

APPLICATION TO PSYCHOTHERAPY CONSULTATION SERVICES


	Name
	Degree
	

	__________________________________________
	__________
	

	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: 	1) completed application 
2) application fee of $50 
3) copy of current license 
4) proof of professional liability insurance 

Linda Futterman, Ph.D.
17 Cherry Avenue
Larchmont, NY 10538
[bookmark: _GoBack]
Thank you for your application.  You will receive an e-mail acknowledging receipt. 
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