Send completed application to:

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

1 877 729 5191  Toll Free 
nationalccdp@aol.com www.nccdp.org
Certified Dementia Care Manager™ (CDCM™) 

Registration and Application Form

THIS APPLICATION IS ONLY FOR THOSE HEALTH CARE PROFESSIONALS CURRENTLY SUPERVISING DEMENTIA UNITS.

The 2nd day is via conference call. This is a 3 hour conference call and dates and times to be arranged during the Train the Trainer class. YOU DO NOT NEED TO BE A CDP PRIOR TO TAKING THE TRAIN THE TRAINER AND CDCM CLASS!
You must complete and mail in the Train the Train registration form, Instructor application and CDP application. You must complete the Train the Trainer class which is the first day. 

Please type or print clearly.
Today’s Date: ____________________________
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

___________________________________________________________
_____________________________________________

Work Email Address:

___________________________________________________________

What type of community do you work for?  
Please Check: CCRC: ___ Nursing Home: ___ Assisted Living: ___ Residential: ____

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? ________________________
Please list the dates that you began supervising the unit (current position).
From: _____________To: __________
Please briefly describe your responsibilities as a supervisor or manager of the dementia unit. 
Please check which class you will be attending:
Dates listed are for Train the Trainer class which you must attend. The 2nd day will be an arranged time for a 3 hour conference CDCM training call.
	
	March 28, 2012 
Riverside Marriott
3400 Market Street
Riverside, CA
951-784-8000
Train the Trainer and Date

2nd Day will be via conference call and date to be arranged on day of Train the Trainer class.



	
	April 16, 2012
Salt Lake City Downtown Marriott
75 South West Temple
Salt Lake City, UT
Train the Trainer and Date

2nd Day will be via conference call and date to be arranged on day of Train the Trainer class.



	
	April 30, 2012
JW MARRIOTT GRAND RAPIDS

35 LOUIS ST. N.W.

GRAND RAPIDS, MI

616-242-1500
Train the Trainer and Date

2nd Day will be via conference call and date to be arranged on day of Train the Trainer class.



	
	May 8, 2012
SpringHill Suites by Marriott Pittsburgh Airport 

239 Summit Park Drive 

Pittsburgh, PA 15275

(412) 494-9446
Train the Trainer and Date

2nd Day will be via conference call and date to be arranged on day of Train the Trainer class.



	
	May 22, 2012
Courtyard Oakland Airport
350 Hegenberger Rd

Oakland, CA
Train the Trainer and Date

2nd Day will be via conference call and date to be arranged on day of Train the Trainer class.



	
	June 5, 2012
COURTYARD MARRIOTT RICHMOND AIRPORT

5400 WILLIAMSBURG ROAD

SANDSTON, VA 23150

804-652-0500
Train the Trainer and Date

2nd Day will be via conference call and date to be arranged on day of Train the Trainer class.



	
	June 5, 2012
DOWNTOWN PROVIDENCE COURTYARD
32 EXCHANGE TERRACE
PROVIDENCE, RHODE ISLAND
401-272-1191
Train the Trainer and Date

2nd Day will be via conference call and date to be arranged on day of Train the Trainer class.



	
	June 26, 2012
COURTYARD BUFFALO AMHERST
4100 SHERIDAN DRIVE 
BUFFALO, NY 14221
716-626-2300
Train the Trainer and Date

2nd Day will be via conference call and date to be arranged on day of Train the Trainer class.



	
	July 23, 2012
Nashville Airport Marriott

600 Marriott Drive 

Nashville, Tennessee 37214 USA

615-889-9300
Train the Trainer and Date

2nd Day will be via conference call and date to be arranged on day of Train the Trainer class.




Teaching Experience:

List your experience teaching dementia topics or related topics to health
care professionals.  If you are describing your teaching experience with more than one facility, please attach another piece of paper with this information. 
Employer





Address

_____________________________________________
_________________________________________
You’re Title:__________________________________
 Dates Teaching  At  This  Facility ______________________


Facility Phone Number _____________________________
May We Contact Your Supervisor?  Yes _____    No ____  Name: ___________________________________________
Total Number of Hours Spent Teaching Health Related Topics and dementia Topics during Your Employment: __________ 

Describe Your Teaching Experience:

Title of Seminar
Subject Taught
Mode of Teaching (Over Head, Power Point, Lecture, Video, etc)              Class Size

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________​​​​​​​​​​​​​​​​​​_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

​​​​​​​​​​​​​​ATTACH YOUR RESUME:.

Education:  List post high school training, including college and other relevant education.  The NCCDP requires a graduate degree, bachelor’s degree OR RN, LPN, LVN.  The NCCDP requires certification, registration or licensure in a health related field or possess a graduate degree in lieu of certification, license or registration.  

Nursing School:     
Year Graduated:   
Degree Awarded:

_______________  
_______________   
 _______________

Bachelor’s Name of College
 
Year Graduated:
City / State
Degree Awarded                              

___________________
___________
_______
_______________________

Graduate Name of College

Year Graduated: 
City / State 
Degree Awarded                              

___________________
__________
_______
_______________________
PLEASE HAVE YOUR TRANSCRIPTS FORWARDED TO THE NCCDP. 
(With the exception of RN, LPN, LVN, CTRS or any other license or certification where a degree was required to obtain the license or certification)
Certifications: Please list all certifications, licensure and registrations. All documents must be current and applicant in good standing.  
May we have permission to contact the accrediting organization? Yes ___ No ___

Please list the organization’s web site.
Certification (Ex. ADC)   
What does the abbreviation stand for? (ex. Activity Director Certified)


_____________________
____________________________________________________________

Accrediting  Organization  Name:   (Example National Council of Certified Activity Professionals).  

Web Site
____________________________________________________________________________________________________________
Certification (Ex. ADC)   
What does the abbreviation stand for? (ex. Activity Director Certified)


_____________________
_______________________________________________________________
Accrediting Organization Name:  (Example National Council of Certified Activity Professionals)

Web Site
____________________________________________________________________________________________________________
Certification (Ex. ADC)   
What does the abbreviation stand for? (ex. Activity Director Certified)


_____________________
_____________________________________________________________

Accrediting Organization Name:  (Example National Council of Certified Activity Professionals)

Web Site
____________________________________________________________________________________________________________
Certification (Ex.ADC)   
What does the abbreviation stand for? (ex. Activity Director Certified)


_____________________
_____________________________________________________________

Accrediting Organization Name:  (Example National Council of Certified Activity Professionals)

Web Site 
____________________________________________________________________________________________________________


Certification (Ex.ADC)   
What does the abbreviation stand for? (ex. Activity Director Certified)


_____________________
_____________________________________________________________

Accrediting Organization Name:  (Example National Council of Certified Activity Professionals)

Web Site
____________________________________________________________________________________________________________
Certification (Ex.ADC)   
What does the abbreviation stand for? (ex. Activity Director Certified)


_____________________
_____________________________________________________________

Accrediting Organization Name:  (Example National Council of Certified Activity Professionals)

Web Site
____________________________________________________________________________________________________________
ATTACH YOUR CERTIFICATION, LICENSURE OR REGISTRATIONS HERE.
NURSES: Only attach a copy from the state registry showing your license is current. NURSES: Do not send a copy of your license. 
ATTACH YOUR CERTIFICATE IF YOU ATTENDED AN ALZHEIMER’S AND DEMENTIA SEMINAR BY AN APPROVED NCCDP INSTRUCTOR. NURSING: DO NOT ATTACH YOUR LICENSE! This class is not a requirement to attend the CDCM training.
This is a two day class:

Day 1: 7:30 A.M. to 8:00 P.M.  Train the Trainer Alzheimer’s and dementia seminar:  The student will be provided with over head copies, power point disk, master hand out notebook, tests, books, tests for your future class, sample brochure, sample certificate, sample sign in sheets, certification as CDP and Certification as NCCDP Certified Alzheimer’s dementia Trainer. The evening portion of the class will include marketing, database information, equipment requirement, etc. 
Topics to be covered are:  Introduction to Dementia, Diagnosis, Prognosis, Treatment, Communication, Feelings, Depression, Repetitive Behaviors, Paranoia, Hallucinations, Wandering, Hoarding, Aggressive Behaviors, Catastrophic Reactions, Intimacy, Sexuality, Pain, Personal Care, Pain, Bathing, Dressing, Toileting, Nutrition, Activities, Environment, Staff and Family Support, Diversity and Cultural Competence, Spiritual Care and End of Life Issues.

Day 2: 3 Hour Conference Call: CDCM Training: Participant will receive Alzheimer’s & Dementia Unit policy and procedures manual, resources, best practices and CDCM job descriptions and certification as a Certified Dementia Care Manager CDCM. The 3 hour class will be conducted via conference call and the time will be determined during the 1st day class. 
Upon completion of the class the student will be provided with the necessary tools to immediately begin training your staff.  The student upon completion of the two day class will be awarded Certification as Certified Dementia Practitioner, Certified Dementia Care Manager and an approved NCCDP certified Alzheimer’s dementia instructor. 
Seminar / Certification Fee: FEE INCLUDES BOTH THE TRAIN THE TRAINER CLASS AND THE CDCM CLASS. $3,200.00 early registration: $2,900.00. NCCDP must receive payment 60 days prior to the start of the class to receive the early registration fee. There is a $750.00 cancellation fee. Cancellation must be received in writing by certified mail no later than 60 days prior to the start of the class.  Price does not include travel, air, hotel, car rental or any other travel expenses. Price includes training materials, certifications and meals during the Train the Trainer class. Day One includes Continental light breakfast, lunch and dinner. Once the class begins there are no refunds. Checks are to be made out to the NCCDP and mailed with applications to the NCCDP address. Please ask about group rates.  We can come to you!

If you have already completed the Train the Trainer class and are a NCCDP Certified Alzheimer’s and Dementia trainer and CDP and are now wishing to take this class, the fee is $400.00. Upon completing this form only and mailing to the NCCDP, the NCCDP will mail you your materials and certification and will arrange a 3 hour phone conference with you.  CHECK HERE: ______

If paying by credit card please see form listed below.
Returned check fee: The returned check fee is $17. 

Emergency Contact Information:  Name: ________________ Phone: ______________
You must complete both days of training in order to obtain your certifications as CDCM.

Do you require a special kind of meal? Please explain.  ________________________________________________________________________________________________________________________________________________________________________________________________________________________

We are bound by the hotel menu. We will make every attempt to accommodate you.
You must mail in your registration with a check or credit card.  

Type of Card (VISA, Master Card, AX, Discover): ___________________ 
Number: _____________________________________________________
Expiration Date: __________ Zip code where bill is sent: _________________

Name on Card: ___________________________________________________ 
I hereby authorize National Council of Certified Dementia Practitioners to charge my card in the amount of: $____________

Sign your full name: __________________________________________ Date: _______ 

Print your name: _____________________________________________

If you require a receipt please provide your email address ______________________

NCCDP reserves the right to cancel the class and will not be held responsible for your travel costs due to weather, illness, death or any other unforeseen emergencies.

You will receive a confirmation letter three weeks prior to the start of the class.

Reminder: The applications must be notarized.
Complete

· CDCM Application / Registration form

· CDP Application 

· Train the Trainer registration form

· Instructor Application

Attach

· Copies of your certification, licensure and or registration.

· Forward college transcripts to the NCCDP (If you are an RN, LPN, LVN, CTRS college transcripts are not necessary.)
· Resume

· 1 sample of a seminar you taught.

· A letter from your administrator stating you are the Dementia Unit Manager or that you supervise the dementia unit.

· Copy of certificate from an Alzheimer’s and dementia seminar by an NCCDP instructor if applicable. It is not required to attend this class prior to the CDCM class.
· Letter of recommendation from your Executive Director, Assistant Administrator or from the Director of Nursing stating why you should be approved for the class.

All documents must be received before the start of the class or you will be denied access to the class.  The policy and procedure manual provided is not to be copied by any means. It is to be used as a guide only in developing policies and procedures for your facility. The policy and procedure manual is the sole property of the person who is attending the course. 
Renewal: You must renew your CDCM, CDP and Instructor every two years. There is a $100.00 fee for CDCM and $100.00 Fee for Instructor at the time of renewal. There is no renewal fee for CDP. But you will be required to complete the CDP renewal application. You will need 10 CE’s or 10 CEU’s in any health care related topic.  
I attest that all answers and statements are true to the best of my knowledge.  I understand that the NCCDP may verify information and that any misleading statements or untruthful facts are cause for rejection of this application and I will be denied access to the class.  

Your Name (Print) ________________________________________

Signature: ________________________________ Date: __________

This document must be notarized attesting that the person signing and completing this document is the person signing this document.

NCCDP Notarization Instructions:

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

Notary Public in and for the State of __________________________________

Signature of Notary: _______________________________________________

Name of Notary:  __________________________________________________

Phone Number: ____________________________________________________

Commission Expires: ________________________________________________

Place notarization seal here.
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