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	COMMONWEALTH OF VIRGINIA
BOARD OF PSYCHOLOGY

Department of Health Professions

9960 Mayland Drive, Suite 300
Richmond, Virginia  23233-1463
(804) 367-4697



REGISTRATION OF RESIDENCY


POST-GRADUATE DEGREE SUPERVISED EXPERIENCE
	



FEES:
$50.00 Initial Registration (one supervisor)







$25.00 Each Additional Registration


Make all checks payable to THE TREASURER OF VIRGINIA  -  Registration fees are NON-REFUNDABLE



THIS FORM IS TO BE COMPLETED BY THE RESIDENT AND THE SUPERVISOR PRIOR TO INITIATING SUPERVISION

	CHECK ONE:   [   ]  Initial Registration             
[   ] Add Supervisor                * [   ] Change Supervisor 

*Also submit Verification of Supervision Form (Form 3) completed by  former supervisor:

	CHECK ONE:   [   ]   Full-time         [   ]  Part-time


	RESIDENT INFORMATION (Please type or print)

	Name (Last, First, Middle, Suffix, Maiden Name)
	Social Security/Virginia DMV Control Number (


	Business Name and Address


	Business Telephone Number



	SUPERVISOR INFORMATION

	Name (Last, First, Middle, Suffix, Maiden Name)



	Business Name and Address


	Telephone Number

	Fax Number


	E-Mail address

	Type/Title of License


	
License Number

	
Expiration Date

	SUPERVISION TO BE PROVIDED RESIDENT - A one-year, full-time residency is defined as a minimum of two hours of individual, face-to-face supervision per week.  Part-time supervision must include at least one hour per week of face-to-face supervision.  Two hours of group supervision may be substituted for one of the hours of individual face-to-face supervision.

	
Number of hours per week of individual, face-to-face supervision to be rendered___________________________________


Number of hours per week of group supervision to be rendered:__________________________________________________




( In accordance with Section 54.1-116 of the Code of Virginia you are required to submit your Social Security Number or your Virginia control number.  Refer to instruction sheet.
	SERVICES TO BE RENDERED BY THE RESIDENT WHILE IN SUPERVISION - Include population of clients to receive service, assessments to be used, and techniques to be used.  Residencies  in clinical psychology must include appropriate emphasis and experience in the diagnosis and treatment of persons with moderate to severe mental disorders.

	

	I, _____________________________________________, declare under penalty of perjury under the laws of the Commonwealth




(Supervisor)

of Virginia that I will not provide supervision to _____________________________________ in areas outside of the








                               (Resident)

competencies of my license to practice as a ____________________________________.  As supervisor, I assume responsibility






                                          (License of Supervisor)

for the clinical activities of the individual registered under my supervision.  We hereby agree to this supervision contract which 

is being registered with the Board of Psychology.  I further attest that I have read and understand the regulations pertaining to 

residents in Virginia.

Signature of Supervisor:_______________________________________
Date:________________________________________

                                                                                                                                                          (Month/Day/Year)


Signature of Resident:_________________________________________
Date:________________________________________

                                                                                                                                                          (Month/Day/Year)

____________________________________________________________
Date:________________________________________

   Signature of Authorized Representative of Sponsoring Agency                                          (Month/Day/Year)
                                 (if applicable)
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