
   
1841 Broadway (on 60th St.), 4th Floor, New York, NY 10023-7603 

Phone 212-333-3444 Fax  212-333-5444 
Email csab@icpnyc.org   web www.csabnyc.org

       

Dear Colleague,   

The Center for the Study of Anorexia and Bulimia, a division of the Institute for 
Contemporary Psychotherapy, is currently accepting applications for our Two Year 
Training Program in the Theory and Treatment of Eating Disorders. Eligible 
applicants must have a graduate mental health degree, a state license and malpractice 
insurance, and be actively conducting psychotherapy.   

If you would like to apply, please complete the attached forms and return them with a 
$50.00 application fee.  Please arrange to have two letters of reference mailed to us.  
Upon receipt your application will be reviewed by members of the CSAB Executive 
Committee.  Eligible applicants will be contacted to schedule interviews with CSAB 
supervisors and faculty members.   

We look forward to hearing from you!    

Sincerely,     

Sarah Berkowitz 
CSAB Program Administrator    

http://www.csabnyc.org


 
CENTER FOR THE STUDY OF ANOREXIA AND BULIMIA 

1841 Broadway, 4th floor 
New York, NY  10023 

 (212) 333-3444 

APPLICATION FOR SPECIALTY TRAINING PROGRAM 
IN THE PSYCHOTHERAPY OF EATING DISORDERS 

  
Name:  _____________________________________________  Date of Birth__/__/__  

Address (Home):  ___________________________________  Phone:______________ 

_________________________________________________________  

Address (Office):  ___________________________________  Phone:______________ 

________________________________________________________  

Email Address:  _________________________________________________________  

Social Security 
Number:___________________________________________________  

How did you hear about our program?_____________________________________  

Graduate Educational Record

   

School  Dates  Major  Degree 
Date 

Graduated 

                   

Postgraduate Training

  

Institution Courses 

          

New York State License/Certificate Number:_________________________________ 
If none, check here:
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Professional Experience

 
(Attach Resume and use this form)  

Please report current experience first:  

Name of Institution:______________________________________________________  

Address:________________________________________________________________  

Starting Date:_________________________Ending Date:_______________________  

Hours per week:_______________________Total hours:________________________  

Name of Supervisor:____________________Total hours:_______________________  

Please describe the nature of your work performed at this institution, (e.g., 
diagnosis, individual/group therapy, etc.), the volume of patients seen, the nature of 
the patient population, (e.g., adults, children, adolescents, families), the average 
length of treatment for patients seen in psychotherapy, and the general orientation 
of your work at this institution. 
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

If additional space is needed, please attach.  
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Psychotherapy Practice

  
Are you currently in private practice?   Yes   No  

Are you currently working in an agency?   Yes   No    

If yes, please 
name________________________________________________________  

If yes, when did you begin?  _______________________________________________  

Approximate hours per week: Individual ______ Group _______Other _________  

Is your work supervised?   Yes   No   Yes, in the past  

Please indicate the names of supervisors and dates of supervision of your 
psychotherapy experience:  

Name:___________________________________________From:_________to_______  

Name:___________________________________________From:_________to_______  

Name:___________________________________________From:_________to_______  

Please describe the work you do in your psychotherapy practice, including 
information on the nature of your patients (e.g., age range, diagnostic categories), 
the duration of treatment, and your work’s general orientation. Attach if necessary. 
________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

Total number of hours worked in psychotherapy—Individual: _____Group: ______ 
-5- 



  
Psychotherapy Experience (Continued)  

Please indicate in the space provided below the reasons for your interest in the 
treatment of eating disorders, as well as any experience you may have had working 
with anorexics, bulimics or compulsive overeaters.  

________________________________________________________________________ 

_______________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________  
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Personal Psychotherapy

   
Please list your most recent therapist first:  

Therapist________________________________  Dates:________ Hrs\Wk:________  

Therapist_______________________________   Dates:_________ Hrs\Wk:________  

Therapist_______________________________   Dates:_________ Hrs\Wk:________   

Professional Affiliations

  

1. _____________________________________________________________________ 

2. _____________________________________________________________________ 

3. _____________________________________________________________________ 

4. _____________________________________________________________________ 

References

  

Please list the names, addresses, and titles of two supervisors familiar with your 
clinical work, and request that each send us a letter of recommendation.  

1. _____________________________________________________________________ 

2. _____________________________________________________________________  

Please tell us how you learned about our training program. 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________   

Signature__________________________________________ Date:________________    
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