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Alaska Psychological Association


Disaster Response Network

Membership Application Form

Contact Information:

Name: __________________________________________________  Degree(s):____________
Address: ______________________________________________________________________
Daytime Ph: __________________________  Evening/night Ph: _________________________
Cell: ___________________   Fax: _________________   Email: ________________________
Licensure/Certification:  (Please check all that apply)

____ Psychologist
____ LPA
____ MD
____ ANP

____ LPC
____ LMFT
____ LCSW

____ Other (please specify): _______________________________________________

Specialization(s): (Please check all that apply)
PTSD: ____    CISM: ____    DV: ____    Grief/Loss: ____    Chemical Dependency: ____
Children: ____    Adolescents: ____    Adults: ____    Elderly: ____
Families: ____  
Other: (Please specify)  ______________________________________________________
Ethic/Racial/Cultural Populations with which you specialize:  __________________________
______________________________________________________________________________

Languages you speak other than English: (including sign language) _______________________
______________________________________________________________________________

Public Relations:  Would you be willing to speak to the media, write articles, or present to groups of people about DRN, disaster response, and/or common symptoms experienced after a disaster?  Y ___  N ___

Previous Experience you have had that is related to disaster response:  ____________________

______________________________________________________________________________

______________________________________________________________________________

- Continued on Back -
Agreement:  
1. I agree that in providing mental health services as a member of the Alaska Psychological Association’s (AK-PA) DRN program, I will operate within the scope of my licensure, training, and competence.
2. I understand that all mental health services I provide under AK-PA’s DRN program will be on a pro bono basis. I will not accept any payment for my services.  

3. I agree to abide by the laws and rules of the State of Alaska regulating my practice as a professional and to the ethical standards of my profession.

4. I agree to hold harmless my professional organization, AK-PA, DRN organization, and any and all staff members against any and all loss, damage, or costs (including costs of defending actions against the same and attorneys’ fees) which may be incurred by reason of my participation in AK-PA’s DRN program. 

5. I understand that agencies such as the American Red Cross cover liability insurance while I am deployed.  I agree to carry my own professional liability insurance that provides coverage for me while performing as DRN Disaster mental health clinician.

Your signature below indicates that you have read, understand, and agree to the above.


____________________________________________
__________________


Signature
Date

Please Return to:

Katie Fallin, M.S.

DRN Coordinator

Alaska Psychological Association
PO Box 220626

Anchorage, AK  99522

(907) 278-5049

fallin@alaska.net

