VA BOSTON PSYCHOLOGY

POSTDOCTORAL FELLOWSHIP TRAINING PROGRAM

For Admission to the 2009- 2010 Training Class





        Revised Form
	1
	Last Name
	First and Middle Names
	2
	Social Security Number

	
	     
	             
	
	    -    -     

	3
	Mailing Address
	4
	Phone numbers (include area code)

	
	     
	
	Office
(   )            Ext.      

	
	City
	State
	ZIP Code
	
	
	

	
	     
	  
	      -     
	
	Home
	(   )          

	5
	E-mail Address

     
	6
	Sex

Male    FORMCHECKBOX 
    Female    FORMCHECKBOX 

	7
	Are you a U.S. citizen?

Yes    FORMCHECKBOX 
      No    FORMCHECKBOX 



Education

	
	Please provide the following information on the colleges and universities from which you have received a degree.

	8
	Doctorate-Granting University
	APA Accreditation
	Program Area
	Degree 
	Month/Year

	1)
	     
	
	
	
	
	Received

	
	City
	State
	ZIP Code
	Yes
	No
	Clinical   FORMCHECKBOX 
  Counseling   FORMCHECKBOX 

	     
	     

	
	     
	  
	      -     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other:          
	
	

	
	Name of Graduate Program Director (required)
	Phone Number
	
	
	

	
	     
	(   )            Ext.      
	

	
	Masters-Granting University
	
	Program Area
	Degree 
	Month/Year

	2)
	     
	
	
	Received

	
	City
	State
	ZIP Code
	
	Clinical   FORMCHECKBOX 
  Counseling   FORMCHECKBOX 

	     
	     

	
	     
	  
	      -     
	
	Other:          
	
	

	
	Baccalaureate-Granting College/University
	
	
	
	Degree 
	Month/Year

	3)
	     
	
	
	
	
	Received

	
	City
	State
	ZIP Code
	
	
	
	     
	     

	
	     
	  
	      -     
	
	
	
	
	

	9
	Pre-doctoral Internship

	
	Name of Internship
	APA Accreditation
	Specialty Area (if any)
	
	Month/Year

	
	     
	
	
	
	
	Completed

	
	City
	State
	ZIP Code
	Yes
	No
	       
	
	     

	
	     
	  
	      -     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	

	
	Name of Internship Director (required)
	Phone Number
	
	
	

	
	     
	(   )            Ext.      
	
	


Training Programs

	10
	To which of the following are you applying for admission?  If more than one, please order them using “1” for MOST Preferred, “2” for Next Most Preferred, etc.  This information is used for routing purposes.
   
Geropsychology

   
Medical Psychology
   
Posttraumatic Stress Disorders
   
Primary Care/Suicide Prevention
   
Substance Abuse Treatment Program
   
Returning Veterans and Substance Use

   
Neuropsychology (Geriatric Emphasis)

   
Neuropsychology (Polytrauma/Rehab)
	
	11
	Please respond to the following items by checking the appropriate box:

 Yes
 No

   FORMCHECKBOX 
        FORMCHECKBOX 

Do we have your consent to call your references?  

   FORMCHECKBOX 
        FORMCHECKBOX 

Would you be available for personal interview (at your expense)?

   FORMCHECKBOX 
        FORMCHECKBOX 

Will you have completed all Doctoral Degree requirements by 7/1/09?*

 

Date/Expected Date:             
   FORMCHECKBOX 
        FORMCHECKBOX 

Will you have graduated by 7/1/09?    



 Date/Expected Date:            

* Note: 
ALL doctoral degree (academic, administrative, clinical) requirements MUST be completed no later than July 1, 2009.  Acceptance into the Consortium is dependent upon meeting this criterion.  Please see Training Brochure for additional information.

	12
	Dissertation Title:       


