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APPLICATION FOR ADMISSION 
 

to the 
 

 
ADVANCED TRAINING PROGRAM IN 

CHILD AND ADOLESCENT 
PSYCHOTHERAPY 

 
 
 
 
 
 

 
 
 

 
Name:         
 
 
 
 
Application Deadline: May 15 
 



 
Name in Full ______________________________________________________________________ 

  (last)    (first)     (middle) 

Address: (indicate preferred mailing address) 

Office:  ______________________________________________________________________ 

  _______________________________________________Telephone_______________ 

  Email Address       

Home:  ______________________________________________________________________ 

  _______________________________________________Telephone_______________ 

 

Academic Degrees (college, graduate school, dates of graduation) 

  ______________________________________________________________________ 

  ______________________________________________________________________ 

 

Clinical Training (in psychiatry, psychology, social work, counseling, psychiatric nursing, 

   include full names and addresses of supervisors; give dates.  Please specify 

   child and adolescent training.  Attach separate sheet if necessary). 

  ______________________________________________________________________ 

  ______________________________________________________________________ 

  ______________________________________________________________________ 

  ______________________________________________________________________ 

 

Current Employment (include full names and addresses of supervisors; give dates) 

Place of work, nature and description of position: __________________________________________ 

  ______________________________________________________________________ 

  ______________________________________________________________________ 

 

  Current number of patients seen by you in child and adolescent psychotherapy: _______  

  Types of patients seen: ____________________________________________________ 

 

Other Professional Interests and Activities  (e.g. research, teaching, community work) 

      (include publications and reprints if possible) 

  ______________________________________________________________________ 

  ______________________________________________________________________ 

  ______________________________________________________________________ 

 

Professional Licensure (State and Date) ______________________________________________ 

Specialty Board Certification (Date) ______________________________________________ 

Malpractice Insurance - Required - Indicate Current Coverage _____________________________ 



Citizenship __________________________________.  If noncitizen, what is your present status and what are your future 

plans regarding permanent residence and citizenship? 

 

 ___________________________________________________________________________________ 

 

 What psychiatric and psychological treatment have you had? (please include names, type and dates)  
 

 ___________________________________________________________________________________

 ___________________________________________________________________________________

 ___________________________________________________________________________________ 

 

Professional References (applicant is responsible for requesting that his or her references send letters to this office) 

 ___________________________________________________________________________________ 

 (name)    (address) 

 ___________________________________________________________________________________ 

 (name)    (address) 

 ___________________________________________________________________________________ 

 (name)    (address) 

 ___________________________________________________________________________________ 

 

On an attached piece of paper, please provide a personal statement as to your interest in training in one to two pages in 

length. 

 

This form should be returned with a non-refundable application fee of $25.00. 

 

I hereby authorize the Program in Psychoanalytic Studies of the Boston Psychoanalytic Society and Institute, Inc. to write 

to or call any of the above references and supervisors in the application for information about my qualifications, and 

hereby release BPSI, its officials, employees, and agents from any and all liability in connection with the acquisition and 

use of said information. 

 

___________________________ 

Signed 

 

___________________________ 

Date 
The Boston Psychoanalytic Society and Institute, Inc. (BPSI) does not discriminate on the basis of race, creed, color, sex, age, national origin, 

handicap, or sexual preference in admissions, administration of its education programs, scholarship and loan programs, and employment. 


