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COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH 

INDIVIDUALIZED SERVICE DELIVERY SUPERVISION PLAN 
 

I. IDENTIFYING INFORMATION 
 
 Employee Name: __________________________________________________ 
                                                      First                                                    Last 
 
 Unit: ____________________________________________________________ 
 
 Discipline:     ______ Ph.D.   ______ M.S.W.   _______  M.D.   ______ R.N. 
 
   Other: ____________________________________________ 
 
 Licensed:       ______ Yes     ______  No 
 
 Staff Category:       ______   Probationer until ________________ 
    ______   New Employee for 3 months ending ____________ 
    ______   Medi-Cal Reimbursable, Licensable or Registered 
    ______   Waivered Psychologist or Social Worker 
    _______  Adjunctive Therapist 
    _______  Unlicensed 
    _______  Student, Intern, Trainee 
    _______  Volunteer 
 
 Employee Status:  ______  Full-Time  ______  Part-Time (Specify) 
 
II. FORMAL SUPERVISION/CONSULTATION 
 
           Date(s) of 
           Actual 
 Type   Frequency     Conducted by     Title Supervision 
 
______Individual  ________          _________          ________     ___________ 
 Performance 
 Centered 
 Supervision/ 
 Consultation  
 
______Case   ________           ________           ________     ___________ 
           Staffing  
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 Date(s) of 

Actual 
 Type                 Frequency             Conducted by           Title               Supervision 
 
______  Special     __________         ___________      __________    ___________  
 Clinical 
 Problems 
 Presentation/ 
 Conference 
 
 
______  Inter-               __________         ___________      ___________   __________ 
 Departmental 
 Case/Centered 
 Conference 
 
 
______  Staff Meeting   __________        ___________     ___________   ___________ 
 with Case 
 Centered 
 Focus 
 
 
______  Medical       __________        ___________    ___________    __________ 
 Supervision 
 
 
______  Other(Specify)  __________________________________________________ 
 
  ___________________________________________________________ 
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III. OTHER TRAINING/PROFESSIONAL DEVELOPMENT ACTIVITIES 
 

List any other training or professional development activities which are part of the 
plan. 
 
a. ___________________________________________________________ 
 
 ___________________________________________________________ 
 
b. ___________________________________________________________ 
 
 ___________________________________________________________ 
 
c. ___________________________________________________________ 
 
 ___________________________________________________________ 
 
 I have developed this plan with the supervisor and agree. 
 
 ______________________________________         _______________  

  Supervisee       Date   
           
 

I have developed this plan with the supervisee and agree to ensure that it 
is adhered to. 
 
________________________________________     _______________ 
Supervisor       Date 
 

  I approve the above plan. 
 
  ________________________________________     _______________ 
  Unit Administrator      Date 
 
 
c: Unit Administrator 
 Office File 
 Employee 



106.8  ATTACHMENT III 
 

QUARTERLY REPORT 
VERIFICATION OF SUPERVISION PROVIDED DURING WAIVER PERIOD 

 
Quarter Beginning ____________________________Date of Submission: ______________ 
 
Quarter Ending: ______________________________Employee # _____________________ 
 
Name: ______________________________________________________________________ 
  
Work Location: ______________________________________________________________ 
 
Address: ____________________________________________________________________ 
 
Telephone No. _______________________________________________________________ 
 
Service Delivery Supervisor _____________________Discipline: _____________________ 
 
Address: ____________________________________________________________________ 
 
Telephone No. _______________________________________________________________ 
 
Total hours of Service Delivery     Total Supervised Hours 
Supervision provided this quarter:     provided this quarter: 
_______________________________    _______________________ 
 
Factors having potential impact on Waiver period: _________________________________ 
 

 None 

 Change in Service Delivery Supervisor   Date: ________________ 

 Leave of Absence  Date began: _________      Date ended:  __________ 

 Extended Medical Leave Date began: _________ Date ended: __________ 

 Transfer to non-service delivery program   Date: ________________ 

 Completed supervised hours for licensure   Date: ________________ 

 Other 

Worker needs additional Training/Experience   Yes   No 
 
If yes, please explain: ________________________________________________________ 
 
___________________________________________________________________ 
 
Signature of Service Delivery Supervisor: ________________________ Date ____________ 
 
Please forward form to County of Los Angeles Department of Mental Health  
550 S. Vermont Ave., Los Angeles, CA 90020, Attn Training Division 
 


