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Texas Behavioral Health Executive Council

Texas State Board of Examiners of 

marriage and family therapists
SUPERVISED EXPERIENCE VERIFICATION FORM
A separate form is required to be completed by each board-approved supervisor.

I.  Supervisee Information

Name: 








 Associate License#: 



Phone #: _____________________ Email:_________________________________________________________ 

II. Supervisor Information (supervisor must meet the board’s criteria)
Name: _____________________________________________________ License #:_________________________
Phone #: _______________________  Email:________________________________________________________

Are you a Texas board-approved supervisor?      Yes      No
If no, submit official verification of licensure, including supervisor status if granted by other jurisdiction.

III. Verification of supervision hours
	In the setting described below, I, the board-approved supervisor or supervisor from another jurisdiction, provided the following number of supervision hours to the named supervisee:

Verification of supervision hours:
HOURS

Hours of Individual Supervision

Hours of Group Supervision

Total Hours:
Of the total supervision hours, how many were provided via telephonic or other electronic media?    ______________   



IV. Verification of supervised experience hours
Include total number of supervised experience hours accrued by the LMFT Associate (not including the above-reported hours of supervision). The start date may be no earlier than the “Supervision Plan Approved” date noted by board staff at the top of the Supervisor Agreement Form/date of initial licensure of LMFT-A.
	Dates:  From _________________ to ___________________ Total years and full months: ______________________
Of the total hours of professional services:

HOURS

How many hours were direct clinical services?
    How many direct clinical hours were services to couples or   

    families? 
    How many direct clinical hours were services to individuals?
How many hours were indirect clinical services?

Total Practice Hours (Direct + Indirect):



V. Affidavit of Accuracy and Signatures

Under penalties of perjury, I declare and affirm that the statements made in this Verification Form, including any accompanying statements or documents, are true, complete, and correct. I understand that giving the board false information of any kind may result in denial of licensure or other disciplinary action against the LMFT Associate and/or the LMFT Supervisor.
______________________________________________ 

____________________

Supervisee’s Signature






Date

______________________________________________ 

____________________

Supervisor’s Signature






Date

Mail To:

TBHEC
Ste. 7.300

1801 Congress
Austin, TX 78701
For questions, please use the Contact Us form on our website at www.bhec.texas.gov. 
�








Applicant Name: 
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