
Harris Early Childhood Mental Health Training Program Application Form (2011-2012)
APPLICATION OVERVIEW
1. All four sections of the application must be completed, unless otherwise indicated.

2. Completed applications, along with the required documentation, should be delivered or mailed to:

Mailing Address:

ATTN: Lorraine Watts, Administrative Coordinator
Early Intervention Services 
Division of Mental Health & Child Development

Children’s Hospital & Research Center at Oakland

747 52nd Street (PIP/ECMH)

Oakland, CA 94609-1809

------------------------------------------------
Email Address: LOWatts@mail.cho.org
Fax: (510) 238-9764
Hand-Delivery Address:

Early Intervention Services

Parent-Infant Program/Early Childhood Mental Health Program

638 3rd Street (corner of 3rd Street and Martin Luther King Jr. Way)

Oakland, CA 94607

3. Applications must be received by 5:00 PM, Friday, May 13, 2011.  Faxed or e-mailed applications are acceptable. If submitted electronically, scan and upload forms that require signatures.
4. All applicants will be notified by June 3, 2011
QUESTIONS?

Mary Claire Heffron  (510) 428-8426
mheffron@mail.cho.org 
Lorraine Watts          (510) 428-8424 
LOWatts@mail.cho.org

   
ELIGIBILITY REQUIREMENTS

To participate in the Harris Early Childhood Mental Health Training Program (ECMHTP), you must meet the following eligibility requirements:

· You are able to commit to fully participating in the activities outlined in the commitment overview and have full support from your center/agency to participate in all project activities.

PROGRAM  APPLICATION INSTRUCTIONS
> 1st Year of the Harris Early Childhood Mental Health Training Program


APPLICATION INFORMATION - To apply please complete and submit:
1. The Application Form consists of four (4) sections.  Section 4 should contain both the applicant’s and director’s signatures.
2.  A letter explaining your interest in infant and early childhood mental health and why you feel you would be a good candidate for this training program. 

3. A letter of support from your direct supervisor that indicates the agency’s support of your participation and an explanation of the agency’s interest in infant and early childhood mental health services. 

4. A resume listing your education and work experience.

5. A letter of recommendation from someone who is familiar with your current work. 

> 2nd Year of the Harris Early Childhood Mental Health Training Program


APPLICATION INFORMATION - To apply please:
1. Complete all sections and submit the application. Be sure to have the agency director sign off on Section 4
2. Include program fee

> Reflective Facilitators-in-Training group of the Harris Early Childhood Mental Health  Training Program


APPLICATION INFORMATION - To apply please complete and submit:
1. The Application Form consists of four (4) sections.  Section 4 should contain both the applicant’s and director’s signatures.
2. A letter explaining your interest in infant and early childhood mental health. 

3. A letter of support from your direct supervisor that indicates the agency’s support of your participation. 

4. A resume listing your education and work experience.

5. A letter of recommendation from someone who is familiar with your current work. 

QUESTIONS? 
Mary Claire Heffron, Clinical Director, 
 (510) 428-8426 
LorraineWatts, Administrative Coordinator  (510) 428-8424

If you would like to talk to someone about the seminar from a participant’s perspective, call Mary Claire and she will provide you with their contact information. 


MAILING ADDRESS:
Attn: Lorraine Watts, Administrative Coordinator
Early Intervention Services 
Division of Mental Health & Child Development
Children’s Hospital & Research Center at Oakland
747 52nd Street (PIP/ECMH)
Oakland, CA 94609-1809
Application Form (2011-2012)
Section 1: Fee 

Please “click” the appropriate box under the year for which you are applying or registering.

Important Notice:
· This form is part of the application packet.  be sure to submit it with the completed application.

· For 1st Year applicants only: 
Do not submit a payment with the application. Payment will be due upon acceptance into the training program; an invoice will be issued.
	1ST Year


	 FORMCHECKBOX 

$650 (Alameda County)
 FORMCHECKBOX 

$850 (Out-of-County)


	2nd Year

	 FORMCHECKBOX 

$500 (Alameda County)

 FORMCHECKBOX 

$700 (Out-of-County)


	Reflective Facilitators-in-Training

	 FORMCHECKBOX 

$200


Application Form – ECMH (2011-2012)
Section 2: Applicant Information
	First Name

d
	Last Name

     

	St. Address Number

     
	Street Name

     
	Unit

     
	City                                   State

     
CA
	Zip

     


	Home Phone

     
	Work Phone (if different)

     
	Cell Phone

     
	Fax:

     

	Email Address:

     
	Specify the phone number & time to reach you

     

	Languages (including Sign Language) other than English that you speak fluently:

     

	Please answer both questions. This information is being collected for statistical purposes only.  Categories are in compliance with the 2000 U.S. Census.

	1. Are you Spanish/Hispanic/Latino (Latina)? 

 FORMCHECKBOX 
 No, See question #2 below.

 FORMCHECKBOX 
 Yes, Check the appropriate box below:

 FORMCHECKBOX 
 Mexican, Mexican-American, Latino (Latina)

 FORMCHECKBOX 
 Puerto Rican

 FORMCHECKBOX 
 Cuban

 FORMCHECKBOX 
 Central American

 FORMCHECKBOX 
 South American

 FORMCHECKBOX 
 Unknown

 FORMCHECKBOX 
 Other:      

	2. How do you identify your race/ethnicity?  (You may choose up to 3 categories) 

	 FORMCHECKBOX 
 Afghan

 FORMCHECKBOX 
 African American/ African/Black

 FORMCHECKBOX 
 Aleut

 FORMCHECKBOX 
 American Indian

 FORMCHECKBOX 
 Chinese

 FORMCHECKBOX 
 Cambodian

 FORMCHECKBOX 
 Hmong

 FORMCHECKBOX 
 Asian Indian


	 FORMCHECKBOX 
 Japanese

 FORMCHECKBOX 
 Korean

 FORMCHECKBOX 
 Laotian

 FORMCHECKBOX 
 Thai

 FORMCHECKBOX 
 Vietnamese

 FORMCHECKBOX 
 Asian Unspecified

 FORMCHECKBOX 
 Eskimo

 FORMCHECKBOX 
 Filipino

 FORMCHECKBOX 
 Guamanian
	 FORMCHECKBOX 
 Indian (excluding American)

 FORMCHECKBOX 
 Native Hawaiian

 FORMCHECKBOX 
 Pacific Islander (excluding Hawaiian, Guamanian & Samoan)

 FORMCHECKBOX 
 Samoan

 FORMCHECKBOX 
 White

 FORMCHECKBOX 
 Withheld

 FORMCHECKBOX 
 Unknown

 FORMCHECKBOX 
 Other Race:      



Application Form – ECMH (2011-2012)
Section 3: Current Employment Information

	Agency Name

     
	Program Name

     
	Your Job Title

     

	St. Address Number

     
	Street Name

     
	Unit

     
	City
State

     
CA
	Zip

     


	Agency/Program Director’s First Name

     
	Last Name

     

	St. Address Number (if different)

     
	Street Name
	Unit
     
	City                State

                   CA 
	Zip

     

	Work Phone

     
	Extension

     

	Email Address:

     



	Supervisor’s First Name

     
	Last Name

     

	St. Address Number (if different)

     
	Street Name

     
	Unit

     
	City               State

                  CA
	Zip

     

 FORMTEXT 
     

	Work Phone

     
	Extension

     

	Email Address:

     


Application Form – ECMH (2011-2012)
Section 4:
Participation Agreement

I have fully reviewed the Commitment Overview for the Harris Early Childhood Mental Health Training Program (ECMHTP) as outlined in the recruitment letter for 2011-2012 and I understand that if I am selected to participate or registering to continue in the second year; I will be required to participate in all the activities related to the training year.  I agree to complete questionnaires or participate in interviews as part of the evaluation of this project.  I am confident that I will be able to participate in all of the activities throughout the nine-month term of this project. I understand that the supervision/consultation I receive about work with families and young children are for the purposes of professional development, and that the legal supervision of cases remains with my agency.  I further understand that the program fee is “Nonrefundable”.
Signature of applicant or continuing trainee
Date
Declaration of Agency Support

Please have the center director/employer complete the following section:

I,      

representing      


Name
Name of agency/center

do hereby attest that our center/preschool fully supports the participation of 


     
_______
  ______ in the Harris Early Childhood 
Name of applicant

Mental Health Training Program:  I have reviewed the “Agency Commitment and Involvement” overview outlined in the recruitment packet and understand that the applicant’s or continuing trainee’s participation in this project will require him/her to participate in all activities related to the training program year. I further understand that the supervision/consultation provided the applicant or continuing trainee about work with families and young child is for the purposes of professional development, and that the legal supervision of the applicant on cases remains with the agency. I agree to provide further information if requested to do so.  As an administrator, I agree to attend an orientation meeting and to complete an end-of-the-year phone interview about agency impact. I also agree to contact the program director with any questions or concerns about the training program.  I understand that the program fee is “Nonrefundable”.
     


Name (Please Print)

Signature

Date

     ______________________________


Title
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