National Council of Certified Dementia Practitioners™
103 Valley View Trail

Sparta, NJ  07871

877-729-5191 

FAX 973-729-1560

www.NCCDP.org
Application for Re-Certification as

Certified Dementia Practitioner™ (CDP™)

PLEASE PRINT OUT AND SEND WITH THE FOLLOWING INFORMATION.

PLEASE PRINT OR TYPE.  IF HAND WRITING, USE BLACK OR BLUE INK ONLY.  PLEASE NOTE THAT THE APPLICATION PROCESS TAKES APPROXIMATELY 4-6 WEEKS.
DO NOT FAX THIS APPLICATION, IT MUST BE MAILED TO THE NCCDP ADDRESS.
May we place your name on the certification directory on the NCCDP web site?

Please check one.  Yes ___ No___

If yes, you will be placed under your title.  

Please check all that apply to you.

CURRENT CERTIFICATIONS & LICENSE (Please indicate in which States/Countries you hold your licenses/certifications).

Physicians and Specialty:_______________________________________

Licensed Nurses:___________

Certified Geriatric Care Managers:_______

Certified Home Health Aide ___________

Certified Nursing Assistants____

Certified and Licensed Social Workers ___

Certified Activity Professionals  (ADC & AAC) _____

Licensed Nursing Home Administrators:_________

Licensed Hospital Administrators:__________

Certified Assisted Living Administrators:___________

Certified Therapeutic Recreation Specialist (CTRS) _____

Certified and Licensed Dietitians: _______________

Occupational Therapist :_____________

Speech Therapist:__________________

Physical Therapist: __________________

Certified EMT’s: ___________________

Certified Consultants: ________________

Elder Care Lawyer: _________________

Certified Senior Advisers (CSA) ______________

Licensed Pharmacists: ________________________

Accounting: ____________
                                                                                   (Rev. 1/06)
Marketing: ________

Admissions: _________

Instructor: ____________ Specialty _____________________________

Other: _____________________________________

Certifications / license must be attached

Re-Certification General Standards:  

· GED or High School Diploma if following Option 2

· College Graduate if following Option 1.  The degree must be from an Accredited College or University.

· Graduate Degree from an accredited College or University if following Option 3. 

· Must have current license or certification in your health care field, unless applying under Option 3.
· Must have completed at minimum, 7 hours of Comprehensive Dementia Curriculum (this could be one course or a combination of courses.  See Education Criteria attached) that has/have been approved by NCCDP on Alzheimer’s and Dementia.  This is a minimum of  7 - hours.

· The certification is for two years.  At which time, you will need to renew your certification.  To apply for continued certification, you will need to complete at minimum 10 hours of continuing education in the area of Dementia or Alzheimer’s. 

Please refer to the Education Criteria.  You will receive a notice in the mail ( 2 months prior to the deadline) of your deadline for renewal.

· Individuals (Option 2) without a college degree will provide additional In-Service’s (5) provided by their place of employment (health care setting). 

· Option 1:  Must have a minimum of 3 years of experience in a health related field.

· Option 2:  Must have a minimum of 4 years of experience in a health related field.

· Option 3: Must have a minimum of 5 years of experience and a Graduate degree in a health related field/profession.  License or certification is not required, but recommended.

I have read and understand the general standards requirement.

Sign and Date: _______________________________________________________________________

***********************************************************************

General Information:

Name:  Last__________________ Middle:______________  First:__________________

Certifications and License Abbreviations that will appear after your name:

________________________________________________________________________

Which Option are you following:  Option 1 ____  Option 2 ____  Option 3_____
Home Address:___________________________________________________________

City:__________________________________  State:__________ Zip Code:_________ 

Email Address:____________________________________________  

Phone Number:  Area Code (    ) __________ - __________________

Date of Birth: ______________________  

Male:  ________     Female _________

CURRENT EMPLOYMER
Name of Organization/Employer: ____________________________________

What is your position/title: __________________________________________________

Length of Employment:  Month and Year: ____________  To ____________                

Please check one:  Full time:__________  Part Time:_______ Volunteer: ____________

Supervisor Name and phone number: _________________________________________

Work Address:___________________________________________________________

City:___________________________________ State:___________ Zip Code:________

Work Email Address: ______________________________________________________

Work Phone Number:  Area Code (     ) ______________ - ________________________

Describe your duties: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you a Consultant?   YES_____    NO_____

Name of Consulting Agency:_____________________________________

Address:________________________________________________________________

City:___________________ State:_____________ Zip Code:______________________

Phone Number: Area Code (     )_____________-  _______________________________

How long have you been consulting? _________________________________________

Total hours of consulting service per year? ____________________

Describe your consulting business and clientele you serve? ________________________________________________________________________________________________________________________________________________________________________________________________________________________
EDUCATION:

College/University/High School attended:_____________________________________

Address:________________________________________________________________

Dates Attended: From  (month/yr) _______________ to ( month/yr) ________________

Major: ____________________________

Degree(s) Awarded and Date(s)______________________________________________

VERIFICATION OF CONTINUED DEMENTIA TRAINING/EXPERIENCE SINCE YOUR LAST CDP APPLICATION.
What experience have you had working with Dementia / Alzheimer’s since your last CDP application?:  

______________________________________________________________________________________________________________________________________________________________________________

RE-CERTIFICATION REQUIRES A MINIMUM OF 10 HOURS (15 FOR CONDITIONAL CDP) OF CONTINUED DEMENTIA EDUCATION/TRAINING FROM THE DATE OF YOUR LAST CDP APPLICATION.  PLEASE VERIFY: DEMENTIA COURSES/TRAINING (ATTACH COPIES OF COURSE AND IN-SERVICE  CERTIFICATES OF ATTENDANCE).  Attach additional list if necessary.

1.Date & Course Title 
Instructor Name, Address, & Telephone
________________________________________________________________________________________________________________________________________________

2. Date & Course Title 
________________________________________________________________________

Instructor Name, Address, & Telephone
________________________________________________________________________________________________________________________________________________

3. Date & Course Title 
________________________________________________________________________

Instructor Name, Address, & Telephone
________________________________________________________________________________________________________________________________________________

Have you ever been convicted of a felony?  Please check one. Yes ___    No ___

If yes, please explain. ________________________________________________________________________________________________________________________________________________

NCCDP Notarization Instructions:

The applicant personally appeared and stated upon oath this  ________ day of ___________ that the information contained therein is true and correct.

I, the applicant, attest that all the information I have provided on this document is correct and true.

Signature of Applicant: ____________________________________________

Notary Public in and for the State of __________________________________

Signature of Notary: _______________________________________________

Name of Notary:  __________________________________________________

Phone Number: ____________________________________________________

Commission Expires: ________________________________________________

Place Notarization Seal Here.

Ethics.
National Council of Certified Dementia Practitioners
Code of Ethics for Certified Dementia Practitioners (CDP)

1. The CDP provides services to the health care profession with respect and dignity to the Dementia Client.

2. The CDP recognizes and respects the Dementia Client individuality. 

3. The CDP participates in ongoing education and stays current with regards to Dementia issues and the National Council of Certified Dementia Practitioners Body of Knowledge.

4. The CDP maintains competence in his chosen profession.

5. The CDP will report to the National Council of Certified Dementia 
Practitioners any acts by a Certified Dementia Practitioner that is illegal or unethical.

6. The CDP assumes absolute responsibility for your own individual 
actions.

7. The CDP will stay current with certifications with the National Council of Certified Dementia Practitioners.

8. The CDP insures the privacy of the dementia client and applies all HIPPA Regulations.

9. The CDP works to implement innovative ideas to the health care setting that may help a Dementia Client.

10. The CDP works to insure that quality of life is provided for the Dementia Clients residing in your health care setting.

11. The CDP networks with other health care professionals, attends Dementia / Alzheimer’s Seminars, Conventions, Support Groups and Ethics Committees. 

12. The CDP respects the Dementia Clients customs, religious beliefs, and philosophy.

13. The CDP is truthful and avoids providing false or misleading 
Information.

14. The CDP will not use the National Council of Certified Dementia Practitioners on any brochure or advertising without the express Permission of this organization and in no way benefit directly or Indirectly at the expense of the National Council of Certified 
Dementia Practitioners.
15.  The CDP understands that its certification with the National Council of Certified Dementia Practitioners does not in any way confer upon the CDP any type of licensure as a health care provider.
_____________________________

_____________________________
Signature


                        Date

CHECK LIST
These documents will be kept on file and will NOT BE RETURNED TO YOU!

· A check made out to NCCDP.

         Amount:  $100.00 (for Option I and III)/ $75.00 (for Option II)

         Mail to:  NCCDP

         103 Valley View Trail

         Sparta, NJ  07871

· Proof of your current certification or license.  Do not mail your application with an expired license or certification. 
· A copy of your Dementia / Alzheimer’s seminars/courses.  The certificate(s) of attendance must include; date of course, location, name of instructor, and hours of instruction.  The course may not be more than two years old.

· Application Notarized.

· Completed and signed application.
· Signature on Application.

· Signature on General Standards.

· Signature on Ethics Statement.

· Please fill out this form & sign if you wish to charge the full amount to your credit card: 

· Type of Card:   VISA    MASTERCARD     AMEX       DISCOVER

Number on Card: __________________________________

Expiration Date: ____________________________

Billing address of credit card:________________________________

________________________________________________________

Zip Code: (required) __________

Name as it appears on Card:  _________________________

I hereby give permission for NCCDP to charge the amount of

$___________  to my credit card.

Signature: ____________________  Date: ____________

BE SURE TO MAKE A COPY OF THE ENTIRE APPLICATION AND KEEP FOR YOUR RECORDS.

How to Appeal

If you are not awarded a certification and you wish to appeal.  Please write a letter to:

 NCCDP

 Executive Appeal

103 Valley View Trail

Sparta, NJ  07871

 You must send a typed letter that includes: Your name, address, phone number, reason for denial and why you are appealing the decision.  The NCCDP Executive Appeal will reach a decision after reviewing you’re application.  All decisions reached by the Executive Appeal are final.  Please allow 6 weeks to process.

DO NOT FAX THIS APPLICATION, IT MUST BE MAILED TO THE NCCDP ADDRESS.
MUST ATTACH A COPY OF YOUR CURRENT LICENSE, CERTIFICATION OR REGISTRATION.

MUST ATTACH COPIES OF SEMINARS, INSERVICES OR COURSES YOU HAVE ATTENDED. THEY MUST BE WITHIN THE LAST TWO YEARS. COPIES WILL NOT BE RETURNED.
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