, or advanced
macro social work in Missouri. Attached you will find the following documents.

1. Registration of Supervision Application
2. Contract for Supervision Form

Registration of Supervision applications are not considered complete until ALL of the following
information has been received in the committee office:

1. Completed Registration of Supervision Application
2. Completed Contract for Supervision Form
3. $25.00 Registration Fee
4. Employment verification letter sent on employer’s letterhead
5. You must hold a current license as an LMSW (for clinical or advanced macro super-

vision) or an LBSW (for baccalaureate independent practice supervision)
6. Copy of supervisor’s 16-hour supervision training course certificate of completion.

According to 20 CSR 2263-2.032, supervised social work experience shall be registered for
approval by the committee prior to the beginning of supervision. This will ensure that the super-
vision is acceptable to the committee prior to applying for licensure.
The committee remind you to read the rules and statutes regarding supervision. Should you have
any questions, please contact the committee office at 573.751.0885 or lcsw@pr.mo.gov
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STATE OF MISSOURI
DiviSiON OF PROFESSiONAL REgiSTRATiON
REgISTRATIOn OF SUpERvISIOn MiSSOuRi DiviSiON OF PROFESSiONAL REgiSTRATiON

STATE COMMiTTEE FOR SOCiAL wORKERS

InSTRUCTIOnS

• All sections must be completed. if additional information is needed for any questions, please attach
a separate sheet.

• Completed applications should be mailed to the following central office address:
DiviSiON OF PROFESSiONAL REgiSTRATiON/
STATE COMMiTTEE FOR SOCiAL wORKERS
POST OFFiCE bOX 1335
JEFFERSON CiTY, MiSSOuRi  65102-1335
TELEPHONE: (573) 751-0885
TDD 800 735-2966 FEES
http://www.pr.mo.gov      E-mail:  lcsw@pr.mo.gov Attach registration of

• supervision fee $25
Applicant is to remain under supervision until license is issued. Fees are made payable to the Division of

Professional Registration, which are not
refundable, in the form of a cashier’s check,
money order, personal check or bank draft.

PLEASE CHECK ONE OF THE FOLLOwiNg

CLiNiCAL SOCiAL wORKER      bACCALAuREATE SOCiAL wORKER - iP      ADvANCED MACRO SOCiAL wORKER
AppLICAnT dATA
NAME (FiRST, MiDDLE, LAST, SuFFiX, FORMER/MAiDEN)

RESiDENCE STREET ADDRESS (iF PO, PLEASE PROviDE A STREET ADDRESS ALSO) CiTY STATE ziP CODE

SOCiAL SECuRiTY NuMbER DATE OF biRTH RESiDENCE TELEPHONE NuMbER

CuRRENT PLACE OF EMPLOYMENT EMPLOYMENT TELEPHONE NuMbER

EMPLOYMENT ADDRESS CiTY STATE ziP  CODE

E-MAiL u.S. CiTizEN?

YES    NO      (iF NO, ATTACH COPY OF EviDENCE OF LEgAL RESiDENT ALiEN STATuS)

SOCIAL WORk dEgREES:
SCHOOL NAME LOCATiON DATE CONFERRED

DOCTORATE

SCHOOL NAME LOCATiON DATE CONFERRED

MASTER

SCHOOL NAME LOCATiON DATE CONFERRED

bACCALAuREATE

LiST ALL OF THE STATES iN wHiCH YOu NOw HOLD OR HAvE EvER HELD A LiCENSE/CERTiFiCATE TO PRACTiCE SOCiAL wORK iN ORDER OF
ATTAiNMENT.  iF CuRRENT STATuS iS “OTHER”, PLEASE EXPLAiN ON SEPARATE SHEET.

LiCENSE/CERTiFiCATE NuMbER ANDSTATE iSSuE DATE CuRRENT STATuSTiTLE CONFERRED bY LiCENSE OR CERTiFiCATE

ACTivE iNACTivE  OTHER

ACTivE iNACTivE  OTHER
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AnSWER ThE FOLLOWIng QUESTIOnS (Yes answers must be explained in sworn, notarized affidavit.) YES nO
a) Have you ever applied for a license as a social worker and been denied?
b) Has your license or social work privileges ever been revoked, restricted, or have you ever been the subject

of disciplinary action by any licensing agency, institution or any other entity?
c) Have you ever entered a plea of guilty or nolo contendere or been convicted of a felony, misdemeanor or

received a suspended imposition of sentence?
d) Are you presently being investigated or is there any disciplinary action pending against you?
e) Are you now or ever have been addicted to or used in excess, any drug or chemical substance including

alcohol?
f) Are you now being treated or have you ever been treated through a drug or alcohol rehabilitation program?
g) Have you ever been named as a party in a civil suit?
h) Have you ever been disciplined for unethical behavior or unprofessional conduct?
i) Have you ever voluntarily surrendered a professional license?

pRACTICE SETTIng
AgENCY NAME

ADDRESS

DESCRibE THE SOCiAL wORK DuTiES TO bE PERFORMED bY THE APPLiCANT.

APPLiCANT’S TiTLE DuRiNg SuPERviSORY PERiOD

DATE OF APPLiCANT’S EMPLOYMENT ATTACH vERiFiCATiON OF EMPLOYMENT (E.g. LETTER FROM EMPLOYER ON OFFiCiAL TOTAL HRS. PER wEEK APPLiCANT wiLL bE
LETTERHEAD) wORKiNg

SUpERvISOR dATA
NAME (LAST, FiRST, MiDDLE, MAiDEN) iS SuPERviSOR A RELATivE OF THE APPLiCANT?

YES    NO    iF YES, RELATiONSHiP     4
ADDRESS (STREET, CiTY, STATE, ziP) DAYTiME TELEPHONE NuMbER

pLEASE ChECk ALL ThAT AppLY TO SUpERvISOR:
Missouri - License Number _________________ ;

Licensed social worker in another state supervising in that state, with an equivalent license - State ________________ License Number
_________________ ; issue Date __________ ;

ATTACh vERIFICATIOn OF ThE ABOvE CREdEnTIAL(S).
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nATURE OF SUpERvISIOn
The Committee recommends that a disclosure statement be presented to each client regarding supervisory status and name of supervisor.
PROPOSED PERiOD OF SuPERviSiON (MO/DAY/YR) NuMbER OF HOuRS PER wEEK OF FACE-TO-FACE iNDiviDuAL SuPERviSiON.
FROM: TO:
DESCRibE THE NATuRE OF THE SuPERviSiON. wiLL THE SuPERviSOR REviEw TAPES, APPLiCANT’S NOTES, uSE gROuP SESSiONS wiTH OTHER PROFESSiONALS, SEMiNARS, ETC.?
SPECiFiCALLY HOw wiLL THE SuPERviSOR MAiNTAiN RESPONSibiLiTY FOR THiS APPLiCANT? (ATTACH ADDiTiONAL SHEET iF NECESSARY)

ADDiTiONAL COMMENTS

STATEMEnT OF AppLICAnT

i must practice pursuant to this application only under the supervision of an acceptable supervisor, as approved by the State
Committee for Social workers, until i have completed all of the training requirements and have been licensed. i further understand
that the minimum acceptable supervised experience shall be 3,000 hours obtained within 24 to 48 consecutive calendar months.
if, for any reason, the arrangements for my supervision should change, i will notify the Division of Professional Registration/State
Committee for Social workers immediately. i understand that any supervision obtained without such notification will not be accept-
able toward the required number of hours for supervision.

i hereby affirm under penalties of perjury that i am the applicant named in this registration and that all statements and enclosures
herein are true and accurate to the best of my knowledge, information and belief.
DATE SigNATuRE OF APPLiCANT

4
STATEMEnT OF SUpERvISOR

i have reviewed this proposal for supervised social work experience and accept the responsibility of supervising this applicant dur-
ing his/her supervised experience. This work will be performed pursuant to my oversight and guidance. if i am unable to complete
this supervision arrangement i immediately will advise the Division of Professional Registration/State Committee for Social
workers.
i hereby affirm under penalties of perjury that i am the supervisor named in this registration and that all the statements and enclo-
sures herein are true and accurate to the best of my knowledge, information and belief.
DATE SigNATuRE OF SuPERviSOR

4
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STATE OF MISSOURI
DiviSiON OF PROFESSiONAL REgiSTRATiON
COnTRACT FOR SUpERvISIOn MiSSOuRi DiviSiON OF PROFESSiONAL REgiSTRATiON

STATE COMMiTTEE FOR SOCiAL wORKERS

This contract must be submitted for approval by the Committee, in addition to the Registration of Supervision form. Supervision will not be
effective until the date it is approved by the State Committee for Social Workers
I. InFORMATIOn REgARdIng SUpERvISEE
TYPE OF LiCENSE APPLYiNg FOR (PLEASE CHECK ONE)

LCSw          LbSw-iP  LAMSw
APPLiCANT’S NAME (FiRST, MiDDLE, LAST, SuFFiX, MAiDEN)

DATE OF biRTH SOCiAL SECuRiTY NuMbER

RESiDENCE ADDRESS (STREET, CiTY, STATE, ziP CODE)

RESiDENCE TELEPHONE NuMbER RESiDENCE E-MAiL ADDRESS

CuRRENT PLACE OF EMPLOYMENT

EMPLOYMENT ADDRESS (STREET, CiTY, STATE, ziP CODE)

EMPLOYER TELEPHONE NuMbER EMPLOYER E-MAiL ADDRESS

II. InFORMATIOn REgARdIng LICEnSEd SUpERvISOR
SuPERviSOR’S NAME (FiRST, MiDDLE, LAST, SuFFiX, MAiDEN)

DATE OF biRTH SOCiAL SECuRiTY NuMbER

RESiDENCE ADDRESS (STREET, CiTY, STATE, ziP CODE)

RESiDENCE TELEPHONE NuMbER RESiDENCE E-MAiL ADDRESS

CuRRENT PLACE OF EMPLOYMENT

EMPLOYMENT ADDRESS (STREET, CiTY, STATE, ziP CODE)

EMPLOYER TELEPHONE NuMbER EMPLOYER E-MAiL ADDRESS

STATE OF LiCENSE (iF NOT MiSSOuRi, PLEASE ATTACH OFFiCiAL vERiFiCATiON FROM ANOTHER STATE)

LiCENSE NuMbER LEvEL OF LiCENSE

ORigiNAL iSSuE DATE EXPiRATiON DATE

HAS THiS LiCENSE EvEN bEEN DiSCiPLiNED?
YES  NO   if yes, please submit a full explanation in writing and submit all official documentation pertaining to the disciplinary and/or consent order along with this application.

III. SUpERvISEd ExpERIEnCE
it is understood that a minimum of four hours per month of face-to-face supervision is required for 24 months within a 48 month period for
Social work Licensure. Fifty percent (50%) may be group supervision. (group supervision is no less than three and no more than 6
supervisees). You may view the full rules regarding supervision online at www.pr.mo.gov/socialworkers.asp.
METHOD OF SuPERviSiON

group individual Combination
PRACTiCE SuPERviSED

Clinical  Casework        Administrative       Community Org            Research
Other (please explain): 

iF SuPERviSiON iS PROviDED uNDER CONTRACT, THE COST OF THE SuPERviSiON iS
Free          $_____ hour          Other (please explain):
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Iv. COnFIdEnTIALITY (TO BE COMpLETEd BY ThE LICEnSURE SUpERvISOR)

Check this box if the supervisor agrees to adhere to the confidentiality policies of the Supervisee’s employing agency.

v. STATEMEnT OF SUpERvISEE

i understand that 3000 hours of supervised practice must be completed by the supervisee over a minimum of two years and a maximum of
four years. The supervision will include a minimum of four hours face-to-face supervision every four weeks between the supervisee and the
supervisor noted on this contract. i understand that i must comply with provisions as outlined in this contract and must notify the Committee
of any modifications once it has been approved. Failure to do such could result in the loss of supervision hours gained. it is also understood
that should my supervisor and/or setting change, a Change of Status form must be completed and approved by the Committee. i further
understand that i am to remain under supervision until a license is issued and that each supervisor is required to submit an Attestation form
attesting ot the supervision provided.
i hereby affirm under penalties of perjury that i am the applicant named in this contract and that all statements and enclosures herein are true
and accurate to the best of my knowledge.

SigNATuRE OF SuPERviSEE DATE

vI. STATEMEnT OF SUpERvISOR

i agree to supervise the supervisee named in this contract and accept full professional responsibility for the work the supervisee will be
performing under my supervision. This work will be performed pursuant to my order, oversight and guidance. i understand that 3000 hours
of supervised practice must be completed by the supervisee over a minimum of two years and a maximum of four years. Supervision is to
include at least four hours of face-to-face supervision every four weeks. i understand that it is recommended that i keep notes and
documentation of the supervision that occurs and the issues discussed. As the registered supervisor, i understand that i shall provide annual
reports of progress to the committee. These will be due on the anniversary date of the initial approval for the twelfth, twenty-forth, and thirty-
sixth months of supervision. i further understand that i am expected to submit a completed Attestation form to the committee upon completion
of the supervision; however, realizing that the supervisee is to remain under supervision until a license is issued. if for any reason i terminate
the supervision other than the 3000 hours have been completed, i realize that i must submit the Termination of Supervision form.
i hereby affirm under penalties of perjury that i am the supervisor named in this contract and that all statements and enclosures herein are
true and accurate to the best of my knowledge.

SigNATuRE OF SuPERviSOR DATE

Check this box if you have completed the required 16 hours of supervision training.
Check this box if you have completed three hours of continuing education in supervision in your last renewal period.

You may be asked for copies of these certificates.

ATTEnTIOn SUpERvISOR
if you would like to have your name and contact information added to a listing of qualified supervisors in Missouri, please visit the website
at www.pr.mo.gov/socialworkers.asp to complete the request form. This listing will be available online and is public information.
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