Children’s Mental Health Bureau
Application for Wraparound Credentialing


	Name:
	     
	Date:
	     

	Phone:
	Work
	     
	Cell
	     
	Home
	     

	Mailing address
	     

	
	     

	Email:      

	Fax Number:      


(If applicable)
	Agency Name
	     
	Phone
	     

	Mailing address
	     

	
	     

	Supervisor
	     
	Phone
	     

	Clinical Supervisor (if applicable)
	     
	Phone
	     


	Applying for credentialing process(es) for(please check box):

	 Wraparound facilitator
 FORMCHECKBOX 

	 Peer to peer Support
 FORMCHECKBOX 

	 Coach  
 FORMCHECKBOX 


	Coach
	     
	Phone
	     


	If you attended a High Fidelity 101 Training Please state:

When:
     
 Where:
     
(please attach or send a copy of your training certificate)


	If you completed the Tier one workbook: 
Where:      
 With what agency/group:      
When was it completed and who was the trainer:      



