NCCDP National Council of Certified Dementia Practitioners 


55 Main Street, Suite 102, Sparta, NJ  07871-1909 USA

Within USA Toll Free 1- 877-729-5191 
International Calls 1 973.729.5191
www.nccdp.org
nccdpoffice@nccdp.org
ASSOCIATE MEMBERSHIP

Thank you for being the best part of the NCCDP
Select one: ___Initial Application  ___Renewal

Membership is for one year.  You will receive a reminder notice to renew two months prior to your expiration date.
If you are a CDP, CDCM, CFRDT and or NCCDP approved Alzheimer’s Disease and Dementia Instructor in good standing, associate membership is not required because you are currently a member.

Associate Membership Fee for two years: $135.00

Please make check payable to NCCDP and mail with application to above address.

If you are a member in good standing as a CDP, CDCM, CFRDT and NCCDP Alzheimer’s and dementia trainer, an associate membership is not required as you are a member and your name is listed on the web site.
An associate member is not an approved CDP and you are not approved to place CDP after your name. Your name will be posted on the NCCDP web site under Associate members. To apply for CDP see CDP under certifications.
Membership Benefits:

· Your name is posted on the NCCDP web site under associate members

· Access to free CEU’s however you will need a subscription to the Alzheimer’s Care Guide Magazine to read the article. Please see our membership discount

· Quarterly e-newsletter 

· Discounts to trade publications posted on web site

Your Name: ____________________________________________________________
Street: _________________________________________________________________
City: ______________________ State:_____________ Zip: Code:__________________

Home Phone:_________________________ Cell Phone:__________________________

Email Address: ____________________________________________  Print clearly
Web Address if you have one: ________________________________   Print clearly
Last 4 digits of your Driver’s license or state issued identification: _____________________________

Please list your certifications or licensures that you have. Do not give numbers. Example: RN, LPN, CALA, ADC etc.
Are you currently employed? Yes ___ No ___

If yes: What company do you work for? ________________________________________________________________________________________________________________________________________________

What is your title / position? _____________________________________________________

What is your education back ground: Please list your degrees if applicable? ________________________________________________________________________________________________________________________________________________ 

How did you hear about us?

Please check: Friend: _____ Internet:______ Fax Advertisement: _____: 
News letter or Magazine (which one?) _______________________________________

Seminar: (Instructor Name) _________________________________________________

Other: ______________________________________________________

I hereby give my permission to post my name and or company name under the Membership / Sponsor page.

____________________________________     _________________________ 

Signature





Date
If paying by Credit Card:
Type of Card: ________ Visa, Master Card, Discover or AX

Name on Card: ___________________________________________________________ 
Number on Card: _________________________________________________________
Expiration Date:  ________________________ Security Code: ____________________ 
Amount to Charge: ______________________ Zip code where bill is sent: __________
EMAIL ADDRESS (required if paying by credit card): ________________________

I give permission to charge my credit card: Sign: ________________________________
Date: _____________________
While certification promotes and maintains quality, it does not license, confer a right or privilege upon or otherwise define the qualifications of anyone in the healthcare field.
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