ASSOCIATION for BEHAVIORAL AND COGNITIVE THERAPIES ( ABCT)
ABCT SPECIAL INTEREST GROUP PROGRAM

GROUP-IN-FORMATION APPLICATION

1.  Name of proposed Special Interest Group:














2.  Names and titles of officers:  a.
















b.























c.






















d.






















3.  Name, Address, Phone, Fax and E-Mail Numbers of group President or  ABCT Liaison:

4.
a.  Current number of members:

















b.  Number of members who are also ABCT members:












c.  Number of members by profession:



Psychologists



Psychiatrists



Nurses


Physicians


Academia



Social Workers



Paraprofessionals


Students



Other



d.   Membership dues charged:    Regular Members:  $ 


Students:  $ 


4.  Number of meetings held to date:






5.  Describe the scope and intent of your proposed Special Interest Group, and how it relates to ABCT, in detail:

6.  Indicate how the group's members were invited to join:












7.  Indicate how the group's leadership will be rotated:
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8.  Were any of the discussions at past meetings oriented toward ethical issues?  If so, what issues were discussed?

9.  Describe the group's meeting at the most recent ABCT Annual Convention (if applicable) including who chaired

the meeting, topics discussed, and the number of attendees:












10.  Is the presently group incorporated?     (     ) Yes    (     ) No    (     ) Planning to Incorporate.  

If yes, please provide date and state of incorporation:













11.  If the group has a written statement of purpose or by-laws, please attach a copy.  Thank you.

In My / Our capacity as an officer/officers of the organization named above, 

I / We hereby apply for ABCT Special Interest Group-in-formation (SIG) status on

behalf of said organization.  I / We confirm that the information provided above for

said purpose is accurate.  I / We confirm that the activities and purposes of said

organization are not in conflict with the printed By-Laws of ABCT and agree to abide 

by the ABCT SIG Guidelines.  I / We acknowledge that no one other than the 

President of ABCT is authorized to make statements on its behalf.
Name:











  Title:







Signature:











  Date:






Name:











  Title:







Signature:











  Date:






Please return this completed application to:




Lisa Yarde, ABCT Staff Liaison to the SIG Program

Association for Behavioral and Cognitive Therapies
305 Seventh Avenue

New York, NY  10001

Phone:  212/647-1890; Fax:  212/647-1865

