
  
  

 

 
Mental Health Professionals Under Supervision Informed Consent  

 
Brightwater Health is a teaching mental health center. You have been scheduled to see a provider who is 
completing the provider’s licensing board requirements and/or credentialing process for independent 
practice and as such, are closely supervised by a licensed professional with a competency in supervision. 
A list of your provider’s specific competencies has been provided to you. (As an employee of Brightwater 
Health, your provider meets the same level of approval as an independent licensed professional). 
Please review the following information regarding Mental Health Professionals Under Supervision and 
the services they provide. 
 

1) Mental Health Professionals Under Supervision are supervised in providing diagnostic 
assessments and individual, family and group counseling for a variety of mental health needs as 
determined by their supervisor. 

2) Mental Health Professionals Under Supervision are bound by the same ethics, laws, and limits of 
confidentiality as licensed clinicians. 

3) Mental Health Professionals Under Supervision receive clinical supervision from a board 
approved licensed supervisor who has received additional training/certifications in providing 
clinical supervision. 

4) As part of the supervision process, the clinical supervisor will regularly review your case with the 
Mental Health Professional Under Supervision. This process will include a review of the case 
notes, recollection of discussions, and/or reviewing other documentation.  
 

NOTE:       _____________ will provide services under the supervision of:      ____________________    . 
If you have questions at any time, please contact the supervisor at:  _________________________. 
 
 
____________________________________________________________  _______________ 
Signature of Client        Date 
 
 
____________________________________________________________ _______________ 
Signature of Parent/Guardian       Date 
 
 
____________________________________________________________ _______________ 
Signature of Mental Health Professional Under Supervision   Date 
 
 

 

 

Client Name:_____________________ 

Client DOB:______________________ 

        MR# : __________________________ 

 


