
Nebraska – Provisional Licensure 

Change of Supervisor         
 
Dear Applicant:   
 
Prior to submitting your application for a change of supervisor, it is important that you be aware of certain aspects of the application 
process.  We hope this information is helpful to you.  If you have further questions regarding the application process, please contact Carrie 
Nielson at 402-471-4970 or carrie.nielson@nebraska.gov  

 

Application Processing: 
Due to the high volume of applications received in our office each day, we cannot provide same day processing and issuance of 

licenses.   
 
In order that we may provide the best possible and equitable service to all of our customers, all applications and requests regarding 
credentials will be processed in date order received. You will be contacted if we need additional information from you. 

 
You may submit applications and fees by using one of the following methods – we are unable to accept credit/debit cards: 
 

1. Send by standard mail to the address denoted on the application 
2. Hand deliver to the Licensure Unit at the Nebraska State Office Building, 301 Centennial Mall South – 1st Floor, Lincoln, NE, 

between 8am and 5pm. 
 

How can you help reduce delays? 

 Read the application carefully 

 Answer all questions 

 Sign and date the application 

 Attach the correct fee as noted on the application 
 

Licensure Requirements:   
 
Provisional Mental Health Practice License:   
 
Qualified Supervisor means:  
For mental health practice licensure a qualified physician, a licensed psychologist, a licensed mental health practitioner, or a similar 
license/certification in another jurisdiction. 
  
Supervision for Mental Health Practice must include: 
1. A minimum of 1,500 hours of direct client contact in a setting where mental health services are being offered. 
2. No more than 1,500 hours of non-direct service, which includes, but is not limited to, review of client records, case conferences, 
direct observation, and video observation. 
3. Evaluative face-to-face contact for a minimum of 1 hour per week between the supervisee and supervisor. Face-to-face may include 
videoconference by a telecommunication technology which allow two or more locations to communicate by simultaneous two-way 

video and audio transmissions. 
 
Change of Supervisor:  An individual who changes his/her supervisor or adds a new supervisor must submit an application within 30 
days following the change. The application may be submitted on Attachment D attached to these regulations and incorporated by this 
reference or an alternate format which includes all information as specified in 172 NAC 94-004.01 and 94-004.02. 

 
Termination of Supervision:  If a supervisor or provisional licensee terminates supervision, s/he must notify the Department in writing 
immediately of the date of termination.  The Department will record said termination date in the record. 

 
Provisional Master Social Work Certificate:   
 
Qualified Supervisor means: 
 

For master social work certification, the supervisor MUST be a certified master social worker. 

 
Supervision for Master Social Work Certification, when conducted within the confines of 172 NAC 94-002 (definition of social work), is: 
1. The written records of services or procedures are examined and evaluative interviews are conducted by a certified master social 
worker; and 
2. When a person wishes to apply for a license and certificate, supervision must be provided under a licensed clinical social worker 
(LCSW) and in accordance with this section. 
 
Change of Supervisor:  An individual who changes his/her supervisor or adds a new supervisor must submit an application within 30 
days following the change. The application may be submitted on Attachment D attached to these regulations and incorporated by this 
reference or an alternate format which includes all information as specified in 172 NAC 94-004.01 and 94-004.02. 

 



Required Documents:  In order for your application to be considered complete, all applicants need to submit the 

following documents:   

 

1. Attachment D:  A complete application for a change in or additional supervisor.  

2. Attachment D1: Affidavit of supervised experience needs to be completed by any supervisor that you will be removing from 

your Provisional License and submitted with the change of supervisor application. If you are registering additional supervisor(s) 
you do not need to submit Attachment D1. 

3. Fee:  The required fee is $10, make payable to Licensure Unit.  Payment must be in the form of check or money order. 
 

 
Any documents written in a language other than English must be accompanied by a complete translation into the English language.  The 
translation must be an original document and contain the notarized signature of the translator.  An individual may not translate his/her own 
documents.  
 
 
 



         ATTACHMENT D - Revised 1/2016  

 

STATE OF NEBRASKA   
Division of Public Health - Licensure Unit 
P.O. Box 94986 – 301 Centennial Mall South 
Lincoln, Nebraska  68509-4986 
Telephone #:  402-471-4970   carrie.nielsen@nebraska.gov 

 
Must be earning post-master’s experience in Nebraska          Reissue FEE:  $10  
 
 

SECTION A – APPLICANT’S PERSONAL INFORMATION (All individuals who will be supervised must complete this section) 

This information is on the Internet 

1. Applicant’s 
Name: 

First: 

 

Middle: Last 

2. Public Address: PO/Street/Route: 

 

City: 

 

State: Zip Code: 

3. OPTIONAL: 
Telephone #: 

 

 

PROVISIONAL 
LICENSE NUMBER: 

 

4. OPTIONAL: 

E-Mail Address: 

   

 
 

SECTION B - SUPERVISOR'S PERSONAL INFORMATION       (ONLY IDENTIFY NEW OR ADDITIONAL SUPERVISOR 

INFORMATION BELOW) – Supervisor(s) must be in Nebraska. 

1. 
   

Supervisor’s 
Name: 

First: Middle: Last: 

1a Business 
Address: 

Name of Facility: 

 

PO/Street/Route: 

 

City: 

 

State: Zip Code: 

1b License 
Number: 

 Type: OPTIONAL: Business Telephone #:  

Supervisor for: 
  Provisional License in Mental Health Practice    Provisional Certificate in Master Social Work 

 

2. 
    

Second 
Supervisor’s 
Name: 

First: Middle: Last: 

2a. Business 
Address: 

Name of Facility: 

 

PO/Street/Route: 

 

City: 

 

State: Zip Code: 

2b. License 
Number: 

 Type: OPTIONAL: Business Telephone #:  

Supervisor for: 
  Provisional License in Mental Health Practice   Provisional Certificate in Master Social Work 

 
 

If the primary supervisor is a psychologist, s/he can only supervise up to a total of 4 provisional licensed mental health 
practitioners and provisional licensed psychologists. 
 
 
 

LICENSES EXPIRE 5 YEARS FROM DATE OF ORIGINAL ISSUANCE 

APPLICATION FOR A CHANGE IN OR ADDITIONAL 

SUPERVISOR  

Provisional License in Mental Health Practice 

or Provisional Certification as a Master Social Worker 
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SECTION C - APPLICATION CATEGORY:                
 
 

Your Provisional License/Certificate Number is:          

 

 Change in Supervisor requested                                                          

  
 Name of Previous Supervisor:                    Should we remove this supervisor 

as a current supervisor?   yes 

 no 

  Additional Supervisor requested                                                                           
 This is in addition to the supervisors already on file 
 

 

 

 

SECTION D - PLAN OF SUPERVISION:  Check all that apply.    
 

These hours must be earned after receipt of an approved master’s degree and within the 5 years immediately prior to the date 

an application for a full license is submitted. 
 

 

 

 

Mental Health Practice Supervision: 
 

Activities:  treatment, assessment, psychotherapy, counseling, or equivalent activities to individuals, couples, families, or groups for 
behavioral, cognitive, social, mental, or emotional disorders, including interpersonal or personal situations. 
 

Supervision Plan (complete all 2 questions): 

 

1.      Yes, the supervision WILL include at least 3,000 hours including at least 1,500 direct (face-to-face) client contact hours.        

 

2.     Yes, the supervision WILL include face-to-face contact for a minimum of one hour per week.                                         
  
 

Supervisor’s Credentials: 
  
 

 

 

 qualified physician  (must submit vitae showing specialized training in mental health or a  

copy of documentation showing the physician is a board certified psychiatrist) 
 licensed psychologist  

 licensed mental health practitioner 

 licensed independent mental health practitioner 

 

 
 

 

Master Social Worker Supervision:   Activities (check the activities that will be performed)   

 Yes No 

Information, resource identification and development, and referral services   
Preparation and evaluation of psychosocial assessments and development of social work service plans   
Case management, coordination, and monitoring of social work service plans in the areas of personal, social, or 
economic resources, conditions, or problems 

  

Development, implementation, and evaluation of social work programs and policies   
Supportive contacts to assist individuals and groups with personal adjustment to crisis, transition, economic change, 
or a personal or family member's health condition 

  

Social casework for and prevention of psychosocial dysfunction, disability, or impairment   
Social work research, consultation, and education   

Supervisor’s Credentials:          Licensed Mental Health Practitioner and/or  Licensed Independent Mental Health Practitioner 

                                                       and Certified Master Social Worker 

                                                  Certified Master Social Worker (does not hold a LMHP and/or LIMHP) 

 
 

You must have a qualified supervisor designated in order to apply for this license and you 

must obtain said experience in Nebraska. 
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You must have a qualified supervisor designated in order to apply for this license and you 

must obtain said experience in Nebraska. 
 

SECTION E - SUPERVISOR ATTESTATION (The licensees who will be supervising the applicant’s 3,000 hours of post-master’s 

experience  must complete this section of the application) 

Supervisor Must Complete the following:              
 
 
I,                                                                               _______  ,  
                                     (Name of Supervisor) 

 
am the supervisor referred to in this application and that the 
statements herein are true and complete.   
 
I agree to assume professional responsibility for the work of  
 
________________________________________________ 

(Name of Provisional Applicant) 
 
and agree that I am competent to provide all services identified in 
this form.  

     
                                                                                                                       
 
_____________________________________________________  
(Legal Signature of Supervisor) 
 
 
__________________________________     
(Date) 

 

Supervisor’s Credentials (check all that apply):   
 

   Certified Master Social Worker   

   Licensed Mental Health Practitioner   

   Licensed Independent Mental Health Practitioner 

   Licensed Psychologist  

   Qualified Physician  (must submit vitae showing  

       specialized training in mental health or a copy of  

       documentation showing the physician is a board 

certified  

       psychiatrist) 

Second Supervisor Must Complete the following:   

  
          
 
I,                                                                               _______  ,  
                                     (Name of Supervisor) 

 
am the supervisor referred to in this application and that the 
statements herein are true and complete.   
 
I agree to assume professional responsibility for the work of  
 
________________________________________________ 

(Name of Provisional Applicant) 
 
and agree that I am competent to provide all services identified in 
this form.  

     
                                                                                                                       
 
_____________________________________________________  
(Legal Signature of Supervisor) 
 
 
__________________________________     
(Date) 

 

Supervisor’s Credentials (check all that apply):   
 

   Certified Master Social Worker   

   Licensed Mental Health Practitioner   

   Licensed Independent Mental Health Practitioner 

   Licensed Psychologist  

   Qualified Physician  (must submit vitae showing     

       specialized training in mental health or a copy of         

       documentation showing the physician is a board 

certified   

       psychiatrist) 

 

SECTION F – APPLICANT’S ATTESTATION    

 
I attest that:   
       
  

 

1. I have read the application or have had the application read to me;   
2. All statements on the application are true and complete;  
3. I am of good character; and 
4. I have not committed any act that would be grounds for denial under Neb. Rev. Stat. 38-178 and/or 38-179.  If you 

have committed an act(s), you must provide an explanation of all such act(s). 

 
 
____________________________________               _______________________ 
(Signature of Applicant)                                                                                   (date) 
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STATE OF NEBRASKA   
Division of Public Health - Licensure Unit 
P.O. Box 94986 – 301 Centennial Mall South 
Lincoln, Nebraska  68509-4986 
Telephone #:  402-471-4905   cindy.l.kelley@nebraska.gov 
 

 (Print or Type) 

 

The SUPERVISOR must sign the signature section on the reverse side of this form. 
 
 
 
PART I – All Applicants must complete this part – AFTER COMPLETION OF THE HOURS. 

 
 
I,            being first duly sworn, state that I am 

       (supervisor's name)  
 
a qualified supervisor, in the profession of        and that I am acquainted  
 
 
with          . 
                                        (applicant) 
 
 

PART II  -  Applicants must complete Section A below, if applying for a license as a mental health practitioner; if in addition to 

the license you are applying for an associated certification, you must also complete either B or C or both.  If you are applying 

only for certification as a master social worker, do not complete section A and B. 

 

 

A. MENTAL HEALTH PRACTICE: (complete this section if applying for a mental health practice license) 

 

  Activities:  treatment, assessment, psychotherapy, counseling, or equivalent activities to individuals,  
  couples, families, or groups for behavioral, cognitive, social, mental, or emotional disorders, including  
  interpersonal or personal situations. 

 

 List only the hours that you personally supervised the applicant-note direct and non-direct hours are reported separately: 

 

The above named applicant has completed                        direct (face-to-face) client contact hours and                      non-direct  
 

hours totaling : _______________ hours, of mental health activities under my supervision within the past 5 years.  I further state that  
 

I have met with the applicant face-to-face for a minimum of one hour per week, for hours reported here:  yes  no.   If no, please  

 
explain:                                                                                    . 
 
Dates of supervision: from                                                          to                                                           . 

      (month/day/year)  (month/day/year) Provide FULL dates 

 

Supervisor’s Credentials (please check appropriate credential below): 
 
 

(for hours earned after September 1, 1994):   

           qualified physician  (must submit vitae showing specialized training in mental health or a copy of documentation      

                                                  showing the physician is a board certified psychiatrist) 

   licensed psychologist   

   licensed mental health practitioner   licensed independent mental health practitioner 

 
 
You may make additional copies of this form if supervised by more than one supervisor 

 

 

AFFIDAVIT OF SUPERVISED EXPERIENCE  

IN MENTAL HEALTH PRACTICE, MARRIAGE 

AND FAMILY THERAPY,  

PROFESSIONAL COUNSELING, AND/OR 

SOCIAL WORK 
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B. Master Social Worker:  (complete this section if you are applying for both the mental health practice license and 

      certification as a master social worker or if applying only for certification as a master social worker) 
 

Activities: (check below the activities performed)  
 

Yes No  

  
1. Information, resource identification and development, and referral services 

 

  
2. Preparation & evaluation of psychosocial assessments & development of social work service plans 

 

  
3. Case management, coordination, and monitoring of social work service plans in the areas of personal, social, or 

economic resources, conditions, or problems 

  
4. Development, implementation, and evaluation of social work programs and policies 

 

  
5. Supportive contacts to assist individuals and groups with personal adjustment to crisis, transition, economic change, 

or a personal or family member's health condition 

  
6. Social casework for and prevention of psychosocial dysfunction, disability, or impairment 

 

  
7. Social work research, consultation, and education 

 
 

 
Total Hours Supervised:  ___________  
 
Dates of Supervision:  From ________________   to ______ ________ 
  

        

Supervisor’s Credentials: 

 Licensed Mental Health Practitioner and Certified Master 

Social Worker 

 Certified Master Social Worker 

 
 

PART lll – Supervisor’s Signature  (All supervisors must complete this section) 
 

 
 

            Date Signed:  ___________________________ 
(Print/type) SUPERVISOR Name and Title 
 

            
Signature 
 

             
Agency/Institution       
 

                  
Street Address        
 

           
City                           State Zip 
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