The American Academy of Grief Counseling


Christian Grief Counseling


APPLICATION FOR CERTIFICATION


Name:_________________________________________________________Date:___________

Mailing

Address:_______________________________________________________________________

City:______________________________ State:___________Zip:_________________________

Phone:__________________________________Fax:___________________________________
Email

Address:___________________________________________________________________________

School or Continuing Educational Program Attended for Christian Grief Counseling:

__________________________________________________________________________________

Date of Completion:__________________ Number of hours of Instruction:___________________
Applicants must submit one copy of all course CE certificates from their education program.

Prerequisite Verification:  The Prerequisite to attain Certification is: Currently Certified as a Grief Counselor by the American Academy of Grief Counseling.


Currently Certified: _____ YES     _____ NO

Any name change since achievement of Certification in Grief Counseling :  _____YES  _____NO

If changed, provide name under which original Grief Counseling Certification was conferred:

_________________________________________________________________________________________
Current Job: ______________________________________________________________________________

Position: ______________________________________________________________________________

Place of Employment: _______________________________ City: _______________State:____

Name of Supervisor: _______________________________________ Phone:________________


Current License Held: ________________________________________  State:_______________

List all other current Certifications: __________________________________________________________________________________

__________________________________________________________________________________

Earned College Degree(s): _________________________________________________________________________________
School(s) Attended for Degree:_______________________________________________________

City: ________________________________  State:_______  Date of Completion: _____________

Method of Payment- Application fee for 3 year term of certification is $ 175.00

Checks and money orders are payable to: AIHCP

_____ Check

_____ Money Order

_____ Credit Card _____ Visa _____ MC ___ American Exp

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 provid 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 certification. 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 AIHCP/AAGC that the AIHCP/AAGC may rescind my certification.

Agreed:

___________________________________________________ Date:________________________

Signature


Mail Completed Application to:

The American Academy of Grief Counseling
2400 Niles-Cortland Rd. S.E. Suite # 4
Warren, Ohio 44484

Or, you may Fax the completed application to:  330-652-7575

