
 APPLICATION CHECK 
Please include this check sheet when returning your application and financial assistance package.
· APPLICATION CHECKLIST
· ADMISSION APPLICATION – RETURN WITH APPLICATION FEE OF $40.00
· LETTER OF RECOMMENDATION * (Return)
List the name of recommender and status of letter:


*    1. ________________________________ date mailed/to be mailed: ______
Are all relevant forms signed?   Is information legible?
* Letters of recommendation are to be mailed by the recommender to Crossroads Training Center.  
Crossroads Consulting Group, Inc.
The Certified Addictions Counseling Training Program
2101 Vista Parkway – Suite 215
West Palm Beach, Fl 33411
Office 1 561 249 5370
Direct Line 1 561 797 8167
FAX: 561 798 8837
E-mail:  wj1856@yahoo.com








CERTIFIED ADDICTION TRAINING PROGRAM 


 ADMISSION APPLICATION
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 




























Have any of these licenses/certificates ever been suspended or revoked?   YES  NO   If so, when?                            Why?  

                                    Addiction (Please select one program)
__ CAP - Certified Professional   __ CAP through Licensure   __ CAC - Certified Counselor     ___   CAS -Certified Specialist   
 Other (Specify) ____________________________                                                       
                
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?
Revised 12/29/06
RECOMMENDATION LETTER FOR ADMISSION
The Certified Addictions Counseling Training Program
Crossroads Training Center 

Applying for (check one):



 CAP (Florida)
 
  CAC (Georgia)







 CAC (Florida)    
                Other







 CAS (Florida)







 CBHT (Florida)
PLEASE TYPE OR PRINT LEGIBLY
I. INSTRUCTIONS TO THE APPLICANT: You must provide all information requested in this section.  Print your name as it appear on your application.  Print the name and address of your recommender and provide him/her with an addressed envelope.
Name of Applicant




Name of Recommender




Title






Address













Position 





Under the provisions of the Family Rights and Privacy Act of 1974, you (if admitted and enrolled) will have access to the information provided unless you have waived such access.  Please sign and date below to inform us of your decision.
 I waive my right of access to information

or
I do not waive my right of access to information below. below.



Signature of Applicant

Date


Signature of Applicant


Date
II. RECOMMENDER: Under the provisions of the Family Rights and Privacy Act of 1974, the applicant (if admitted and enrolled) will have access to the information provided unless he/she has waived such access.
You are being asked to provide information for a person applying for a training grant and admission to the Certified Addictions Counseling Training Program sponsored by Crossroads Training.  The purpose of the training grant is to prepare aspiring counselors who are capable of working in the Substance Abuse field in an interdisciplinary manner and who will be able to bridge the gap between community and treatment.  
Your comments will be used to assess personal, academic and professional promise of the applicant as well as to ascertain prior characteristics such as reliability, initiative, interpersonal skills, ability to work both independently and interdependently and the ability to benefit from and contribute productively to interdisciplinary work.
1.  How long and in what capacity have you known the applicant?  




















___________________________________________________________________________________________
Please rate the applicant with others whom you have known at similar stages in their careers.






Top
Next
Next
Next
  Next
   Don’t






5%
15%
15%
15%
  50%
   Know

Knowledge in chosen field

Motivation and perseverance toward goals
Ability to work independently
Ability to express thoughts in speech and writing
Ability to benefit from interdisciplinary program
Ability to add to others interdisciplinary learning
Ability to plan and conduct groups

3.  Please indicate the strength of your overall endorsement by placing an “X” along the scale below.

     Highly Recommend
   Recommend        Recommend   With Some Reservations
Not Recommend
After responding to the items above, please attach a letter commenting specifically on the applicant’s strengths and limitations for Addictions Counseling Training.  Description of significant actions, accomplishments, and personal qualities related to on the job achievement are particularly helpful.  

Name (print) ___________________________________________________________________________________
Signature _______________________________________________________
Date ___________________________
WHEN COMPLETED, PLEASE SEND THIS FORM AND ANY ADDITIONAL SUPPORT MATERIAL DIRECTLY TO 
 Crossroads Consulting Group, Inc 
The Certified Addictions Counseling Training Program
2101 Vista Parkway – Suite 215
West Palm Beach, Fl 33411
Office 1 561 249 5370
Direct 1 561 797 8167
FAX: 561 798 8837
E-mail:  wj1856@yahoo.com
DO NOT RETURN THIS FORM TO THE APPLICANT









CROSSROADS CONSULTING GROUP, INC














CROSSROADS CONSULTING GROUP, INC.
















