


You may mail or fax in this renewal
[bookmark: _GoBack]National Council of Certified Dementia Practitioners
55 Main Street, Suite 102
Sparta, NJ 07871-1909 USA
Toll Free 1.877.729.5191
Membership Services 1.973.860.2245
International 1.973729.5191
973-860-2244 (fax)
NCCDPCORPORATE@NCCDP.org
CFRDT Certified First Responder Dementia Trainer
RENEWAL FORM
Please allow four to six weeks to process from the date we receive your renewal form.
"NCCDP works to protect your privacy, but we must rely on you to tell us if you have changed your email address or if your email address has been hacked.  NCCDP will continue to use the email address that we have on file for you unless we hear from you that it has been changed or hacked."

Date:________
Name:  Last: __________________________ Middle: _________ First: ________________
List credentials to go after your name for the NCCDP registry: ____________________________
______________________________________________________________________________
Be sure to include all license and certifications such as CDP, CDCM RN, LNHA etc,.
Home Address:  Street   _________________________________________________________
City: __________________________________________________________________________
State: ____________________________  Zip Code: ____________________________________
Home Phone: __________________________________________________________________
Cell Phone: ____________________________________________________________________
Place of employment: ____________________________________________________________
Type of organization: ____________________________________________________________
Your position: __________________________________________________________________
Company address: ______________________________________________________________
Work email: ___________________________________________________________________
Company Phone number: ________________________________________________________
Renewal Fee: $125.00 and you are renewing for two years. 
Late Fee: $35.00
If you are paying by check please make check payable to NCCDP
There is a $35.00 returned check fee.
Please mail with renewal form with this application or you can renew online.
Please mail to the address listed on this application.
For credit card payments:
Card Type Please check: Visa ___ Master Card ___ AX ___ Discover ___
Name on Card: ____________________________________________________________
Number on Card: __________________________________________________________
Expiration Date: ___________________________________
Address where the card bills are mailed to: _________________________________________
_____________________________________________________________________________
I hereby give permission for NCCDP / ICCDP to charge my card in the amount of $100.00
Signature: ________________________________________________________________
Date: ____________
Email address to send a receipt to: _____________________________________________
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