Application To Participate In Mental Health Recovery Education (MHRE) and Wellness Recovery Action Planning (WRAP) Seminar-II:

Facilitator Training

Date(s) of Training:   _________________
Location:  ________________________

Name (Please print): _____________________________________________________
Address: _______________________________________________________________

_______________________________________________________________________

Phone:  (H)__________________________
(W)_______________________________

Email: ___________________________         Fax: ______________________________​​

Agency/Organization Affiliation (If any): _____________________________________

Please list any special accommodations that may be needed for you to participate in this training: ____________________________________________________________________________________________________________________________________________________

__________________________________________________________________________

Please answer the following questions as fully as possible.
(Attach additional page(s) if necessary.)

1. Have you completed Mental Health Recovery Education (MHRE) Seminar-I: Learning Mental Health Recovery (MHRE) & Wellness Recovery Action Planning (WRAP) or The Copeland Center’s Correspondence Course?
     ____________________________________________________________________


____________________________________________________________________

____________________________________________________________________

2. Please write the completion date(s): _____________________________________ 

3. Location of the seminar/correspondence course: __________________________

4. How would you like to use this work upon completion of this training? 
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

5. Please list any previous experience(s) in self-help/peer support groups or    advocacy: 
    
____________________________________________________________________________

     
____________________________________________________________________________


____________________________________________________________________________

6. If you have had previous self-help or peer support experience, did you take any kind of leadership role? Please describe:
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

7. How will you and/or your agency finance running Mental Health Recovery Education (MHRE) and Learning Wellness Recovery Action Planning (WRAP) Seminar-I groups/presentations/trainings/workshops in your community or organization (These costs include finding space, materials, WRAP books, binders, photocopying, etc.)?
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

8. Will you and/or your agency be paying for the training materials and activities fee of $350 for Connecticut residents (*$650 for non-Connecticut residents) in its entirety or will you be requesting a full or partial scholarship? (*Out of Connecticut residents may not be eligible for a full or partial scholarship due to our funding policies and regulations).
_______________________________________________________________________________________________________________________________________________________________________________________________________________
IMPORTANT – PLEASE READ THIS PARAGRAPH BEFORE SIGNING

I understand that I must have completed my own WRAP Plan prior to the beginning of the training. I understand that I must participate fully in the entire 5-day training event. I understand that upon graduation, I must organize and conduct a minimum of two separate 16-hour WRAP groups, training a minimum of 6 mental health peers in developing an individual WRAP Plan.  I understand this must be accomplished within 18 months of my graduation.  I agree to abide by these conditions if I am selected for training.

9.  Applicant Signature: ____________________________          Date: ____________ 
1

