THE AMERICAN ACADEMY OF CASE MANAGEMENT

APPLICATION FOR FELLOWSHIP

RECERTIFICATION STATUS

 

Application for Certification by: _________Exam _________ Continuing Education & Practice
 

Name:_________________________________________________________________Date:___________

 Mailing Address:______________________________________________________________________________

City:____________________________________ State:_____________ Zip: ______________________

Phone:__________________________________    Fax:________________________________________

Email Address:______________________________________________________________________________

 Date of last Fellowship Certification: _____________________________________________________

Full Name at time of last Certification (if changed): _________________________________________

Number of hours of practice as a Case Manager within a four- year period from this date of application:________________

Candidates must have practiced a minimum of 2,500 as a case manager within the four- year period since the date of last Fellowship recertification.

Place of Practice /Employment as a Case Manager: ________________________________________

____________________________________________________________________________________

City: _______________________________  State: _____________________ Zip:________________

Supervisor Name:__________________________________________ Phone: ___________________

Number of hours (contact hours) of continuing education since last date of Fellowship Certification:

Total contact hours: ____________________________________

Applicants for continued Fellowship status by Continuing Education and Practice house MUST submit copies of all continuing education certificates, and/or college transcripts, verifying completion of the minimum required hours.  

Applicants must have evidence of 60 contact hours of continuing education since the last date of Fellowship certification.  For conversion purposes, one semester hour of college credit is equivalent to 15 contact hours of education.  Applicants must have at least 30 contact hours of continuing education that is directly related to the practice of case management. The other 30 required contact hours may be related to clinical practice issues and/or professional licensed practice. 
For Applicants applying for Recertification of Fellowship by EXAMINATION:

Proctor’s Name: ______________________________________________________________________

Proctor’s Address: ____________________________________________________________________

City: ________________________________ State: ______________  Zip:_______________________

Proctor’s Phone: __________________________ Proctor’s email: _____________________________

Signature of Proctor verifying Agreement to proctor your examination:

_____________________________________________________________________________________

Date you wish to take the examination: ___________________________________________________

Send completed application to: American Academy of Case Management, 2400 Niles-Cortland Rd. S.E. Suite #4, Warren, Ohio 44484. Or, fax to: 330-652-7575.
 Method of Payment

Application fee for 4 year term of Fellowship Status is $ 200.00

Payable to: AIHCP
_____ Check

_____ Money Order

_____ Credit Card _____ Visa _____ MC  _____ AMX
 

Card Number:____________________________________________________ 
Expiration:_________________

 Name on Card:___________________________________________________ 
Signature:_________________________________________________________________________
__________________________________________________________________________________
I, the undersigned, verify that this application is complete, and to the best of my knowledge, all information provided is factual and true. I understand that failure to provided the needed information and required documentation could likely lead to delays in the processing of this application. I further understand that if any information supplied on this application is false, that I will be denied consideration for continued status of Fellowship in the AACM.  I further understand that if at any time it is discovered that I have made false or untrue statements on this application, or misrepresented myself, or have provided fraudulent documentation to the AACM, that the AACM may rescind my Fellowship status.
Agreed:

 

_____________________________________________________________                   _______________

Signature                                                                                                                              Date
 

 

