
instructions
superVisor: complete all items below and return the original (not a photocopy) of this annual supervision progress report as soon as
possible to the missouri division of Professional registration, state committee for social workers. do not return this form to the
superVisee. It is important that you complete all sections below.

return completed form to:
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
http://www.pr.mo.gov      e-mail:  lcsw@pr.mo.gov

please check one of the following
(mo-day-year To mo-day-year)

TwelfTh (12) monTh
(mo-day-year To mo-day-year)

TwenTy-forTh (24) monTh
(mo-day-year To mo-day-year)

ThIrTy-sIXTh (36) monTh
20 csr 2263-2.032(12) “The supervisor 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. The annual report will provide an overview of the licensee’s
practice knowledge of the licensure statutes and rules, licensure scope of practice, understanding and adherence to approved standards of
professional and ethical conduct, areas of continued growth and development, and accountability of supervision hours thus far in the process.”
superVisee data
1. name (lasT, fIrsT, mIddle InITIal, suffIX, maIden name)

2. address (sTreeT and boX no., If aPPlIcable, cITy, sTaTe, ZIP)

superVisor data
3. suPerVIsor name (lasT, fIrsT, mIddle, maIden) 4. TelePhone number (dayTIme)

5. currenT offIce address (sTreeT and boX no., If aPPlIcable, cITy, sTaTe, ZIP code)

6. please check all that applY to superVisor at the time of superVision:

missouri - license number ______________________ ;

licensed social worker in another state, supervising in that state, with an equivalent license - state _________________________________________

license number __________________________ ; original Issue date ______________________ ; attach a copy of license.
7.

lIsT Places where The suPerVIsee enGaGes In ProfessIonal eXPerIence under your suPerVIsIon
daTeaGency/facIlITIes address (sTreeT, cITy, sTaTe, ZIP) (mo-day-year To mo-day-year)

a.

b.

c.

8. number of hours per week of IndIVIdual face-To-face, one-on-one suPerVIsIon. 4

9. The ToTal number of hours per week The suPerVIsee Performs socIal work duTIes whIle under
your suPerVIsIon. (ThIs should Include The aPPlIcanT’s ToTal number of hours worked, In 4
addITIon To The face-To-face, one-on-one suPerVIsory hours)

mo 375-0833 (6-14)

state of missouri
dIVIsIon of ProfessIonal reGIsTraTIon
annual superVision progress report
clinical social worker mIssourI dIVIsIon of ProfessIonal reGIsTraTIon

sTaTe commITTee for socIal workers



10. each area of Performance must be raTed by checkInG The number ThaT mosT accuraTely descrIbes The suPerVIsee. 
raTInG scale
1.  not observed      2.  does not meet expectations      3.  meets expectations      4.  exceeds expectations      5.  far exceeds expectations
social work practice
please rate and provide additional comments to support/explain ratings about the supervisee’s knowledge, understanding and
progress in the following areas:

a. social work statutes and rules (including regulations regarding professional practice) 1      2      3      4      5

b. licensure scope of practice
1. Theoretical framework (social work theory, knowledge, values, methods and principles) 1      2      3      4      5

2. Therapeutic delivery skills (use of evidence-based practice, current research-informed practice, psychotherapy)
1      2      3      4      5

3. assessment skills (use of conceptual frameworks (PIe, bio/psycho/social) to guide the processes of assessment, intervention and
evaluation; collect data for client functioning) 1      2      3      4      5

4. diagnostic skills (identification of current dsm and Icd criteria to develop intervention goals) 1      2      3      4      5

5. Program administration/community organization (planning and consultation) 1      2      3      4      5

6. Policy/research (knowledge of current advocacy, policy, analysis and research for clients, agency, community and broader govern-
ment bodies) 1      2      3      4      5

7. effective written communication (documentation, recording of the process and progress associated with clients)
1      2      3      4      5

8. respect for and attention to all aspects of diversity 1      2      3      4      5

c. Professional and ethical conduct (knowledge, commitment and adherence to professional code of ethics)
1      2      3      4      5

Please briefly describe the plan for continued growth and development (goals)

Please briefly describe the plan for continued progress over the next reporting period (objectives)

do you believe the supervisee is on track to complete the licensure process with a recommendation for full licensure?
yes      no  (If no, please attach explanation)

11. testimonY of superVisor
I hereby affirm under penalties of perjury that the foregoing information which I have supplied is true and accurate to the best of my
knowledge, information and belief.

sIGnaTure daTe

4
12. testimonY of superVisee

I hereby affirm that I have reviewed the information contained in this supervision progress report.
sIGnaTure daTe

4
mo 375-0833 (6-14)



STATE OF MISSOURI
DIVISION OF PROFESSIONAL REGISTRATION
RECORD OF SUPERVISION

SUPERVISEE NAME

INDIVIDUAL OR FORMAT USED OR METHOD USED: (Client/Case Discussion, Observation, DATE MINUTES OR HOURS GROUP MEETING Documentation Review, Clinical Test Content Review, Other-List)

1/1/2019 1 Hour Individual Client Discussion

1/10/2019 45 Minutes Individual Client Discussion

In signing this form, we verify that the recorded supervision sessions are accurate.

SUPERVISEE SUPERVISOR

MO 375-1050 (9-2020)MO 

TOTAL HOURS 
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