
FAMILY THERAPY CERTIFICATION APPLICATION FORM

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


1. First Name / MI: 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


    Last Name:

    Other Name: _________________________________________________________________

                                                     Maiden Name / Other Names Used in Transcript and Other Records

2. Preferred Mailing Address:



3. Telephone with Area Code:

__________________________________

Home: ______________________________

                     Number and Street 

__________________________________

Business: ___________________________

City


State

Zip








Fax: _______________________________

4. Gender:  [   ]  M     [   ]  F











email: ______________________________

5. Date of Birth: _____________________

                                           Month and Year

6. Ethnic Background:  (check one)

[   ]  African American
[   ]  Caucasian







[   ]  American Indian
[   ]  Hispanic







[   ]  Asian American
[   ]  Other

7. Education / Training:

	Masters
	Degree
	Month and Year
	Name of Institution and Address
	Major

	
	
	
	
	

	
	
	
	
	

	Post-Masters
	Degree
	Month and Year
	Name of Institution and Address
	Major

	
	
	
	
	

	
	
	
	
	


8. Was your graduate program CACREP (marriage & family counseling/therapy) or COAMFTE 

     accredited when you attended?   [   ]  YES    [   ]  NO

9. OPTIONS FOR NCA APPLICANTS (CHECK ONE:  See entry options for certification on

    page 2).      [   ]      [   ]      [   ]      [   ]      [   ]



1
2
3
4
5

10. List all professional licenses, certifications, registrations, or other credentials that you hold

      (Use Verification Forms for Entry Options 1, 2, & 3 only).

· State Licensed Marriage & Family Therapist


[   ]  Yes

[   ]  No     
State: _____________________________
License #: ____________________________

Regulatory Board Title & Address:________________________________________________

________________________________________________________________________

________________________________________________________________________

· Licensed Professional Counselor



[   ]  Yes

[   ]  No

Licensed Social Worker




[   ]  Yes

[   ]  No

Licensed Psychologist




[   ]  Yes

[   ]  No

State:______________________________
License #: __________________________________
Regulatory Board Title & Address: _______________________________________________

________________________________________________________________________

________________________________________________________________________

· Nationally Certified Counselor  (NCC)


[   ]  Yes

[   ]  No

· Clinical Membership in AAMFT



[   ]  Yes

[   ]  No

· Other:___________________________________________________________________

________________________________________________________________________

11. Professional References:  (for entry options 1, 4, & 5 only)

	Name
	Address
	Phone (with area code)
	Professional Relationship

	
	
	
	

	
	
	
	


12. Professional Experiences:  (for entry options 1 & 5 only)           



13. Affirmation of Good Standing:

     I HEREBY ATTEST TO, AND CERTIFY THAT, THE FOLLOWING STATEMENTS ARE TRUE, CORRECT AND ACCURATE TO THE BEST OF MY KNOWLEDGE, AND I FURTHER AGREE TO FULFILL THE OBLIGATIONS SET FORTH AS FOLLOWS:

· I agree to give the NCA timely notice of any home or business address change in writing.  [   ]  Yes

· I agree to act and conduct professional practice in accordance with accepted ethical standards of the profession.   [   ]  Yes

· I understand and agree that I am obligated to report any changes concerning my responses to this application to the NCA in a timely manner and in writing.   [   ]  Yes

· I have specifically identified to the NCA all professional and occupational licenses, certifications, registration, or other credentials that I hold.   [   ]  Yes

· Have you ever had any disciplinary action taken regarding any psychotherapy certification or registration, which you hold?   [   ]  Yes     [   ]  No    (If Yes, explain on a separate sheet)
· Have you ever been prosecuted for, received a judgment for, been convicted of, or pled no lo contender to any felony in any state, territory or district in the United States or any foreign country?  [   ]  Yes    [   ]  No

(If Yes, explain on a separate sheet)
· Do you have, or have ever had, any physical or mental disability that might affect your ability to practice psychotherapy?   [   ]  Yes     [   ]  No    (If Yes, explain on a separate sheet)
· Are you now, or have you ever been, addicted to or abusive of, or been treated for addiction to or abuse of, any controlled substance, habit-forming drug, prescribed medications, or alcohol?   [   ]  Yes     [   ]  No

(If Yes, explain on a separate sheet)

· Have you ever entered into any malpractice settlement or had any malpractice judgment entered against you in a court of law?   [   ]  Yes     [   ]  No     (If Yes, explain on a separate sheet)
     I understand that any intentional or unintentional failure to provide true and complete responses to this application may result in sanctions by the NCA Board of Ethics Committee.

14. Certification of Accuracy, Agreement, and Release Authorization:

     By signing this document, I hereby certify that the information provided in this application is true, accurate and complete to the best of my knowledge and belief.  I understand and agree that the NCA has the right to contact any person, government agency or entity, or organization to review or confirm any information provided in this application.  I further agree to authorize the release of any information requested by the NCA with respect to the review of this application.  I further understand and agree that the NCA has the right to notify pertinent credentialing and professional organizations if it is determined that this application contains false information.

     I understand and agree that any certification granted to me by the NCA does not, in and of itself, imply or specify licensure or registration to practice family therapy for a fee or otherwise.  I further understand that if I am granted certification by the NCA and practice, I do so at my own risk.  I hereby release the NCA from any and all liability and claims that may arise from any and all counseling and therapy activity in private practice or otherwise.

     I understand and agree that NCA certification and recertification depends upon my fulfillment of all required criteria and obligations.  I further agree to fully inform the NCA, in a timely manner, if I become the subject of any ethics, disciplinary, criminal, or lesser offenses, complaints or charges.

     Upon certification, I understand and agree that professional biographical data is considered to be public information and will be made available in response to consumer/client inquires.  I further agree that, for research and statistical purposes only, data resulting from my application in the NCA certification process may be used in an anonymous/unidentifiable manner.

     In the event that my NCA certification is suspended or revoked, I agree to comply with all directives or orders of the NCA Board and Ethics Committee, including the return of all NCA credentialing documents.  I agree to comply with such directives and orders in a timely manner and at my own expense.

_____________________________________________________
___________________________________

Applicant’s Signature





Date

15. Enclose $175.00 Certification Fee: 

      Checks should be made to the National Credentialing Academy or NCA.  If applicant does not meet certification requirements, a non-refundable $25.00 application-processing fee is assessed and the remaining fee will be returned to the applicant.

DO NOT WRITE IN THIS AREA.  FOR OFFICE USE ONLY.

	Date:__________

Check #:_______

Amount:_______


	References

1.  Yes      No

2.  Yes      No
	Transcript

 Yes      No

Need

Final
	Coursework

Requirements

Yes      No
	Professional

Experience

 Yes      No
	Option #


	Eligible

  Yes      No


A.  Dates of employment:  From __________  To __________   #Hrs./week:_________ Total Yrs./Moths:________


     


Employer and Addres:___________________________________________________________________________





_____________________________________________________________________________________________





Supervisor’s Name, Title, and Phone #:_____________________________________________________________





_____________________________________________________________________________________________





Your Position Title:____________________________________________________________________________





Responsibilities:_______________________________________________________________________________





_____________________________________________________________________________________________








B.  Dates of employment:  From __________  To __________   #Hrs./week:_________ Total Yrs./Moths:________


     


Employer and Addres:___________________________________________________________________________





_____________________________________________________________________________________________





Supervisor’s Name, Title, and Phone #:_____________________________________________________________





_____________________________________________________________________________________________





Your Position Title:_____________________________________________________________________________





Responsibilities:________________________________________________________________________________





_____________________________________________________________________________________________


If necessary, use same format on an additional sheet of paper.





Part I





Part II





Part III





Part IV








