EGPS Membership Directory Information Form

Fall 2009 update

PLEASE PRINT VERY CLEARLY!

(Please note that information is requested here only as the directory database will accept it; 

we acknowledge and apologize that the database may not accept information in the form you’d prefer)

Last Name:___________________________________________________     First Name:________________________________________

Highest professionally-related academic degree:_______________________________________________________________________

Check your primary mental health discipline:

(   Master’s level counselor/therapist

(   Social worker

(   Psychologist

(   Psychiatrist


(   Pastoral psychotherapist

(   Psychoanalyst

(   Psychiatric nurse

(   Other mental health discipline:________________________

Certifications, Credentials (such as CGP, LCAT, BCD, etc.):_______________________________________________________________

Are you an AGPA member?
(   Yes

(   No

Are you a CGP?   (   Yes

(   No

If an AGPA member, please indicate category of membership:

(   Clinical Member (CGP)

(   Associate Clinical Member

(   Adjunct Member


(   Fellow

(   New Professional

(   Research Member


(   Academic Member

(   Student/Resident Member

Home Address (if you want it included in the Directory):

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

City







State


Zip Code

First Office Address (if you want it included in the Directory)::

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

City







State


Zip Code

Second Office Address (if you have one and want it included in the Directory):

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

City







State


Zip Code

Email Address (if you want it included in the Directory):_________________________________________________.  

Phone: 
Office (if you want it included in the Directory):__________________________________________________.  


Home Office (this is the only way the database will label a second office number, if you want it included in the



 Directory):__________________________________________________.  



Home (if you want it included in the Directory): __________________________________________________.  

Fax (if you want it included in the Directory):   ________________________________________________________.


Website address (if you want it included in the Directory):_______________________________________________________. 

Do you have a private practice?   (  Yes
(  No

Are you affiliated with any agencies or institutions?     (  Yes
   (  No

Agency Affiliation(s) and Addresses:__________________________________________________________________________________

_________________________________________________________________________________________________________________

NAME:  _________________________________________________________.   GROUP #:  ________________ (You can list up to 4)

You may list up to four active groups in the on-line Directory.   Please print this page up to four times and submit a copy of it for each group you’d like to list.  In order for the database to accept the listing, there needs to be an answer to each question.  At the end, there is room for more specific information, which is optional.

(   Therapy group


(   Support group


  (   Training/Supervision

The group meets:

(   During the day

(   In the evening

(   Monday

(   Tuesday

(   Wednesday


(   Thursday

(   Friday

(   Saturday


(   Sunday

(   To be determined

The group meets in the following geographic area (select one):

(   Manhattan, below 14th Street

(   East side, 14th to 59th Streets

(   West side, 14th to 59th Streets

(   East side, above 59th Street

(   West side, above 59th Street


(   Queens

(   Brooklyn

(   Bronx

(   Staten Island

(   Long Island


(   Westchester

(   Rockland County

(   New Jersey

(   Connecticut

(   Outside the tri-state area

The membership of the group is (select one):

(   Adults

(   Children


(   Adolescents

(   Older Adults


(   Couples

The composition of the group is (select one):

(   Mixed gender


(   Females only


(   Males only

The functional level of the group is (select one):

(   High


(   Medium


(   Low

If the group has a specialized focus, select up to three of the following; if not, indicate “general.”

(   General

(   Addictions

(   Anxiety disorders

(   Bereavement

(   Diversity issues

(   Divorced/separated


(   Gay/lesbian/bisexual/transgender

(   Eating disorders

(   Major mental disorders

(   Medical issues

(   Medication management

(   Mood disorders


(   Parenting

(   Relationships

(   Social skills

(   Trauma

(   Other:______________________

Theoretical orientation of the group (select no more than two):

(   Cognitive-behavioral

(   Gestalt

(   Interpersonal


(   Psychoanalytic

(   Psychodrama

(   Psychodynamic


(   Systems theory

(   Twelve-step

(   Other:______________________

The group is led by (select one):

(   A female therapist

(   A male therapist


(   Female co-leaders

(   Male co-leaders


(   A female therapist and a male 
therapist

The group is (select one):

(   Time-limited

(   Open-ended

If the group is not adequately characterized using the above categories, you may add more specific information (of not more than 100 characters).  Examples include: “Anger management group,” or “Support group for caregivers of elderly parents,” or “Consultation group for addictions counselors.”  ____________________________________________________________________________________________

_______________________________________________________________________________________________________________

