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Clinical Supervision Report
· This report should be completed and forwarded to the supervisees line manager on a quarterly basis or as required.  

· Reporting requirements and responsibility for peer supervision arrangements should be confirmed prior to the commencement of supervision. 
Name of Supervisee: ________________________________________________

Team/Program: ____________________________________________________

Name of Team Leader/Coordinator/Program Manager: _____________________

_________________________________________________________________
Name of Supervisor: ________________________________________________

Team/Program/Location:_____________________________________________ 
Telephone: _______________________________________________________

Email: ___________________________________________________________
Date Supervision commenced:_________________________________________

Reporting period: 
From ____ / ____ / ____

To ____ / ____ / ____   
1. Details of Attendance
Number of sessions scheduled: _________ Number attended: _____________

Duration of sessions: ________________   Location: _____________________
Mode of Supervision (Face to face, Email etc):____________________________

2. Content of Clinical Supervision Sessions
The supervisee prepares and participates in clinical supervision by:

Preparing case presentations for discussion 



Yes  /  No

Reflecting on the intervention approaches taken and techniques used 
Yes  /  No

Being open to alternative methods of practice and demonstrating a willingness to incorporate them into their work practice




Yes  /  No

Being open to receiving support and constructive feedback

Yes  /  No
Comments: _______________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

3. Clinical Practice (as determined through clinical supervision)  

The supervisee satisfactorily executes the roles and responsibilities of their position in terms of:
Working in partnership with clients and

their families to set goals and ensure 

positive outcomes


          

Yes  /  No /  Unable to comment

Delivering safe, high quality interventions

Yes  /  No /  Unable to comment

Demonstrating appropriate knowledge and skills
Yes  /  No /  Unable to comment

Implementing evidence based practice

Yes  /  No /  Unable to comment

Working effectively within the multidisciplinary 

Team






Yes  /  No /  Unable to comment

Working with external professionals/agencies

to meet client needs




Yes  /  No /  Unable to comment

Participating in quality and safety activities 
Yes  /  No /  Unable to comment 
Comments: _______________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

4. Areas of Clinical Excellence/Concern  
__________________________________________________________

__________________________________________________________

__________________________________________________________

5. Emerging Issues/Trends  
__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

6. Suggestions for Professional Development Activities (including training) 

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

Supervisor Signature: ____________________________ Date:______________
Team Leader/Manager Signature: ___________________ Date:______________
Next report due: ___________________________________________________
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