

APPLICATION TO PSYCHOTHERAPY CONSULTATION SERVICES


	Name
	Degree
	Age

	__________________________________________
	__________
	____________

	Last                        First                            Middle
	
	

	
	
	

	Home Address:
	(Tel) Home:
	Office

	__________________________________________
	________________________
	_________________

	__________________________________________
	
	

	__________________________________________
	
	

	__________________________________________
	E-Mail:__________________
	



	Please describe your highest level of training experiences (include dates):

	______________________________________________________________________________________

	______________________________________________________________________________________

	______________________________________________________________________________________

	______________________________________________________________________________________



	License to practice psychotherapy:  _________________________________________________________

	Malpractice Insurance:  ___________________________________________________________________



	Current clinical and work responsibilities:

	_______________________________________________________________________________________

	_______________________________________________________________________________________

	_______________________________________________________________________________________

	_______________________________________________________________________________________



	Total years of clinical experience (all settings): _________________________________________________



	Private practice:___________________________
	How Many Years: _______________________

	______________________________________________________________________________________



	Describe your current practice and types of patients: ____________________________________________

	______________________________________________________________________________________



	How often are your patients seen? ___________________________________________________________

	_______________________________________________________________________________________











PLEASE MARK ALL THAT APPLY
	Consultation Interests
	Treatment Modalities
	Location Preferences
	Preferred day & time to meet

	· Adults
	· Individual
	· Manhattan
	· Monday           AM-PM     

	· Children
	· Couples
	· Westchester
	· Tuesday           AM-PM

	· Adolescents
	· Group
	· Rockland
	· Wednesday      AM-PM

	· Elderly
	· Family
	· Connecticut
	· Thursday         AM-PM

	
	
	· Bronx
	· Friday             AM-PM

	
	
	· Long Island
	

	
	
	· New Jersey
	

	
	
	· Upstate, NY
	

	
	
	· Other
	





	Focus of Consultation: _____________________________________________________________________

	________________________________________________________________________________________

	________________________________________________________________________________________

	________________________________________________________________________________________

	________________________________________________________________________________________





	Do you have any special interest and/or requirements?  ___________________________________________

	________________________________________________________________________________________

	________________________________________________________________________________________

	________________________________________________________________________________________

	________________________________________________________________________________________




Please mail signed letter, application fee for $50, completed application, current license, and proof of malpractice insurance to:

Administrator
WCSPP
468 Rosedale Avenue
White Plains, NY 10605







Please submit:

· The attached Application Form
· $50 Application Fee
· A copy of the following
1. Current Curriculum Vitae
2. Graduate School Transcript
3. Copy of License
4. Copy of Certificate of Professional Liability Insurance
5. Transcript of any previous training in psychoanalysis or psychotherapy
6. Names and address of your personal psychotherapists or psychoanalysts.  Please include here and when each was certified as well as the frequency and dates of your treatment.
7. Names, addresses and telephone numbers of professional references who will send written recommendations directly to WCSPP.
· Two references for all programs – reference letters should be sent to WCSPP (see address below)


PLEASE SUBMIT REQUIRED DOCUMENTATION TO:

Administrator
WCSPP
468 Rosedale Avenue
White Plains, NY 10605

Thank you for your application.  You will receive an e-mail acknowledging receipt.  Once all materials have been received you will be contacted for interviews.  

FINANCIAL AID:  WCSPP is committed to offering financial assistance to candidates in all training programs.  Request for financial aid are handled by the Director of WCSPP in a confidential process.  Applications are available upon request. 

NOTICE OF NON-DISCRIMINATORY POLICY REGARDING STUDENTS:  WCSPP admits candidates of any race, color, sexual orientation, national and ethnic origin to all the rights, privileges, programs and activities generally accorded or made available to candidates at WCSPP.  It does not discriminate on the basis of race, color, sexual orientation, national and ethnic origin in administration of its educational or admissions policies and financial aid or other programs administered by WCSPP.

DISCLAIMER:  Statements in this brochure reflect WCSPP’s current determination of curses, programs, policies, tuition and fees.  Admission to specific programs is dependent on qualifications of the applicant.  WCSPP reserves the right to change its courses, programs, policies, tuition and fees subsequent to the publication of this brochure.  
image3.png
Creating Opportunites Since 1974




image1.png
Creating Opportunites Since 1974




image2.png
Creating Opportunites Since 1974




