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BESTCO
BOARD OF EXAMINERS IN SEX THERAPY AND COUNSELLING IN ONTARIO



BESTCO INFORMATION FORM: SEX THERAPY

NAME;_____________________________________________________
ADDRESS:__________________________________________________

A. EDUCATION AND TRAINING: 

Please list programs, courses, structured training programs, graduate studies etc. in sex therapy:

NAME OF INSTITUTION      NAME OF PROGRAM       NUMBER      DATES






OR COURSE                of HOURS

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please use additional paper if required.

B. SUPERVISION:  

Please list your experience in supervision of your sex therapy work.

1. Institution____________________________ Date_____________

Type of Supervision_____________________________________

Name of Supervisor______________________________________

Number of Cases/Hours___________________________________

2. Institution____________________________ Date_____________

Type of Supervision_____________________________________

Name of Supervisor______________________________________

Number of Cases/Hours___________________________________

3. Institution____________________________ Date_____________

Type of Supervision_____________________________________

Name of Supervisor______________________________________

Number of Cases/Hours___________________________________

Please use additional paper to list other supervision experience.

Do you have current ongoing supervision of your sex therapy work? ______

Name of Supervisor:_______________________________________________

C.  OTHER EDUCATIONAL EXPERIENCES;

1. Please list significant conferences you have attended over the last ten years:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Please list significant workshops you have attended over the last ten years:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. List significant books read related to sex therapy:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. List journals read on a regular basis:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5.  Have you participated in a SAR (Sexual Attitudes Reassessment) experience?  (minimum 3 days)  Specify where, dates and leaders:                                        _____________________________________________________________________________________________________________________________________________________________________________________________________

6.   Please list any other structured experiences designed to explore personal      values related to sexuality.  Specify dates, locations and leaders:

______________________________________________________________________________________________________________________________________________________________________________________________________

7.  Please list any other additional information which you consider relevant to your training in sex therapy: 

______________________________________________________________________________________________________________________________________________________________________________________________________

D.  EXPERIENCE IN PROVISION OF SEX THERAPY:

The following is a list of sexual concerns with which a client/patient might present for treatment.  Please note approximately the number of cases of each type of concern you have seen in your professional work to date:

Sexual Dysfunctions Related to Desire            _________________

Sexual Dysfunctions Related to Arousal          _________________

Orgasmic Dysfunctions       _________________

Dyspareunia      ________________

Vaginismus        ________________

Erectile Difficulties      _____________

Ejaculation Control Difficulties  (Rapid)   ____________

Ejaculation Control Difficulties  (Delayed)    _______________

Sexual Compulsivity/ Sexual Addiction       ________________

Childhood Sexual Abuse   __________________

Adult Sexual Abuse     _______________

Issues Related to Sexual Orientation   _____________

Gender Dysphoria   ______________

Gender Identity Disorder  ______________

Other Transgender Issues    ________________

Marked Lack of Sex Information  _____________

Paraphilias   _______________

Frequency Incompatibility  ______________

Infidelity  _____________

Infertility   _______________

Other (please specify)  _________________

Please feel free to add any other relevant information regarding your experience    in the provision of sex therapy:

      ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

