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APPLICATION FORM FOR
PALLIATIVE CARE AND HOSPICE ADVANCED CERTIFICATION
I am (check one):

 FORMCHECKBOX 
  $467/APC or NACC member 

 FORMCHECKBOX 
   $574/APC nonmember

 FORMCHECKBOX 
  2nd time applicant $160/APC or NACC member 

 FORMCHECKBOX 
   2nd time applicant $260/APC nonmember

 NOTE: To qualify for the APC member rate, you must be current with APC membership dues
· Please submit one-sided documents ONLY.

· Please no plastic sleeves, binders, staples, or paperclips.
	Personal Information


Salutation:  FORMCHECKBOX 
 Mr.    FORMCHECKBOX 
 Ms.    FORMCHECKBOX 
 Mrs.     FORMCHECKBOX 
 Chaplain     FORMCHECKBOX 
 Rev.   FORMCHECKBOX 
 Rev. Dr.   FORMCHECKBOX 
 Rabbi     FORMCHECKBOX 
 Rabbi Dr.   FORMCHECKBOX 
 Father     FORMCHECKBOX 
 Sister     FORMCHECKBOX 
 Brother   
  FORMCHECKBOX 
 Imam    FORMCHECKBOX 
 Dr.    FORMCHECKBOX 
 CH (MAJ)     FORMCHECKBOX 
 CH (COL)      FORMCHECKBOX 
 Deaconess    FORMCHECKBOX 
 Deacon    FORMCHECKBOX 
 Pastor   
DATE of Board Certification:      




by  FORMCHECKBOX 
 APC/BCCI
 FORMCHECKBOX 
 NACC
Applicant’s Full Name:       
Home Address:      
City / State / Zip Code:      
Home Phone Number:                                                                  Cell Phone Number      
Home E-mail:      
Religious Endorsing Body:      
	Demographic Information   (optional)
	Date of Birth:
	Gender:
	Ethnic Group:

	
	  /  /    
	     
	 FORMCHECKBOX 
 African American
	 FORMCHECKBOX 
 Caucasian
	 FORMCHECKBOX 
 Hispanic

	
	
	
	 FORMCHECKBOX 
 American Indian
	 FORMCHECKBOX 
 Asian
	 FORMCHECKBOX 
 Other


Chaplaincy Setting Category: 
 FORMCHECKBOX 
 Hospice   FORMCHECKBOX 
 Palliative Care 
Employer:      













Position:      
Work Address:      
City / State / Zip Code:      
Work Phone Number:      
Work Fax Number:      
Work E-mail:      
I prefer to be contacted at:  FORMCHECKBOX 
 Home    FORMCHECKBOX 
 Work
 FORMCHECKBOX 
 Cell
	Clinical Experience


To be signed by the applicant’s supervisor:  I verify that _     ____________________________________________ has direct clinical palliative care and/or hospice work experience spanning over 3 years at a minimum of 520 hours per year.
     _____________________________________________
     _____________________________

(print name)
(title)



     

 (signature)
(date)
	Recommendation Letters (3)


You are responsible for obtaining the three (3) recommendation letters. You must have three (3) separate recommendation letters from three (3) different individuals. ONLY ONE team member letter may be from a palliative care/hospice chaplain colleague. All letters must recommend you for specialty certification by BCCI.
1. Supervisor’s Recommendation Letter
You must submit a letter of recommendation from a palliative care/hospice supervisor who evaluates your pastoral, administrative and/or clinical competence. The administrator must identify him/herself as your current supervisor. 

Name:      
2. Interdisciplinary Palliative Care/Hospice Team Member Recommendation Letter
Name:      
3. Interdisciplinary Palliative Care/Hospice Team Member Recommendation Letter
Name:      
	Palliative and Hospice Course/Fellowship Information


You must have completed an intensive palliative care and/or hospice course/fellowship – equivalent to 3 credit hours (45 hours).

 Name of course/fellowship:      
	Provider of course/fellowship:      

	Date course/fellowship completed:      


Please attach a copy of the certificate of completion or transcript for the course/fellowship.
	Consent


I certify that the information in my application materials is accurate and true. I hereby authorize the BCCI and NACC offices and any applicable commissions and committees to review and verify my application materials. I understand that providing false, incomplete or misleading information may result in denial of my application. I understand that my application materials will not be shared by BCCI or NACC outside of its processes.
(   

      


Signature
Date
	Certificate:  I would like my name to appear as follows on my certificate, if recommended for certification (you may include titles and credentials, if you would like):

	(
	     




To pay with a credit card, please use the section below.

 FORMCHECKBOX 
  $467/ APC or NACC member

 FORMCHECKBOX 
  $572/ APC nonmember
	 FORMCHECKBOX 
VISA           FORMCHECKBOX 
MASTERCARD           FORMCHECKBOX 
DISCOVER           FORMCHECKBOX 
AMEX

	Amount: $      

	Card Number:      

	Security Code:      

	Exp. Date:      

	Billing Name:      

	Billing Address:      


BCCI • 2800 W. Higgins Rd. Suite 295 • Hoffman Estates, IL 60169 • Tel 847.240.1014 • Fax 847.240.1015 • www.professionalchaplains.org/BCCI 
NACC • 4915 S. Howell Ave. Suite 501 • Milwaukee, WI 53207 • Tel 414.483.4898 • Fax 414.483.6712 • www.nacc.org
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