
Elective in Psychodynamic Psychiatry Application 

Requested Dates:  First Choice_______________  Second Choice______________  Third Choice______________  

Name________________________________________________________________________________________ 
Last First M.I.

Address_____________________________   _________________________       _______ _____________
Street City State Zip Code 

TraininŐ Leǀel    ප Medical Student       □ Resident

Phone η 

�Ͳmail 

�est time to call you 

Educational �acŬŐroƵnd͗ Post 'radƵate͕ 'radƵate͕ and Undergraduate 
 StartinŐ ǁith your most recent traininŐͬschool͕ proǀide the ĨolloǁinŐ inĨormation: 

draininŐͬ^chool  
;/nclƵde �ity and ^tateͿ 

zears
�ompleted 

�ompleted Area oĨ ^pecialiǌation 
DaũorͬDinor 

    DeŐree____________________ 
    CertiĨicate_________________ 
    Kther_____________________

    DeŐree____________________ 
    CertiĨicate_________________ 
    Kther_____________________
    DeŐree____________________
    CertiĨicate_________________
    Kther_____________________

^Ŭills and YƵaliĨications͗ Summariǌe any additional clinical͕ academic͕ research͕ or other eǆperiences that 
you Ĩeel are releǀant to your learninŐ role in psychodynamic psychiatry ʹ you also may include a description oĨ 
ǀeriĨiaďle ǀolunteer ǁorŬ perĨormed. 

List the name and telephone numďer oĨ the person most immediately responsible for your psychiatric education͘ 

Eame ditle                  Zelationship to You            delephone 

SchoolͬWroŐram 

Address:   

Whone η    

Faǆ η   

�ll�coŵƉleted�ŵaterialƐ�ƐŚould�ďe�ŵailed�to͗�
Austen RiŐŐs Center͕ cͬo Kathie Young͕ Ϯϱ Main Street WK �oǆ ϵϲϮ͕ StocŬďridŐe͕ MA  ϬϭϮϲϮ or 

Kathleen.Young@austenriggs.net

Preferred pronouns (optional)

Emergency Contact 

Name  Zelationship  to You           delephone  Alt Contact 
ϭ

mailto: kathleen.young@austenriggs.net


dhe ĨolloǁinŐ docƵmentation is necessary Ĩor processinŐ yoƵr application͗ 

_____  Completed application
_____  WrooĨ oĨ upͲtoͲdate WWD test OR Recent chest X-Ray documentation
_____  Proof of COVID-19 vaccination or medical exemption

_____  Current curriculum ǀitae 
_____  Wersonal statement reŐardinŐ your interest in the electiǀe ;ϱϬϬ ǁords or lessͿ 

�ll�coŵƉleted�ŵaterialƐ�ƐŚould�ďe�ŵailed�to͗�
Austen RiŐŐs Center͕ cͬo Kathie Young͕ Ϯϱ Main Street WK �oǆ ϵϲϮ͕ StocŬďridŐe͕ MA  ϬϭϮϲϮ, or
Kathleen.Young@austenriggs.net

Applicant ^tatement 
/ certiĨy that all inĨormation / haǀe proǀided is true͕ complete and correct͘ 

/ eǆpressly authoriǌe͕ ǁithout reserǀation͕ the Austen RiŐŐs Center to contact and oďtain inĨormation Ĩrom all 
reĨerences ;personal and proĨessionalͿ͕ employers͕ puďlic aŐencies͕ licensinŐ authorities and educational institutions and to 
otherǁise ǀeriĨy the accuracy oĨ all inĨormation proǀided ďy me in this application͕ resume or interǀieǁ͘  / hereďy release 
such indiǀiduals Ĩrom any and all liaďility Ĩor damaŐes arisinŐ Ĩrom ĨurnishinŐ the requested inĨormation͘ 

/ understand that this electiǀe is part oĨ my educational traininŐ and that / shall not ďe considered an employee oĨ the Austen 
RiŐŐs Center iĨ / shall ďe selected to participate in the electiǀe͘ 

/ understand that any inĨormation proǀided ďy me that is Ĩound to ďe Ĩalse͕ incomplete or misrepresented in any respect͕ ǁill ďe 
suĨĨicient cause to ;iͿ eliminate me Ĩrom Ĩurther consideration͕ or ;iiͿ may result in my immediate discharŐe Ĩrom the 
electiǀe͕ ǁheneǀer it is discoǀered͘ 

/ certiĨy that / haǀe read͕ Ĩully understand and accept all terms oĨ the ĨoreŐoinŐ Applicant Statement͘ 

Applicant SiŐnature ___________________________________________________Date ________ͬ_________ͬ__________ 

do �e �ompleted ďy ^tƵdent͛s �ean͛s KĨĨice or AƵthoriǌed ^chool KĨĨicial 
The aďoǀe studentͬtrainee is currently enrolled and is in Őood standinŐ at this institution͘ 

The aďoǀe student has completed a core clinical clerŬship in psychiatry͘ 

The student does haǀe personal health insurance͘ 

Malpractice insurance is in eĨĨect ǁhile the student is aǁay Ĩrom hisͬher school or traininŐ proŐram͘ 

;Copy oĨ malpractice certiĨicateͿ or Ψ_______________ per occurrence ͬ Ψ_______________ aŐŐreŐate͘ 

The studentͬtrainee completed ,/WAA TraininŐ͘  Date________ͬ_________ͬ__________ ͘ 

The studentͬtrainee has completed uniǀersal precautions ;KS,AͿ proŐram͘  Date________ͬ_________ͬ__________ ͘ 

The studentͬtrainee is authoriǌed to taŬe this electiǀe throuŐh this oĨĨice͘ 

Name: ______________________________________    Date:  ________ͬ_________ͬ__________ 

 Title:  _______________________________________   SiŐnature__________________________________ 

;School SealͿ 

Elective in Psychodynamic Psychiatry Application͕ cont͘

Ϯ

 Name________________________________________________________________________________________ 
Last First Middle 

mailto: kathleen.young@austenriggs.net
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