[image: image1.wmf]Kansas City Play Therapy Institute , LLC 

A center for healing children & families

(913) 406-3059

email: denise@kcplay.com

Denise Filley, Director

APPLICATION 

KC PLAY THERAPY  CERTIFICATE PROGRAM

Please print or type   PLEASE ALLOW 3-4 weeks for review of application.

Date_______________________

Program start date you are requesting (circle one): 

     KC    August 2010    January 2011       ST LOUIS    September  2010(weekend only)  

       Omaha  Sept 2010     (weekend only)      Wichita  2011 (weekend only) 

Are you applying for : (choose one)

Weekly class ( Monday nights)  ___   Monthly class  (One weekend per month) _____   

Legal Name _____________________________________________________________



Last


First

Middle

Maiden

Preferred name:_____________________

Mailing Address: _________________________________________________________




Number & Street             City


State

Zip

Date of Birth_____________________________

Employer:_______________________________________________________________

Employer Address:________________________________________________________




Number & Street
   City


State

Zip

E Mail:____________________________________  Cell phone: (          )____________

Home Phone: (      )_____________________    Work Phone: (      )_________________

Your response to the following is optional: Gender:      Male_____     Female______       

Mental Health Experience:

Are you currently licensed in a mental health field?   Yes    No

What license(s) do you hold and license number(s): ______________________________

In what state(s) do you hold a license?_________________________________

How long have you had your license(s)?_____________________________

Do you currently work in the mental health field?  Yes   No  

Do you see children or families in your practice currently?   Yes   No

Please list below your mental health employment history for past five years:

	Name/Address

 of Employer
	Job Description
	Start date
	End date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Play Therapy Training & Experience

Have you had previous play therapy training?  Yes  No

If yes, Please list ALL Play therapy trainings, date attended,  hours received, who sponsored and their APT provider #:

	Workshop title
	Date attended
	Sponsor
	Hours received
	APT provider #

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Workshop title
	Date attended
	Sponsor
	Hours received
	APT provider #

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


**If you are uncertain if a training will count towards APT requirements you can contact APT for clarification. 

Have you previously received play therapy supervision?  Yes   No

If yes, was it done by an RPT-S?   Yes  No   

Name of RPT-S Supervisor: ___________________________________________

If yes, how many hours of supervision in play therapy have you completed? ________

If yes, how many direct service hours in play therapy have you completed? _________

Program Components:

Please mark the components in which you are interested in participating: 

· Full program (Classes, practicums, supervision)

· Module only (One or more)

· Supervision only 

· Supervisors class to become an RPT-S

· Graduate credit for classes

· Some modules and supervision

Briefly explain why you want to participate in this program:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List below all colleges and universities attended:

	Institution
	Location
	Degree
	Year
	Major

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


You will need to provide a copy of your license(s) to us and have a copy of your transcripts sent to us from your school, graduate and undergraduate. It does not have to be an official transcript..

Please provide the names of three people who will be completing your recommendation forms. Each person should be one who knows you well, has knowledge of your work and can comment on your ability to do academic and play therapy work.  Reference forms will be provided to you to submit to those listed below after processing of application.

Name: __________________________________________Phone_______________


Address: _______________________________________________________

Name: __________________________________________Phone_______________


Address:_______________________________________________________

Name: __________________________________________Phone_______________


Address:_______________________________________________________

Send all forms and transcripts to:

Denise Filley, Director, KC Play Therapy

8015 Sante Fe, Overland Park, KS 66204

Email: denise@kcplay.com
I certify to the best of my knowledge that all statements made in this application are both true and complete.

Date______________

Signature of Applicant__________________________________________
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