


Complete the registration form below and submit it to info@westernmassrlc.org or 187 High Street, Suite 202, Holyoke, 

MA 01040.  Registrations are accepted on a first come, first serve basis. Local and national applicants welcome.   

PLEASE TYPE OR PRINT NEATLY. 
 

 Name:  _________________________________________________________________________________ 

 

 Address:  _______________________________________________________________________________ 

 

 City:  _______________________________________  State:  __________  Zip Code:  ________________ 

 

 Phone #1: __________________________________ Phone #2: __________________________________ 

 

 E-mail:  _______________________________________________________________________________ 
 

 

 

 

PLEASE INITIAL THE FOLLOWING TO INDICATE YOUR UNDERSTANDING: 
 

___  This training is particularly geared toward people in clinical roles, though is open to and may be helpful to other  

 supporters, as well (people working in ‘peer’ roles, family members, etc.). 
 

___  This training involves in depth sharing about difficult issues and traumas that some may find triggering. 
 

___  Although this workshop will cover some overlapping themes and approaches as the Maastricht Training or the 

Hearing Voices Facilitator training, it is a substantively different training focused on building understanding and sup-

porting people with unusual beliefs or what so often gets called ‘paranoia’. 
 

 

 

CIRCLE ONE: 
 

I understand that there is a $100.00 fee to attend this training, and that I am also responsible for any travel and food      

expenses I may incur as a part of attending this training.  I agree to pay this fee upon confirmation of my registration 

unless otherwise noted below. 

 
 

I agree and am able to pay this fee         I am requesting a reduced rate*        I am requesting a full scholarship 

 
 

* Please note:  Scholarships only cover the training fee.  If you are applying for a scholarship, please also at-

tach a paragraph about your interest in the training and how it will impact your work and/or other aspects of your life.   

 

 

 

I will be requesting Continuing Ed Credits? (circle one)  YES   NO  If yes, I will want: (circle one)  LCSW   LMHC 

 

 

 
SIGNATURE:  ______________________________________________________     DATE:  ________________ 

 

 

UNUSUAL BELIEFS REGISTRATION FORM 


