Application
Social Therapy as Clinical Practice

Date______________________



Name ________________________________________________________________

Address_______________________________________________________________

City___________________________________ State__________________________

Zip/Postal Code____________ Country______________________________________

Telephone (home)________________________ (work)_________________________

(cell)_______________________________ (fax)_______________________________

Email address__________________________________________________________

Profession and Current Employment ________________________________________

______________________________________________________________________


EDUCATION (BACHELOR’S AND ABOVE)

Institution______________________________________________________________

Years Attended_____________Degree____________________________________________

Department and/or Concentration_________________________________________________


Institution______________________________________________________________

Years Attended_____________Degree____________________________________________ 

Department and/or Concentration_________________________________________________


Institution______________________________________________________________

Years Attended_____________Degree____________________________________________ 

Department and/or Concentration_________________________________________________


PROFESSIONAL EXPERIENCE 


Institution____________________________________________________________________

Title/Position__________________________________________________________________

Dates__________________________


Institution_____________________________________________________

Title/Position__________________________________________________

Dates__________________________


Institution_____________________________________________________

Title/Position__________________________________________________

Dates__________________________



RELATED PROFESSIONAL INFORMATION


Professional licenses or certificates ___________________________________


Areas of interest______________________________________


DESCRIBE YOUR CURRENT AND PRIOR EXPERIENCES 











B. WORKING WITH GROUPS


You may attach additional pages.

REFERENCES
List two professional references we may contact regarding your application.

Name:
Title:
Institution/Organization:
Address:
Phone:
Email:

Name:
Title:
Institution/Organization:
Address:
Phone:
Email:






Date:_______________________ Signature:_____________________________


Please copy into a document and email, fax or mail completed and signed application to Melissa Meyer at mmeyer@eastsideinstitute.org, 718-797-3966, or Melissa Meyer, Programs Coordinator, East Side Institute, 920 Broadway, 14th floor, New York NY 10010. Hand written applications will not be accepted.
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