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Michigan Department of Community Health
Board of Counseling
P.O. Box 30670
Lansing, MI 48909
(517) 335-0918

www.michigan.gov/healthlicense

APPLICATION FOR LICENSURE AS A COUNSELOR

Authority: Public Act 368 of 1978, as amended
If this form is not completed, a license will not be issued.

Type or Print Only

| AM APPLYING FOR THE FOLLOWING:

License Number

O Professional Counselor License by Exam - Fee: $115.00 71-6401-01

O Professional Counselor License by Endorsement - Fee: $115.00 71-6401-09 Dz @ ezt

O Limited Counselor License - Fee: $80.00 71-6401-03

O Professional Counselor License, Grandfathering - Fee: $115.00 71-6401-05

Your check or money order drawn on a U.S. financial institution and made payable to the STATE OF MICHIGAN must accompany this application.
DO NOT SEND CASH. Fees are deposited upon receipt and can only be refunded under refund rules promulgated by the Department.

First Name Middle Name Last Name

U.S. Social Security Number Date of Birth Daytime Telephone Number
( )

Street Address

City State ZIP Code

All Previous Names and/or Birth Name Used (if applicable)

Have you ever held a health professional license in Michigan?

O No O Ifyes, list Michigan permanent I.D /license number and expiration date:

Check the appropriate answer to each of the following questions. NOTE: Attach a detailed explanation for
any Yes answer you check.

1. Have you ever been convicted of a felony? O Yes 0O No

2. Have you ever been convicted of a misdemeanor punishable by imprisonment for a maximum a

term of 2 years? Yes O No

3. Have you ever been convicted of a misdemeanor involving the illegal delivery, possession, or 3 Yes O No
use of alcohol or a controlled substance (including motor vehicle violations)?

4. Have you been treated for substance abuse in the past 2 years? O Yes O No

5. Have you had 3 or more malpractice settlements, awards, or judgments in any consecutive 5 O Yes O No

year period?

6. Have you had one or more malpractice settlements, awards, or judgments totaling $200,000 or O Yes O No
more in any consecutive 5 year period?

The Department of Community Health will not discriminate against any individual or group because of race, sex, religion, age, national origin, color,
marital status, disability or political beliefs. If you need assistance with reading, writing, hearing, etc., under the Americans with Disabilities Act, you may
make your needs known to this agency.
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Board of Counseling
P.O. Box 30670
Lansing, MI 48909
(517) 335-0918

www.michigan.gov/healthlicense

CERTIFICATION OF COUNSELING EDUCATION

Authority: Public Act 368 of 1978, as amended.
If this form is not completed, certification will not be issued.

INSTRUCTIONS: Type or print your name exactly as it appears on your application. Complete Section | and, if
necessary, Section Il. Forward this form to the director of your counseling education program for completion of Section

Il. This certification must be submitted directly to the Michigan Board of Counseling by your educational
institution.

SECTION | - APPLICANT INFORMATION

First Name Middle Name Last Name

U.S. Social Security Number Date of Birth Daytime Telephone Number
Street Address

City State ZIP Code

All Previous Names and/or Birth Name Used (if applicable)

Name of Educational Institution Date of Admission Date Degree Granted
Level of Degree Granted Discipline/Program Title
Was the program you completed accredited by the Council for Accreditation of Counseling and Related J Yes B No
Educational Programs (CACREP)?
Was the program you completed accredited by the Council on Rehabilitation Education (CORE)? O Yes B No

If the answer is Yes to either of the above questions, it is not necessary to complete Section Il. Please sign and forward to your
educational institution for completion of Section lll on the reverse side of this form.

SECTION Il - PROGRAM INFORMATION

Was the institution you attended either Regionally or CHEA accredited? 0O Yes O No

My counseling education program consisted of areas of study in the courses indicated below as defined in Rule 338.1751
of the Board's Administrative Rules. List course titles and course numbers for each area below.

CAREER DEVELOPMENT: CONSULTING:

COUNSELING PHILOSOPHY: GROUP TECHNIQUES:
COUNSELING TECHNIQUES: RESEARCH METHODOLOGY:
TESTING PROCEDURES: PROFESSIONAL ETHICS:
COUNSELING THEORIES:

Signature of Applicant Date of Signature
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Name

EDUCATIONAL INSTITUTION INSTRUCTIONS:

Please complete Section Il below and forward the completed form to the Michigan Board of Counseling office at the address on Page 1
of this form. Attach additional sheets if needed to clarify the information provided by on the certification.

SECTION Il - CERTIFICATION OF COUNSELING PROGRAM

Name of Educational Institution

Street Address of Institution

City, State and ZIP Code

| certify that attended the
(Applicant's Name)
educational institution named above from , to )
(Month/Day/Year) (Month/Day/Y ear)
and was granted a degree in )
(level) (Discipline/Program Title)

and that the length of the program was at least 48 semester hours or 72 quarter hours. | certify that the program information on
Page 1 of this form is correct.

This program included a/an:

Practicum
a Yes a No
Internship of at least 600 hours of supervised experience
m) Yes ) No
Signature of Program Representative Date of Signature
Print or Type Name of Program Representative
(SE AL

Telephone Number or e-mail address of Program Representative

The Department of Community Health will not discriminate against any individual or group because of race, sex, religion, age, national origin, color, marital
status, disability or political beliefs. If you need assistance with reading, writing, hearing, etc., under the Americans with Disabilities Act, you may make
your needs known to this agency.
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Board of Counseling
P.O. Box 30670
Lansing, MI 48909
(517) 335-0918

winiw michigan gov/healthlicense

COUNSELING WORK EXPERIENCE FORM

Autharty Public Act 368 of 1978, as amended.
If this form is not completed, certification will not be issued.

INSTRUCTIONS: Type or print your name exactly as it appears on your application. Send this form directly to vour professional

counseling supervisor for completion of Section |l. THIS FORM MUST EE SUBMITTED DIRECTLY TO THE MICHIGAN BOARD OF
COUNSELING BY YOUR SUPERVISOR.

SECTION 1 - APPLICANT INFORMATION: Complete this section and forward to your supervisor.

Applicant's Mame

Michigan Permanent License Number (if applicable)

U5 Social Security Number Telephone Mumber

EXPERIENCE - Counseling experience under the supervision of a licensed professional counselor is required to qualify
for a full professional counselor license. Individuals with a master's degree must accrue 3,000 hours of post-degree
counseling experience over a period of at least two years, with a minimum of 100 hours accrued under the immediate
physical presence of the supervisor. Individuals who have completed 30 semester hours or 45 quarter hours of graduate
study in counseling beyond a master's degree must accrue 1,500 hours of post-degree counseling experience in a period
of at least one year, with a minimum of 50 hours accrued in the immediate physical presence of the supervisor.

SECTION Il -INSTRUCTIONS TO SUPERVISOR: Complete the remainder of this form and retum it to the
Board of Counseling at the address given above.

Supervisor's Mame Michigan Permanent | 0. Mumber (If applicable)

Please answer the following questions about your credentials at the time you supervised the applicant.

For work experience in Michigan:

Were you a licensed professional counselor in Michigan at the time you supervised the applicant?
O Yes O No

For work experience in other state:

Were you licensed or certified as a professional counselor in the state where you were providing supervision?

O Yes O No

State Type of License or Certificate

Please answer the following questions about your supervision of the above named applicant's professional
experience in the practice of counseling.

What was your title at the time of supervision?

What was the applicant's title at the time of supervision?

Describe Applicant's Duties
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Name

| cerify that practiced counseling under my supervision at

{Applicant's Mamse)
located at
{Mame of Agency) {Address)
from to for a total of hours.
{Month/DayiYear) (Month/Dayiear)

Atleast OO 500r O 100 hours were accrued in my immediate physical presence.

Effective January 1, 2005, all supervisors of Limited License Professional Counselors are required to have training in the function
of supervision.

| have received training in the function of supervision. O Yes O No
The Public Health Code also requires that: 1) the supervisor be available on a regularly scheduled basis to review the practice of

the applicant, to provide consultation, to review records, and to further educate the applicant; 2) there must be continuous
availability of direct communication in person or by radio, telephone, or telecommunication.

Did your supervision fulfill this agreement? O Yes O No

Supervisor's Signature Date

The Department of Community Health will not discriminate against any individual or group because of race, sex, religion, age, national origin, color, marital

status, disability or political beliefs. If you need assistance with reading, writing, hearing, stc., under the Americans with Disabilities Act, you may make
your needs known to this agency.



DCH/HLD-001 (12/04) Michigan Department of Community Health
Bureau of Health Professions
P.O. Box 30670
Lansing, MI 48909

www.michigan.gov/healthlicense

VERIFICATION OF LICENSURE OR REGISTRATION IN ANOTHER STATE

Authority: Public Act 368 of 1978, as amended.

PART I: To be completed by the applicant and forwarded to the appropriate State Licensing Board for completion.

Check the profession for which you are requesting verification.
O Chiropractic O Nursing O Pharmacy O Sanitarians
O Counseling O Nursing Home Adm. O Physical Therapy O Social Work
O Dentistry O Occupational Therapy O Physician's Assistants O Veterinary
O Marriage & Family Therapy O Optometry O Podiatry
O Medicine O Osteopathy O Psychology

First Name Middle Name Last Name

Previous Names Used Date of Birth U. S. Social Security Number

State Board License Number Date of Issue

The applicant listed above has applied for licensure in Michigan and has indicated licensure in your State.
Please complete Part Il of this form and return it to the appropriate Michigan Board at the address shown above.

PART Il: To be completed by the State Licensing Board.

Type of License: Original Issue Date Expiration Date

Basis for Issuance of License:

0O Examination - Please indicate type of exam (National, Regional, State, etc.)

O Endorsement - Please indicate hame of state

License Status Has the applicant incurred any formal or informal actions in your State?

3 Current O Lapsed O Inactive a No

O Yes - If Yes, Please attach certified copies of any actions.

Are formal or informal actions pending? Has the applicant's license ever been limited, denied, surrendered, reprimanded, suspended or revoked?
O No O Yes O No O Yes

CERTIFICATION

| hereby verify, to the best of my knowledge, the information above is true to the records of this Board.

Signature Date

Type or Print Name
(SEAL)

Title

Full Name of Licensing Board

The Department of Community Health will not discriminate against any individual or group because of race, sex, religion, age, national origin, color,
marital status, disability or political beliefs. If you need assistance with reading, writing, hearing, etc., under the Americans with Disabilities Act, you may
make your needs known to this agency.



	LCN-040.pdf
	mi-reg-form.pdf
	mi-state-insert.pdf




