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	International Institute for Trauma & Addiction Professionals

P.O. Box 2112

Carefree, AZ  85377

…Setting the standards in education for addiction professionals


	


Certified Sex Addiction Therapist (CSAT®)  

Associate Sex Addiction Therapist (ASAT®)

Training Application Form

This form must be completed and submitted prior to any aspect of the certification process.
 After opening the file in Word format, select "save" and name the file; complete the form in its entirety (note the blanks on the form expand as needed); re-save, and; email directly to Tami@IITAP.com or info@iitap.com .  
If you choose to complete the Adobe Acrobat version, please include any additional text on a separate piece of paper.  Hardcopies can be faxed to (480)595-4753, or mailed to P.O. Box 2112, Carefree, AZ  85377
	Section I:  Identifying Information 

	Complete the below section as you would like it to appear on certificates, the IITAP website, etc.  Please note that if any of your contact information changes, it is your responsibility to notify IITAP.

	Legal Name(Include Credentials)
	                                                               

	Preferred Name:
	     
	Check here if this is also the name you would prefer for the website.  FORMCHECKBOX 


	Former Name(s):
	     

	Social Security Number:
	     
	Date of Birth:
	     

	Home Address:
	     

	City:
	     
	State:
	     
	Zip:
	     

	Home Phone:
	     
	Cell Phone
	     

	      Agency/Employer #1:
	     

	Work Address #1:
	     

	City #1:
	     
	State #1:
	     
	Zip #1:
	     

	Office Phone #1:
	     
	Fax #1:
	     

	Email Address #1:
	     

	Website Address #1:
	     

	      Agency/Employer #2:
	     

	Work Address #2:
	     

	City #2:
	     
	State #2:
	     
	Zip #2:
	     

	Office Phone #2:
	     
	Fax #2:
	     

	Email Address #2:
	     

	Website Address #2:
	     


	Section II:  Education

	
	· What is your current level of education?
	 FORMCHECKBOX 
 Bachelors
	 FORMCHECKBOX 
 Masters
	 FORMCHECKBOX 
 M.D.

	
	
	 FORMCHECKBOX 
 PhD
	 FORMCHECKBOX 
 Other
	     

	
	
	

	
	Nationally Accredited Academic Institution
	
	Date Degree Conferred
	
	Provide copy of Diploma(s)

	
	     
	
	     
	
	 FORMCHECKBOX 


	
	     
	
	     
	
	 FORMCHECKBOX 


	
	     
	
	     
	
	 FORMCHECKBOX 


	
	     
	
	     
	
	 FORMCHECKBOX 


	
	     
	
	     
	
	 FORMCHECKBOX 


	
	
	
	
	
	


	Section III:  Workshops Attended

	
	· Have you attended any of Dr. Carnes’ workshops or other sex addiction workshops? If yes please list them below with the date and location.
	 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	
	
	
	

	
	Workshop
	
	Date
	
	Location

	
	     
	
	     
	
	     

	
	     
	
	     
	
	     

	
	     
	
	     
	
	     

	
	     
	
	     
	
	     

	
	     
	
	     
	
	     


	Section IV:  Licenses & Certifications

	
	· What professional certifications/licenses do you currently hold?

	
	
	
	

	
	License / Certification
	
	Date
	
	Provide copy of License(s)

	
	     
	
	     
	
	 FORMCHECKBOX 


	
	     
	
	     
	
	 FORMCHECKBOX 


	
	     
	
	     
	
	 FORMCHECKBOX 


	
	
	

	
	· Have you ever had a certification/license suspended, revoked, or ever received disciplinary action?
	 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	
	· If yes, please explain:

	
	
	·      


	Section V:  Professional Organizations & Memberships

	Please list any memberships in professional organizations, committees, societies, boards, clubs, etc., including types of membership (i.e., professional or associate), status (active or inactive), and dates of membership.

	
	
	
	

	
	Association / Society
	
	Type
	
	Dates
	
	Status

	
	     
	
	 FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Associate
	
	     
	
	 FORMCHECKBOX 
 Active    FORMCHECKBOX 
 Inactive

	
	     
	
	 FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Associate
	
	     
	
	 FORMCHECKBOX 
 Active    FORMCHECKBOX 
 Inactive

	
	     
	
	 FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Associate
	
	     
	
	 FORMCHECKBOX 
 Active    FORMCHECKBOX 
 Inactive

	
	     
	
	 FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Associate
	
	     
	
	 FORMCHECKBOX 
 Active    FORMCHECKBOX 
 Inactive

	
	     
	
	 FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Associate
	
	     
	
	 FORMCHECKBOX 
 Active    FORMCHECKBOX 
 Inactive

	Section Vi:  Clinical Experience

	
	What is your clinical experience and what are your clinical specialties?

	
	·      

	
	·      

	
	·      

	
	·      

	
	·      

	
	

	
	Please provide an updated Curriculum Vitae/Resume:
	 FORMCHECKBOX 
   Yes      FORMCHECKBOX 
 No


	Section Vii:  Supervision

	
	Do you currently receive clinical supervision?
	 FORMCHECKBOX 
   Yes      FORMCHECKBOX 
 No

	Supervisor Name:
	     

	Address:
	     

	City:
	     
	State:
	     
	Zip:
	     

	Phone:
	     
	Fax:
	     

	Email:
	     

	

	Section Viii:  Help Us Get to Know You…

	
	How did you hear about IITAP and the CSAT Program? 

·      

	
	

	
	Provide reasons why you want to become a CSAT:

	
	·      

	
	·      

	
	·      

	
	·      

	
	

	
	What do you believe you can offer the CSAT community? 

·      

	
	·      

	
	·      

	
	·      


	Section IX:  Required Documentation

	
	Make sure you have included the below items w/ your application:

	 FORMCHECKBOX 

	· Application

	 FORMCHECKBOX 

	· Copy of current license

	 FORMCHECKBOX 

	· Copy of current malpractice insurance certificate

	 FORMCHECKBOX 

 FORMCHECKBOX 

	· Degrees  - Copies of Diplomas (Digital photo can be e-mailed to tami@iitap.com )
· Official Transcripts (Sealed transcripts from the University sent directly to IITAP.)

	 FORMCHECKBOX 

	· Current CV/Resume

	 FORMCHECKBOX 

	· Application fee of $25.00 


I hereby authorize IITAP to conduct a criminal background search utilizing the above information, and I agree to pay the application fee of $25.00.
	Payment Information (Please print clearly))

	

	
	

	Payment Type:
	 FORMCHECKBOX 
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	 FORMCHECKBOX 
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	Check / Check #: 
	 FORMCHECKBOX 
 /

	
	 FORMCHECKBOX 
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	 FORMCHECKBOX 
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	Amount $

	
	

	
	
	
	

	Name on Card:
	     

	Card #:
	     
	VCode#:
	     
	Exp Date:
	     

	Billing Address:
	     
	City:
	     
	State:
	     

	Cardholder Signature:
	     
	Date:
	     

	Email Address:
	     


	If submitted electronically, by typing my initials, I agree to the above payment:
	Initials:  FORMCHECKBOX 

	Date:
	 FORMCHECKBOX 



	NOTE:  Please save this completed form and send directly to the IITAP office via email to Tami@IITAP.com or fax (480)595-4753.
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