
Supervision Feedback for ______________________ 
 
Date: _________________________ 
 
Use of ACT Interventions (positive and negative): 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Thoughts about the Client: 
 
 
 
 
 
 
 
 
Direction for Therapy: 
 
 
 
 
 
 
 
 
 
Therapist Rating from 1 (poor) to 10 (excellent): ________ 
 
 
 
 
Name of Person Providing the Feedback: __________________________________________ 


