National Council of Certified Dementia Practitioners®
103 Valley View Trail Sparta, NJ  07871

Toll Free 1- 877-729-5191
www.nccdp.org  nationalccdp@aol.com
Renewal Application
Certified First Responder Dementia Trainer ™ CFRDT ™ 
Please Complete Online or 
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
I acknowledge that my name will be placed on the NCCDP web site CFRDT registry.  Initial: _____
First Responder Profession 
Police Officer _______________

Firefighter __________________

Red Cross Worker ____________

EMT/EMS: __________________

Instructor: ____________ Specialty _____________________________

Other: _____________________________________________________
General Information:

Name:  Last__________________ Middle: ______________  First:_________________

Certifications or Licensed to be listed after your name on NCCDP registry: ________________________________________________________________________

Home Address (Your address will not be made public) : ___________________________________________________________

City:__________________________________  State:__________ Zip Code:_________ 

Home Email Address:______________________________________________________  

Phone Number:  Area Code (    ) __________ - __________________

Cell Phone:         Area Code (   ) __________ - __________________

Date of Birth: ______________________   Male:  ________     Female _________

EMPLOYMENT HISTORY

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 (     ) ______________ - ________________________

Have you taught the NCCDP Alzheimer’s dementia seminar? Yes___ No ___

List the dates: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EDUCATION:

College/University/ attended:_____________________________________

Address:________________________________________________________________

Dates Attended: From  (month/yr) _______________ Graduated: ( month/yr) _________

Major: ____________________________

Degree(s) Awarded and Date(s)______________________________________________

General Standards:  

· College Graduate. The degree must be from an Accredited College or University.

· Successfully completed the Train the Trainer Certified First Responders Alzheimer’s / Dementia Course for Instructors by NCCDP approved First Responder Instructor.

· 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 health care, Dementia or Alzheimer’s.  You will receive a notice in the mail (2 months prior to the deadline) of your upcoming renewal. We offer an online university if you need credits. 
· Must have at minimum three years experience educating First Responders. 

I acknowledge that my name will be placed on the NCCDP CFRDT registry located on the web site. 

Initial: ______________________    YOUR ADDRESS WILL NOT BE SHOWN ON THE WEB SITE!

You are required to complete 10 hours of Continuing Education on any health care related topic within 24 months of your renewal date: You are not required to mail in the certificates with the CFRDT renewal. 

Statement that you have completed the required 10 hours of Continuing Education:

I have successfully completed 10 hours of continuing education (any health care related topic) for the last 24 month period for the two year certification since my certificate last renewal. I certify that the information put forth on the CFRDT renewal / recertification form is true and complete to the best of my knowledge. I further acknowledge that if the information supplied on this form is willfully false, I am subject to disciplinary sanction, including certification suspension/ revocation.  

Please sign indicating everything you have stated in the renewal application is true:

Your name: ___________________________________________________________________
Do not send verifying documentation with this form. You are to maintain your certificates of CE or CEU’s for three years following renewal, certificates documenting successful completion of Continuing Education (CE) showing the date and title of the CE program, the number of Continuing Education Units (CEU’s) or contact hours awarded and a certifying signature or other certification of the approved provider. A random audit of CE completion is periodically conducted to verify the preceding statement. The CFRDT  selected for the audit must provide these original documents to the NCCDP by the deadline specified by the NCCDP audit notice.   

I have read and understand the general standards requirement.

Sign and Date: _______________________________________________________________________

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

If paying by Check: Make checks payable to NCCDP

If paying by Credit Card please complete the following information. Upon receipt of application there is a 
Returned Check Fee: There is a $17 fee for returned check. 

Credit Card Information:

Type of Card: Please check: Visa ____ MC ______ AX _____ Debit: _____

Number: _______________________________________________________

Name on Card: __________________________________________________

Expiration Date: _________________________________________________

Security Code: __________________________________________________

Address where bill for this card is mailed: _____________________________________________________________

_____________________________________________________________

Zip Code: ______________________

I hereby give permission for the NCCDP to charge my card or debit card in the amount of

$100.00
Signature: _________________________________ Date: ______________
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