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INTEGRATIVE THERAPY
PROGRAM

APPLICATION
Urban Zen Integrative Therapy Training Program at Omega
Course #5128-218
September 28-October 26, 2012

Date:

PERSONAL/CONTACT INFORMATION:

Name:

Address:;

Daytime Phone:

Evening Phone:

Fax:

E-mail address:

Best time and way to reach you:

Gender: Age:

Single/Married/Children?

EMERGENCY CONTACT INFORMATION:

Name: Relationship:

Phone: Alt Phone:

Applicant Name:



INTEREST IN & GOALS FOR THIS PROGRAM:
If additional space is needed, please feel free to use a separate sheet of paper.

1. How did you hear about the Urban Zen Integrative Therapy training program? What attracted
you to this particular program?

2. Please describe your interest in becoming an Urban Zen Integrative Therapist.

3. What isyour level of commitment to the mission of the Urban Zen Foundation in the area of
wellness?

YOGA EXPERIENCE:

4. Please provide a general overview of your yoga experience, if any. How long have you been
practicing yoga? What styles have you practiced and what style do you currently study?

5. Have you completed ateacher training program? Areyou a*“Registered Y oga Teacher” with
YogaAlliance?

6. Do you have a daily asana, pranayama, meditation practice? Please provide details.

7. How is your yoga practice enabling you to serve?

8. Do you currently teach yoga? If so, for how long have you been teaching and where? Do
you have liability insurance? If you do not currently teach yoga, do you plan to teach yogain the
future?

OTHER (NON-YOGA) EXPERIENCE:

9. Please describe your educational background (degrees, ingtitutions, locations, and dates), from
high school to college and beyond.

10. Do you have any credentialsin the allied health field (e.g., LMT, PT, RN, MSW, etc.)?
Please provide details on licensure and liability insurance.

11. Do you have First Aid/CPR certification?

12. What other related disciplines do you study/practice? Do you have experience with any of
the other “integrative therapies,” i.e., massage/healing touch, aromatherapy, or nutrition?

Applicant Name:



13. Do you have any volunteer or community service experience that isrelevant? Please
describe.

EXPERIENCE WORKING WITH PATIENTS AND ILLNESS:
14. Do you have experience working in the hospital setting or alied health care settings? Please

provide specific details.

15. Do you have experience working with specific conditions, illnesses, or injuries? Please
describe.

16. Have you had the experience of being a care provider for afamily member or afriend?
Please describe.

17. Have you had personal experience with an illness or an injury? Please describe.

18. Do you have any experience with death and dying? Grief, loss, and bereavement?

19. Tell us how you feel about working with, for example, medical and surgical oncology
patients. Are you comfortable working with patients who might be physically disfigured or are
assisted by breathing tubes and drains?

20. What are your goals/expectations for working with patients in the hospital setting?

GENERAL QUESTIONS:

21. Describe any limitations or challenges that you face, physical or otherwise.

22. Areyou in need of financial aid, work study options, or scholarships?

23. Please provide any additional information that you would like to share.

Please complete this form and:

Mail to: Omega Institute, Attn:Registration, 150 Lake Drive, Rhinebeck, NY 12572 OR

Fax to: 845-266-3769

Applicant Name:



