Candida Condor, Psy.D.

   EMDRIA Certified Therapist      EMDRIA Approved Consultant      EMDR Insititute Facilitator
Brentwood ____    Thousand Oaks ____    Virtual ____

Consultation Registration Application
Name: ________________________________________________ Tel # _________________________________ Text Y__ N__
Email: ___________________________________________________________________________________________________________

Office Address: ________________________________________________________________________________________________

___________________________________________________________________________________________________________________
Date you completed the EMDR Basic Training:  

Wk 1Trainer____________________________________________________
When ______________ 

Wk 2 Trainer __________________________________________________ 
When ______________

Who provided your EMDR Basic Training: EMDR Institute _______    HAP ______  Other_________
Prior to learning EMDR, what therapy models were you most aligned with? 

______________________________________________________________________________________________________________________ 

Consultation Level: Basic Training 
Weekend 1 ______
Weekend 2 ______
Name of previous Consultants: 
Are you on an EMDR Institute or other EMDR discussion list (recommended)?   Yes _____ No _____  

Other:

Experience delivering EMDR: 

Estimated number of EMDR sessions so far _____________________________  

Are you actively doing EMDR and able to present current work?  Yes _____   No _____

Setting:
  Outpatient ____  In patient _____  Non profit ____  Private Practice ____
Group ____  Solo _____
Current Licensing Status:  _______________________________________________________
Have you read the text Eye Movement Desensitization and Reprocessing: Basic Principles, 

Protocols, and Procedures, 3nd edition by Francine Shapiro.  
Yes ____ No ______

If not, date you anticipate completing this book? ________/___________/__________

Other EMDR books you have read:

Consultation is not Supervision

Our focus will remain on the delivery of the EMDR protocol. We will discuss the application of the protocol to your cases using that lens. We will address and explore your questions to foster a deeper understanding of the Adaptive Information Processing model and the practice of EMDR Therapy.
If you are not yet licensed, your current supervisor retains responsibility and liability for your practice.
I look forward to supporting you in your practice of EMDR Therapy with your clients and patients. Congratulations for choosing this effective and powerful therapeutic model.

I agree to respect the Limits of Confidentiality in regard to Group and Individual Consultation concerning my patients, clients, and fellow consultees.
____________________________________________________________
___________

Signature









Date

Contract of Understanding Regarding Consultation

For Weekend 1 and 2 EMDR Training

I, Candida Condor, Psy.D., an Approved Consultant in EMDR, agree to provide

___________________________________ , with ___  hours of 

Group or Individual (select one) consultation in EMDR Therapy according to the 

guidelines set forth by the EMDR Institute and Trauma Recovery/HAP. 

As Consultee I agree to attend my Consultation Sessions on time, prepared, and 

able to participate. I understand that I am responsible for payment of my fee even 

if/when my agency agrees to cover the cost.

Fee Paid   $ ________________________________ 
___________












Date
__________________________________________
____________

Signature of 
Applicant






Date

________________________________________     
____________

Signature of
Approved Consultant




Date
CREDIT/DEBIT CARD AUTHORIZATION
I authorize Candida Condor, Psy.D. to charge my Visa, MasterCard, Discover, or American Express account for my fees for EMDR Consultation. I understand that this amount will total
$260.00 for 5 hours of Basic Training Group Consultation (credit card service charge = $10.00) or 
$520.00 for 5 hours of Basic Training Individual Consultation (credit card service charge = $20.00).

I understand this form is valid for 1 year unless I cancel the authorization in writing.  I agree not to dispute charges (“charge back”) for sessions I have received.  I further authorize Candida Condor, Psy.D. to disclose information about my attendance/cancellation to my credit card issuer, if I dispute a charge.

Please write legibly.

_________________________________________________       ______________________
Consultee (s) Name






Telephone # on Acct

___________________________________________________________________________
Cardholder -  Name as it appears on card

____________________________________________________________________________
Cardholder Billing Address          

____________________________________________________________________________
City                 





State            

Zip associated with card
____________________________________________________________________________

Account Number                             

 




________/________


___________





Expiration Date



Security Code 




_______________________________________________________   ___________________
Cardholder Signature   







Date
EMDR Referral Information

Name:

Office Address:

Office Phone:

Office Email:






Website:

Fee:






Insurance:
Specialty: 
Are you willing to take on a low fee EMDR client for the experience of working with a specific issue?   Yes _____    
No _____
What is your lowest fee?
$ _______________

(Remember that this could be a long term client)
What issue/issues do you want experience with?

If you are with an agency:

Agency Name:

Agency Address:

Agency Phone:


How do clients access it, and can they access you for their EMDR therapy?

Other info you want to share:
drcondorconsultation@gmail.com          11980 San Vicente Blvd., Los Angeles, CA 90049           Tel: 310-493-2852

