MSAPCB  Clinical Supervision Training Form
NORTHWEST REGION
Date and Time: 
Feb. 16, 2010 10:00 am - 5:00 pm & Feb. 17-18, 2010 8:30 am - 4:30 pm

Location: 



Family Guidance, 724 N. 22nd, St. Joseph, MO 64506 
 
CENTRAL REGION

Date and Time: 
Feb. 17, 2010 10:00 am - 5:00 pm & Feb. 18-19, 2010 8:30 am - 4:30 pm

Location: 



POJC, 1126 W. Miller, Jefferson City, MO 65109 




SOUTHEAST REGION
Date and Time:

March 10, 2010 10:00 am - 5:00 pm & March 11-12, 2010 8:30 am - 4:30 pm

Location:



Comm Counseling Ctr, 402 S Silver Springs Rd, Cape Girardeau MO  63703

**************************************************************************************************************************************Registration Fee:
$100.00



Contact Hours:
21 Hours, approved by MSAPCB
Cancellations:

MUST be done 1 week before the training to receive a refund of the registration fee 

Confirmation:

By e-mail
To register: 
Please print your information below and return this form and registration fee to:  
· For checks or money order payments mail to: MSAPCB, PO Box 1250, Jefferson City MO  65102
· For any other payments fax form to (573) 522-2073 or e-mail to jennifer.houston@dmh.mo.gov
· For information call (573) 751-9211.
****************************************************************************************************************
Name_________________________________________________________________________

 Address: ______________________________________________________________________

 City, State, Zip: _________________________________________________________________

 Home: (_______)_________-_______________ Work: (_______)__________-_______________

 Cell: (_______)___________-_______________ Fax: (_______)___________-_______________

 Place of Employment: ____________________________________________________________

 Email address:__________________________________________________________________

 Please indicate your credential(s):
1. CSAC II:
_____

2.
CASAC:
_____

3.
CCJP:

_____

4
RSAP:

_____

5. RSAP-P:
_____

6.
CCDP:

_____

7.
CCDP-D:
_____

8.
LCSW:

_____

9. LPC:


_____

10.Lic Psych:
_____

11. SQP:

_____

12. SQP-R:
_____
*************************************************************************************************************** 

Circle one:
Check

Money Order

Agency Paying

PO ________________________

Discover
Visa


Mastercard

State Credit Card    

 

Credit Card Number_____________-_____________-______________-______________ 
Expiration Date_______/________
