24726B Mental Health Clinical Program Head, Supplemental Questionnaire, continued.


COUNTY OF LOS ANGELES – DEPARTMENT OF MENTAL HEALTH

HUMAN RESOURCES BUREAU - EXAMINATIONS UNIT

SUPPLEMENTAL QUESTIONNAIRE
EXAM TITLE:  MENTAL HEALTH CLINICAL PROGRAM HEAD
EXAM NUMBER:  24726B
APPLICANT NAME:                                     LAST FOUR DIGITS OF SSN:      
                
GENERAL INFORMATION AND INSTRUCTIONS: This Supplemental Questionnaire is a required part of the application process for the MENTAL HEALTH CLINICAL PROGRAM HEAD (24726B) examination. Please review the job bulletin carefully and complete the online Standard County Employment application AND this Supplemental Questionnaire thoroughly. Your responses should be type-written or legibly printed.  If you need additional space, you may attach an additional sheet of paper to further describe your experience, but you must indicate the section where the information is referring to.  Applications submitted without the completed Supplemental Questionnaire will be deemed incomplete and will not be accepted.  Furthermore, resumes and any other unsolicited materials will not be accepted in lieu of these two documents.
	EXPERIENCE

	Please check the area (option) below, in which you qualify. (Please type “x” on shaded area). Please submit a copy of the required license at the time of the filing. 
       Option I: Two years of clinical supervisory experience in the application of mental health techniques in a community mental health setting as part of a multi-disciplinary treatment team at the level of Supervising Psychologist -AND- A license to practice as a psychologist granted by the State of California Department of Consumer Affairs Board of Psychology. -OR-

       Option II: Three years of clinical supervisory social work experience on a multi-disciplinary mental health treatment team at the level of Mental Health Clinical Supervisor -AND- A license to practice as a clinical social worker granted by the State of California Department of Consumer Affairs, Board of Behavioral Sciences. -OR- 

       Option III:  Four years of clinical supervisory nursing experience on a multi-disciplinary mental health treatment team at the level of Senior Mental Health Counselor, RN. A Master's degree in Nursing Administration, Psychology or a related field from an accredited college or university will be accepted for one year of the required experience -AND- A license to practice as a registered nurse issued by the State of California Board of Registered Nursing. -OR-


       Option IV:  Three years of clinical supervisory marriage and family therapy work experience on a multi-disciplinary mental health treatment team at the level of Mental Health Clinical Supervisor -AND- A license to practice as a marriage and family therapist granted by the State of California Board of Behavioral Sciences.
      
Please fully describe your experience:
Provide the following: List each specific experience separately even if they were for the same   employer.  (Points will not be given if response is incomplete)
        Name of program:      
        Agency name:      
        Dates of this experience: From:        To:            Number of hours worked per week:         
         Number Supervised:      
         Full description of duties:       


	Provide the following: List each specific experience separately even if they were for the same employer. (Points will not be given if response is incomplete)
             Name of program:      
             Agency name:      
             Dates of this experience: From:        To:            Number of hours per week:         
             Number Supervised:      
             Full description of duties:       


	Provide the following: List each specific experience separately even if they were for the same employer.  (Points will not be given if response is incomplete)
           Name of program:      
           Agency name:      
           Dates of this experience: From:        To:            Number of hours per week:         

           Number Supervised:      
           Full description of duties:       


	Provide the following: List each specific experience separately even if they were for the same   employer. (Points will not be given if response is incomplete)        
   Name of program:      
   Agency name:      
           Dates of this experience: From: 
           Number Supervised: 
           Full description of duties:  



Attach Additional Pages as Necessary
CERTIFICATION OF APPLICANT:  I certify that all information provided in this form and in any documents submitted by me are true and accurate and are subject to verification.  I understand that any false statements or omissions of material facts may subject me to cancellation of any terms, conditions, or privileges of employment. 
APPLICANT NAME: 
     

LAST FOUR DIGITS OF SSN:      
DATE: 
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