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ACCREDITATION PANEL FOR DOCTORAL PROGRAMS AND 
INTERNSHIPS IN PROFESSIONAL PSYCHOLOGY 

Residency Program Contact Information 

Date: 

Name of Program: 

Name of Agency:  

Contact Information for CEO of Host Agency: 

Name with Title (i.e., Dr., Mr., Mrs.): 

Postal Address: 

City / Province / Postal Code: 

Email Address: 

Signature:

Contact Information for Head of Department or Service (within which Program is Housed): 

Name with Title (i.e., Dr., Mr., Mrs.): 

Postal Address: 

City / Province / Postal Code:  

Email Address: 

Signature: 

initiator:CMcPherson@cpa.ca;wfState:distributed;wfType:email;workflowId:d6959d46a9fa3240899e64bb10d02e3d
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Contact Information for Chief Psychologist or PPL (if different from Head of Dept / Service): 

Name with Title (i.e., Dr., Mr., Mrs.): 

Postal Address: 

City / Province / Postal Code: 

Email Address: 

Signature: 

Contact Information for Director of Training: 

Name with Title (i.e., Dr., Mr., Mrs.): 

Postal Address: 

City / Province / Postal Code: 

Email Address: 

Telephone:   

Signature: 

Additional Information: 
Please note below any other relevant program personnel and their full contact information, as 
well as any upcoming changes to the above personnel and/or contact information.  Please also 
include the name of the primary contact for your program. 


	Text2: 
	Date12_af_date: 
	SubmitButton1: 
	Text1: 
	Text3: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 


