



CERTIFIED ADDICTION TRAINING PROGRAM 


 




      ADMISSION APPLICATION
NOTE: Would you like this application too be used to apply for Financial Assistance?  __ YES   __ NO
Last Name:                                                                                                        First Name:                                                                                  Initial:
Present Address (Number & Street)


City:
State:
Zip Code:
Home Telephone Number:
Social Security:
E-Mail Address:







EDUCATION
HIGH SCHOOL (name and location of last high school attended)


Received:    Diploma
 Other


 GED
 None


 Certificate of Completion


Date Received:
NAME OF COLLEGE, UNIVERSITY OR PROFESSIONAL SCHOOL


CITY AND STATE LOCATED
MAJOR
TYPE OF DEGREE EARNED


DATE DEGREE RECEIVED
NAME OF VOCATIONAL, BUSINESS, TRADE, ARMED FORCES AND/OR OTHER SPECIAL TRAINING SCHOOLS


CITY AND STATE LOCATED
MAJOR
CERTIFICATE EARNED
  YES
  NO
  YES
  NO


DATE CERTIFICATE RECEIVED
PROFESSIONAL LICENSES, CERTIFICATIONS
TYPE OF LICENSE OR CERTIFICATE
ISSUING AUTHORITY
LICENSE/CERTIFICATE #
DATE RECEIVED
DATE EXPIRES
Have any of these licenses/certificates ever been suspended or revoked?   YES  NO   If so, when?                            Why?  

                                     Certified Addictions Counseling Training Program (Select One)


                    Addiction


         Prevention   


       Criminal Justice

     ___ CAP - Certified Addiction Professional        __ CAPP - Certified Addiction Prevention Professional                       ___CCJAS
     ___ CAP through Licensure  

             __ CAAPP-2 – Certified Associate Addiction Prevention -2                   ___ CCJAC
      ___ CAC - Certified Addiction Counselor          __ CAAPP-1 – Certified Associate Addiction Prevention-1                     ___ CCJAP
      ___ CAS -Certified Addiction Specialist             


                                * Will you require Clinical Supervision hours?   ___Yes    ___No       If yes, how many? _____________

SKILLS
Please list any additional skills, qualifications, abilities or education that you would like us to consider as part of your application.                              

EXPERIENCE
INFORMATION REGARDING PRESENT AND PREVIOUS EMPLOYMENT IS REQUIRED. PLEASE DESCRIBE YOUR WORK EXPERIENCE IN DETAIL, BEGINNING WITH YOUR PRESENT OR MOST RECENT JOB. 

1
Address:


Employer:
Job Title:
Reason for Leaving:
City
State:
Zip:
Phone (include Area Code):
From (Month/Year):
To (Month/Year):
Annual Salary:
Hours/Week
Are You a Supervisor?
2
Address:



Employer:
Job Title:
Reason for Leaving:
City
State:
Zip:
Phone (include Area Code):
From (Month/Year):
To (Month/Year):
Annual Salary:
Hours/Week
Are You a Supervisor?
3
Address:



Employer:
Job Title:
Reason for Leaving:
City
State:
Zip:
Phone (include Area Code):
From (Month/Year):
To (Month/Year):
Annual Salary:
Hours/Week
Are You a Supervisor?
4
Address:



Employer:
Job Title:
Reason for Leaving:
City
State:
Zip:
Phone (include Area Code):
From (Month/Year):
To (Month/Year):
Annual Salary:
Hours/Week
Are You a Supervisor?
Employer:
Job Title:
Address:


Reason for Leaving:
City
State:
Zip:
Phone (include Area Code):
From (Month/Year):
To (Month/Year):
Annual Salary:
Hours/Week
Are You a Supervisor?
HR-FORM 20867



Revised 12/29/06

Personal Statement

Tell us about yourself, your interests and experiences, your goals and aspirations, and your reasons for wanting to be a Certified Addiction Counselor. Please limit response to the space below.
Select a Training Center by placing 1 as you primary and 2 as your secondary city.
 FORMCHECKBOX 
 Miami    FORMCHECKBOX 
 Ft. Myers    FORMCHECKBOX 
 Orlando   FORMCHECKBOX 
 Tampa    FORMCHECKBOX 
 Jacksonville      FORMCHECKBOX 
 Pensacola 

Signature: ___________________________________

                           Date:_________________
   
   


             CROSSROADS TRAINING CENTER




















