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Doctor Emel Stroup, ABPP, ACT
Board Certified in Clinical Psychology

Certified Cognitive Therapist

Application Form




___ Clinical Interview and Therapy Skills



___ Cognitive Therapy



___ Supervision
Name:
__________________________________________________

Address:
__________________________________________________



__________________________________________________

Education level (Doctorate, Master's, Bachelor's):
___________________

Work phone:
_________________________

Home phone:
_________________________

Mobile phone:
_________________________

E-mail address:  ________________________________________________

Professional field:   
_____  Psychologist
_____  Psychiatrist




_____  Medical Doctor
_____  Nurse




_____  Other mental health professional:  ___________




_____  Other:  ___________________________

Where do you work? 
_______________________________________

What is your job title?
_______________________________________

Please describe your work responsibilities and activities:  ______________

 ___________________________________________________________

 ___________________________________________________________

What is your level of experience as a psychotherapist?

  ___  Beginner   ___  Average   ___  Advanced

How many patients do you see each week?  __________________________

Please describe your experience as a therapist: ________________________

 ____________________________________________________________

 ____________________________________________________________

Do you use Cognitive Therapy?  ___  No     ___ Yes: With what psychological or 


psychiatric disorders? ______________________________________

 ___________________________________________________________

Have you read any books on Cognitive Therapy?  ___  No    ___  Yes: Which ones?


_____________________________________________________________

    
_____________________________________________________________


_____________________________________________________________

Have you received any training in Cognitive Therapy?  ___  No     ___ Yes: Please describe this training (where, by whom, what subjects were covered):

 ___________________________________________________________________

 ___________________________________________________________________

 ___________________________________________________________________

 ___________________________________________________________________

If there is any further information about your professional experience or education you would like to share with us, please describe it below:

 ___________________________________________________________________

 ___________________________________________________________________

 ___________________________________________________________________

Please email this form to egitim@cbtistanbul.com.
Doctor Emel Stroup
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