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LICENSE NUMBER

EXPIRATION DATE	 ISSUE DATE

APPLICANT - COMPLETE THE TOP PORTION OF THIS FORM AND FORWARD IT TO EACH STATE WHERE A LICENSE IS/WAS HELD. THIS FORM MAY BE PHOTOCOPIED 
IF NECESSARY.
NAME   FIRST	 MIDDLE	 LAST	 SUFFIX	 FORMER/MAIDEN	 PHONE NUMBER

NAME AS IT APPEARS ON LICENSE/CERTIFICATION/REGISTRATION/PERMIT

ADDRESS (NO. & STREET)	 CITY	 STATE	 ZIP CODE

*SOCIAL SECURITY NUMBER	 ORIGINAL LICENSE NO.	 DATE ISSUED	 DATE EXPIRES
(IN THE STATE TO WHICH THE FORM IS BEING FORWARDED)

I HEREBY AUTHORIZE THE STATE OF_________________________________________________________ TO FURNISH THE MISSOURI STATE COMMITTEE FOR SOCIAL 
WORKERS THE INFORMATION REQUESTED BELOW.

SIGNATURE DATE

STATE COMMITTEE FOR SOCIAL WORKERS
P.O. BOX 1335
JEFFERSON CITY, MISSOURI 65102-1335
TELEPHONE (573) 751-0885

TO BE COMPLETED BY APPLICANT

TO BE COMPLETED BY LICENSING AGENCY ONLY
PLEASE VERIFY REQUIREMENTS MET IN YOUR STATE:

MSW FROM CSWE ACCREDITED SCHOOL	  BSW FROM CSWE ACCREDITED SCHOOL

 DOCTORATE DEGREE IN SOCIAL WORK

STATE OF MISSOURI
DIVISION OF PROFESSIONAL REGISTRATION

VERIFICATION OF LICENSURE

NAME OF SCHOOL GRANTING DOCTORATE

EXAM TAKEN	 DATE EXAM PASSED	 SCORE

ASWB MASTERS	 ASWB BACHELORS
NO EXAM, GRANDFATHERED	 ASWB CLINICAL	 ASWB ADVANCED

DOES APPLICANT HAVE 2 YEARS (OR MORE) OF POST MSW CLINICAL EXPERIENCE SUPERVISED BY:

a. Licensed clinical social worker.   State _______________________________

b. Other professional. Please specify: _________________________________

Does the licensee hold a valid, unrevoked, unexpired, undisciplined, and unrestricted license?	  YES	  NO
Have there been or are there any pending complaints, investigations or disciplinary action taken against licensee? 	  YES	  NO
If so, indicate the disposition of the complaint and the disciplinary action taken. Please include copies of any board 
orders, agreements or other documents showing the validity of the complaint or the type of discipline imposed. 
(Attach additional sheets if necessary).

SIGNATURE DATE

TITLE

NAME OF STATE BOARD
PLEASE AFFIX
BOARD SEAL
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