APPLICATION TO THE CHILD/ADOLESCENT PSYCHOANALYTIC PROGRAM FOR DENVER INSTITUTE GRADUATES IN ADULT PSYCHOANALYSIS:

NAME:  ______________________________________________________________________

ADDRESS: ___________________________________________________________________

PHONE:  W) _______________________________ H) ________________________________

EMAIL:  _____________________________________________________________________

I.
EDUCATION (Pre-psychoanalytic)


1.  Medical or other graduate degree ____________________  Year  _______________


     College ________________________________________  Year  ________________


2.  Certification by American Board (or other Professional Boards)


     ____________________________________________________________________

II.
PSYCHOANALYTIC EDUCATION – ADULT


1.  Personal analysis by ____________________ # hrs. _____ Year _______ to _______


2.  Training analysis by ____________________ # hrs. _____ Year _______ to _______


3.  Matriculation – Institute ______________________________________ Year _______


4.  Supervision – Year begun _______



Case #
Supervising Analyst




# hrs. in supervision


     A. _______
____________________________________
_________________


     B. _______
____________________________________    _________________


     C. _______
____________________________________    _________________


     D. _______
____________________________________    _________________


     E. _______
____________________________________    _________________


     F. _______
____________________________________     ________________


     G. _______
____________________________________    _________________

5.  Graduate – Institute _______________________________________  
Year  _______


6.  Membership in Affiliate Society ______________________________  
Year  _______


7.  Membership in the American Psychoanalytic Association  _________  
Year  _______


8.  Appointed as Training Analyst  ______________________________  
Year  _______


9.  Appointed as Supervising Analyst ____________________________  
Year  _______


10. Post-graduate education (such as Study Groups, CAPS, etc.)



____________________________________________________  
Years ______



_____________________________________________________
Years ______



_____________________________________________________ 
Years ______

III.
PSYCHOANALYTIC ACTIVITY – ADULT


1.  Institute teaching assignments



A.  _________________________________________________
Years ______



B.  _________________________________________________
Years ______



C.  _________________________________________________
Years ______


2.  Institute committees and offices



A.  _________________________________________________ 
Years ______



B.  _________________________________________________
Years ______



C.  _________________________________________________
Years ______


3.  American Psychoanalytic Association committees and offices



A.  _________________________________________________ 
Years ______



B.  _________________________________________________
Years ______



C.  _________________________________________________ 
Years ______


4.  International Psycho-Analytical Association committees and offices



A.  _________________________________________________
Years ______



B.  _________________________________________________
Years ______



C.  _________________________________________________
Years ______

IV.  CLINICAL TRAINING, child and adolescent (include internships, fellowships, postgraduate, continuing education, supervision).

V.  TEACHING AND SUPERVISION experience, child and adolescent (settings and dates, position, duties, courses).

VI.   PATIENT INFORMATION:  Please list the average number of patients seen per week in each of the past 3 years spent doing psychoanalytic therapy or adult psychoanalysis.



Year

Dx/Problem



1x/wk.
   2x/wk.   3x/wk.  4x/wk.

Adult

_______
_________________________
______ ______ ______ _____



_______
_________________________
______ ______ ______ _____



_______
_________________________
______ ______ ______ _____

Adolescent
_______
_________________________
______ ______ ______ _____



_______
_________________________
______ ______ ______ _____



_______
_________________________
______ ______ ______ _____

Child

_______
_________________________
______ ______ ______ _____



_______
_________________________
______ ______ ______ _____



_______
_________________________
______ ______ ______ _____

VII.  CLINICAL EXPERIENCE

A.  What have been your experiences with clinical work with children and adolescents?

B.  Have you had non-clinical experiences with children and adolescents which you believe would be relevant to this application?

VIII.  CASE SUMMARY  Please include a 2-page (minimum) summary of a child or adolescent case you’ve worked with in depth, describing the process of treatment, problems as they occurred and were dealt with, and transference and countertransference issues.







____________________________________________







Signature







____________________________________________







Date

Please Enclose:
1) $150 application fee




    Check made payable to:  The Denver Institute for Psychoanalysis.




2) Copy of medical or specialty license




3) Copy of malpractice insurance coverage page




4) Case summary

Please mail to:  
The Denver Institute for Psychoanalysis




Mail Stop F478



12469 E. 17th Place



Aurora, CO 80045

ADDENDUM:

MALPRACTICE AND ETHICS INFORMATION

1) Have your clinical privileges ever been suspended or withdrawn?

 
  YES   
  NO  (If yes, please explain on the next page)

2) Have any malpractice claims ever been made against you, including claims currently pending, 

Or settled, and that have resulted in judgements against you?

 
  YES   
  NO  (If yes, please explain on the next page)

3) Has your professional license ever been revoked, suspended, or had limitations put on it?

 
  YES   
   NO  (If yes, please explain on the next page)

4) Within the past 5 years, have you ever resigned, been suspended or excluded from the staff of any hospital or professional organization because of problems related to the loss/restriction of privileges?

 
  YES   
   NO  (If yes, please explain on the next page)

5) Has your DEA license ever been suspended or revoked?

 
  YES  

  NO  (If yes, please explain on the next page)

6) Have you ever been denied professional liability insurance?

 
  YES   
  NO  (If yes, please explain on the next page)


______________________________________________ 
_________________



Signature






Date

PLEASE EXPLAIN ANY “YES” ANSWERS IN DETAIL ON THIS PAGE:


THE DENVER INSTITUTE FOR PSYCHOANALYSIS

Affiliates of the Department of Psychiatry
University of Colorado Denver, School of Medicine
CHILD/ADOLESCENT 

PSYCHOANALYTIC PROGRAM

(4-YEAR)

(for graduates of the Denver Adult Psychoanalytic Program)

Mailing Address:
The Denver Institute for Psychoanalysis
Mail Stop F478
12469 E. 17th Place

Aurora, CO 80045
(303) 724-2666
Fax:  (303) 724-2668

[email:  lin.borden@ucdenver.edu]

[website:  www.denverpsychoanalytic.org]

(For Office Use)

 




Date Appl. Received:  	   





 Appl. Fee Received:





          Ref. Received:

















    License Received:





      Malpractice Ins.:








5
8

