Instructions 
for 
Psychological Counseling 
and
Psychological Counseling requiring “Under the Supervision of”

Psychological counseling: Psychological counseling services may only be provided by a professional whose credentials are comparable to those of providers who are able to provide psychological counseling services in the community.  

                       A.   Services may be provided by:
· NYS licensed and registered Psychiatrist 
· NYS licensed and registered Psychologist 
· NYS licensed Clinical Social Worker – LCSW 
· NYS licensed Master Social Worker – LMSW – “Under the Supervision of” a NYS Licensed Psychiatrist, Psychologist or LCSW

B. Referral for services: Psychological Counseling services must be referred by an appropriate school official such as a school administrator or chairperson of the CPSE or other licensed practitioner acting within the scope of his/her practice.  The referral must be included in the student’s record.  The need for psychological counseling services must also be documented in the IEP (i.e. in the RS section or the minutes of the meeting).  A suggested form is included.

C. Supervision of the LMSW: The Supervisor
· discusses the diagnosis & treatment for each child with the LMSW. 
· provides oversight & guidance in diagnosing and treating the child.
· regularly reviews and evaluates the professional work of the LMSW.
· provides at least one hour per week or two hours every other week of
 in person individual or group clinical supervision provided that at least two   
                                         hours per month shall be individual clinical supervision.

          D.    The Supervisor must complete a Certification of Supervision for each LMSW being   
supervised. An “Under the Supervision of” (USO) log must be used to record direct 
supervision of the LMSW.  Note that it is child specific and must be prepared for each 
child.  Keep all written documentation of such supervision, including Certification of Supervision and USO Log. (The required forms follow.)
















CERTIFICATION

OF 
PSYCHOLOGICAL COUNSELING

UNDER THE SUPERVISION AND ACCESSIBILITY


I, ___________________________, Psychiatrist, Psychologist or LCSW, with current license number _____________________ certify that I am providing "Under the Supervision of" services to the following Licensed Master Social Worker (LMSW) for the _________   -   _________ school year:

Child’s Name: ________________________________________ DOB: __________________

           Name of LMSW                                         License # and  NPI #
	
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 I am providing accessibility to the Licensed Master Social Worker in the following manner:
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________

I will keep the appropriate records documenting that the "Under the Supervision of” activities have occurred (i.e. telephone logs, minutes of meetings, minutes of observations, initial and subsequent periodic face to face contacts with each student, etc.)
_________________________________       ____________
Signature of Supervisor and Title						Date

	Psychological Counseling "Under the Supervision Of" LOG

	
	
	
	
	

	CHILD NAME _________________________________________  DOB __________   SCHOOL YEAR __________      

	AGENCY NAME _____________________________________________________ (if applicable)

	PSYCHOLOGICAL COUNSELING MANDATED ________________________________________________________

	ASSIGNED LMSW ______________________________________     LICENSE # _________________ NPI # _____________

	
	
	
	
	

	SUPERVISOR  ___________________________________ TITLE & LICENSE # _________________ NPI # ______________

	
	
	
	
	

	Date
	Type of Meeting                  (Group, Individual, Telephone, Etc.)
	Summary of Discussions
	SUPERVISOR SIGNATURE
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	NOTE:  The Supervisor must provide supervision to the LMSW by discussing the diagnosis and treatment for each child with the LMSW; providing oversight and guidance in diagnosing & treating the child; regularly reviewing and evaluating the professional work of the LMSW and providing at least one hour per week or two hours every other week of in person individual or group clinical supervision provided that at least two hours per month shall be individual clinical supervision.  



