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THE AMERICAN ACADEMY OF GRIEF COUNSELING

PASTORAL THANANTOLOGIST CERTIFICATION
APPLICATION 

___________________________________________________________________________

Check One:  ______    Minister/Clergy    

                      ______     Lay Ministry/Pastoral Care

                      ______   Mental Health Professional

                      ______   Health Care Professional

                      ______   Grief Counselor

Name:________________________________________________Date :_____________

Mailing Address:___________________________________________________________________ 

City:____________________________________ State:_____________ Zip:____________

Phone:____________________________________________________________________

 Fax:______________________________________________________________________

Email Address:___________________________________________________________________

List Schools/Colleges Attended and Degree Earned:
1. _____________________________________________________________________

2. _____________________________________________________________________

3. _____________________________________________________________________

Provide Information on Ministry License and/or Ordination:

(State you are licensed in; Ordination by)

1.

2.

Include documentation to support license/ministry/ordination.

For Lay People in Ministry:
Affiliated Church or Organization: 
___________________________________________________________________________
City: ____________________________________ State: _____________  Zip: __________

Name of Supervising Minister/Clergy: _________________________________________

Number of years in lay pastoral care ministry:___________________________________

Include a letter of reference and verification of your lay ministry, by a supervisor.

For Mental Health and Health Care Professionals:

Place of Employment: _______________________________________________________

City: ____________________________________ State: _____________ Zip:___________

Position: __________________________________________________________________

Current License: Type: ____________________________________ State:____________

Number of years in practice: _________________________________________________

Provide documentation of current license.

For All Candidates

Certifications: list any applicable Certifications that are current. Provide title of Certification and name of Certifying Organization.
1. _____________________________________________________________________

2. _____________________________________________________________________

Education: List all education programs completed related to Pastoral Thanatology. 
You must provide copies of all completed documents verifying course/education completions.
Total number of contact hours of Education related to Pastoral Thanantology:________

(Note: 1 semester hour of college level credits = 15 contact hours of education).

Include a letter of reference/verification from your current supervisor. The letter must be a reference letter for conferral of Certification in Pastoral Thanantology, as well as any required verifications of active ministry or care of the dying.
Supervisor’s Name:__________________________________________________________

Employer: ________________________________________________________________

Address: __________________________________________________________________

Email: _________________________________________ Phone: ____________________

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

_____ Check (payable to: AIHCP)
_____ Money Order

_____ Credit Card _____ Visa _____ MC

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 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 American Academy of Grief Counseling, that the AAGC may rescind my certification status. I understand that this is an application and does not imply automatic conferral of certification. I also understand that the AAGC reserves the right to contact any reference/supervisors detailed on this application.
Agreed:

______________________________________________________________ 

Date:________________________

Signature:__________________________________________________________________

Remit to:  American Academy of Grief Counseling
                  Pastoral Thanantology Certification Division
                  2400 Niles-Cortland Rd. S.E.  Suite # 4
                  Warren, Ohio   44484

