
STATEMENT OF SUPERVISORY RELATIONSHIP
I understand that THERAPIST NAME is under the direct clinical supervision of SUPERVISOR FULL NAME, Ph.D., Psychologist and that Ms. THERAPIST_LAST_NAME  must review all clinical information including progress in therapy with Dr. SUPERVISOR_LAST_NAME.  Dr. SUPERVISOR_LAST_NAME is a licensed psychologist and Professional Clinical Counselor in the state of Ohio.  Dr. SUPERVISOR_LAST_NAME provides individual counseling, group counseling, and psychological testing for Mid-Ohio Psychological Services.  I further acknowledge that I have been given the Office Policy and Procedures handout describing the nature of the counseling process, costs for services, and limits of confidentiality.  I understand that Ms. THERAPIST_LAST_NAME meets with Dr. SUPERVISOR_LAST_NAME on a regular basis to review client information, discuss treatment planning, and to ensure that the needs of each client are being met in a satisfactory manner.  I understand that Dr. SUPERVISOR_LAST_NAME is ultimately responsible for the welfare of Ms. THERAPIST_LAST_NAME’s clients.  I understand that I may contact Dr. SUPERVISOR_LAST_NAME at this agency if I have any questions or concerns regarding the services that I am receiving.  Ms. THERAPIST_LAST_NAME and Dr. SUPERVISOR_LAST_NAME’ phone numbers at Mid-Ohio Psychological Services are 740-687-0042.  

______________________


________________                               
Client/Guardian Signature



Date

__________________        

THERAPIST NAME, M.A., PC

Clinical Resident

______________________

SUPERVISOR FULL NAME, Ph.D., LPCC

Psychologist

