
APPLICATION FOR MEMBERSHIP

THE DENVER PSYCHOANALYTIC SOCIETY

NAME _____________________________________ BIRTHDATE (Optional)________________

MARITAL STATUS(Optional) _________ NAME OF SPOUSE/PARTNER(Optional)______________

ADDRESS (Check either office or home as preferred mailing address)

 FORMCHECKBOX 
OFFICE: ________________________________ OFC.PHONE _____/_______-___________

                ________________________________         FAX     _____/_______-___________

 FORMCHECKBOX 
HOME:   _______________________________​_HM.  PHONE _____/_______-___________

                ________________________________

PROFESSION/SPECIALITY ________________________________________________________

CURRENT POSITION _____________________________________________________________

MEDICAL OR PROFESSIONAL LICENSURE (States and dates/current status)

______________________________________________________________________________

______________________________________________________________________________

SPECIALTY BOARD CERTIFICATION (Board and Date) _________________________________

______________________________________________________________________________

PROFESSIONAL ASSOCIATIONS & SOCIETIES ________________________________________

______________________________________________________________________________

______________________________________________________________________________

HOSPITAL OR ACADEMIC APPOINTMENTS __________________________________________

______________________________________________________________________________

AWARDS OR RECOGNITIONS ______________________________________________________

______________________________________________________________________________

PSYCHODYNAMIC COURSES/LECTURES ATTENDED OVER PAST YEARS ____________________

______________________________________________________________________________

______________________________________________________________________________

PROFESSIONAL PAPERS WRITTEN OR PRESENTED ____________________________________

______________________________________________________________________________

______________________________________________________________________________

RESEARCH EFFORTS _____________________________________________________________

______________________________________________________________________________

COMMUNITY INVOLVEMENT ______________________________________________________

______________________________________________________________________________

EDUCATION (Please give name and address of institution, dates of attendance, degree or certificate received and date of graduation/completion.)


UNDERGRADUATE _________________________________________________________


_________________________________________________________________________


MEDICAL OR GRADUATE SCHOOL ____________________________________________


_________________________________________________________________________

INTERNSHIP ______________________________________________________________


_________________________________________________________________________


RESIDENCY OR POST-GRADUATE TRAINING ____________________________________


_________________________________________________________________________


PSYCHOANALYTIC TRAINING ________________________________________________


_________________________________________________________________________


OTHER PERTINENT EDUCATIONAL EXPERIENCES ________________________________


_________________________________________________________________________

You are invited to submit a copy of your Curriculum Vitae.

REFERENCES:  (Please list names and addresses of three individuals in your profession WHOM YOU HAVE CONTACTED to write to us regarding your professional experience and personal qualities.  If possible, have at least one be a Society member.)

1. ___________________________________________________________________________

    ___________________________________________________________________________

2. ___________________________________________________________________________

    ___________________________________________________________________________

3. ___________________________________________________________________________

    ___________________________________________________________________________

Have you ever been disciplined or is any matter pending, or have you had your professional license suspended, limited, or revoked by any state or licensing agency? __________________

Have you ever been disciplined, suspended, or had your membership revoked by any professional society? _____________________________

(If you have answered yes to either of the above questions, please attach a separate sheet of explanation.)

In submitting this application, the applicant acknowledges that he or she has read and agrees to abide by the Principles on Ethics of the American Psychoanalytic Association and any additional standards adopted by The Denver Psychoanalytic Society as said principles and standards may exist from time to time.





Signature _______________________________________________





Date ___________________________________________________

Submit application to: (mail or fax)


The Denver Psychoanalytic Society


Mail Stop F478

12469 E. 17th Place


Aurora, CO 80045

Fax:  303-724-2668
  
Phone 303-724-2666
(Dues: Active/Associate:  $250; Affiliate/Special Student rate:  $100; Special non-student: $125)
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