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Board of Psychological Examiners/Allied Mental Health Practitioners
Disclosure Document for Non-licensed and Non-certifled Psychotherapists

First Name |Mlddle iLast Name

Megan initial Becker
”Registrai
. k 10010Q§7“9§§
Prev_io_us Name(s) (Maldenl
"Nama of Institution: R , i
. Antioch University New England
Formal Education Dates Attended: 1 s 4 1 ’ 2004 . 5 ¢ 30 2007
agrea(s) awardsd,lfany' P WMA T - -
Name of Institution:
| Marlboro College
Formal Education Dates Attended: 9y 01, 1994 5 4 30 ; 1998
[beéree(s) awarded, if any: [ BA S T
- Title of Training Progr_am: — o

Names & Addresses of
trainer and’or Institution:

Training [ | —— _
Dates Attended: } [ - _1 !

$ub]ect andfor oontant
‘Credenﬁalls) awarded, If any:
Title of Training Program:

'Names & Addresses of
tralner and/or Institution:

Training -
Dates Attended: I - ! I

Suhject andlor content
Cre Credential(s) awardad if any:
’Title of Training Program

'Names & Addresses of
tralner and/or institution:

Training

‘Dates Afttended: I / - /I I
QSub;aci andfor content
FCmdanﬂal(s) awarded ifany



Description of Practice:

Location: City/State/ZIp

Community Mentat Health Clinic
Crisis screening and intervention, Individual, Gouple, and Family Therapy for children and adults

HCRS 51 Fairview St Bratileboro, VT 05301

gExpeﬂence *Durat_lo!l: 5 ! Sﬂ_ l 2007 - o5 { .m I 27 012
|Status: ‘ xFull-Tima Part-Time
{Recelve supervision or peer
|consultation? | x YES NO
How often? | Weeky
' Description of Practice:
Inpatient memal health treatment for all ages, Induding Individual, Couple, Family, and Group therapy,
i case management, and care coordiantion
“A‘LLocalion: Cl_tilStateIZIp | Brattisbara Retrest 22 Anna Marsh Ln Brattisboro, VT -
Experience | Duration: s 1 f w2 - _pesend )
Status: | x Full-Time Part-Time
1
Receive supervision or peer
Ec<>usu|iatlon? | x YES NO
How often? Waeokly
Description of Practice:
| | o |
'Location: City/State/Zlp |
Experience ‘Duration: ] I - 1 |
. Status: Full-Time Part-Time
Recelve supervision or peer ’
ce
consultation? YES NO
{How often?
B . — — =
wT—I;;rape_u_tlc Or_lent_alion: I Eclectic, sirength based Wilh & focus on DBT and ACT
Scope of Practice  Area of Speclalization: Gouple and Family Therapy
Treatmant Methods:

Individual, Couple, Famly, and Group {herapies

My practice is also governed by the Rules of the Board of Allied Mental

Health Practitioners.

It is unprofessional conduct to violate those rules. A

copy of the rules may be obtained from the Board or online at

http://vt rofessionals.oro/

Client's Disclosure Confirmation

| My signature acknowledges that | have_ been given the_professional c;ualiﬁcations ané experience of (Name, Name), a lis_thg of act_lons
| that constitute unprofessional conduct according to Vermont statutes, and the method for making a consumer Inquiry or filing a |
complaint with the Office of Professional Regulation. This information was given to me no later than my third office visit.

Client's Signature
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= tiﬁoner’s Signature '

Date

_732y

Date



