Certified Dementia Care Manager (CDCM) & Certified Dementia Practitioner CDP–RENEWAL APPLICATIONS FORMS
Golden Living Employees

THIS APPLICATION IS FOR CURRENT CDCM’S and CDP’s APPLYING FOR RENEWAL OF THEIR CERTIFICATIONS. 
.  
Check here if, your original CDCM & CDP was approved as a Golden Living employee.  If so, you renew for CDCM and CDP. ONLY GOLDEN 

                      LIVING DEMENTIA UNIT MANAGERS RECEIVED THE CDCM AND 

                     CDP CERTIFICATION.
CDCM $100.00

CDP $100.00

TOTAL RENEWAL FEE IS $200.00 BOTH MUST BE PAID TO RENEW YOUR CDCM CERTIFICATION. 
Please type or print clearly. If mailing in send all pages!
Name (Last, First and Middle Initial) 



Email Address: Please print clearly

___________________________________________________________  
_____________________________________________

Mailing Address: Street Address




Home Telephone and Area Code

___________________________________________________________
_____________________________________________

City                                    County                               State     Zip Code
Work Telephone

___________________________________________________________     
_____________________________________________

Home Phone Number





Cell Phone Number

___________________________________________________________
_____________________________________________

Employment & Company Name




Your Position / Title

____________________________________________________________
_____________________________________________  

Work Address:  City           County                             State    Zip Code
Web Address

___________________________________________________________
_____________________________________________

Has your name changed in the last two years? Yes ___ No ___

If yes, what was your previous name? ________________________________________________________________________

Has your home address changed in the last two years? Yes ___ No ___

If yes, please be sure that the above address is your current address?

Are you still employed with Golden Living?  Yes ____ No ____

If No: Year you left? ______________

If NOT EMPLOYEED, are you currently looking for a job?

a. I am currently looking for a job
b. No, I'm retired 
c. other

If OTHER, please explain.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list previous experience if currently not working:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you currently certified or licensed in a health care profession?  Yes __ No __

Initials (not your title) after your name: Ex. ADC, RN, LCSW, CNA   _______________________________________________________________________
Are you currently in good standing with your other license or certification? 

Ex. RN, LPN, CNA  Yes ___   No ___

List the license or certification numbers: _______________________________________________________________________

What state holds your license or certification? __________________________________
What government agency or certifying body do you have your license or certification with (Example NCTRC)?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What type of community do you work for? 

 Check: CCRC: ___ Nursing Home: ___ Assisted Living: ___ Residential: ____

Management Company: ____ Other:_____ If, you checked other, please describe: __________________________________________________________________

Do you currently manage or supervise a dementia unit?  Yes ___ No ___
If yes, how many beds? _____ Do you supervise staff? Yes ___ No ___

If yes, how many staff do you supervise? _______

Have you downloaded the free staff in-services for NCCDP Alzheimer’s dementia Staff Education Week Feb 14-21 free tool kit and free staff in-services which are available November till March? Yes ___ No __

If no, will you download the free information?  Yes ___ No ___  

If No, Please explain: ________________________________________________________________________________________________________________________________________________

I acknowledge that my name will be placed on the NCCDP CDCM & CDP 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 CDCM & CDP renewal application. 
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 CDCM Certified Dementia Care Manager renewal / recertification and CDP renewal application 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 CDP or CDCM professional selected for the audit must provide these original documents to the NCCDP by the deadline specified by the NCCDP audit notice.   

Payment Information:
Please Pay Online and Complete Renewal Online

Late Fee if application is not post marked by the time your CDCM expires: $10.00

Renewal Fee $200.00 Payment by: Check, Credit Card or Cashier’s Check.

Returned Check Fee: 18.00   Replacement fee for lost certificate Fee: $25.00
 Please make checks / money order payable to NCCDP. Mail to: 
NCCDP
103 Valley View Trail 
Sparta, NJ 07871
The phone number is 877 729 5191

If paying by check or money order, mail this application with payment.
International renewals: Please include a self addressed envelope with postage paid.

Use a manila envelope 8 ½ by 11 or larger. The envelope will contain to certificate paper and 2 letters. 
If paying by credit card please, please pay online and complete this application form online.
If mailing in this form, please mail to the above address.  If mailing in the form we recommend that you use FEDEX, UPS or US Postal service requiring a signed receipt.   
Credit Card Information:
Name on Card __________________________________________

Check One: Visa: _____ Master Card: ______ AX: ________ Discover: _____________  

Number: ________________________________________________ Exp Date: _______

Where is the credit card bill mailed to:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Zip Code where the credit card bill is mailed to: ____________________

I hereby give permission for the NCCDP National Council of Certified Dementia Practitioners to charge my credit card in the amount of $200.00
Card Holder Name: __________________________________________ Date: ________

Revised December 2011 
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