Community Health Aide Program Certification Board

Application for CHA/P Change in Level of Certification 

Within Certification Period
INSTRUCTIONS:   Please print or type information and do not use white out.  Use a black or blue pen.  If an error is made, please cross it out, write the correct information, initial and date any changes. This document requires the signatures of the applicant, employer and supervising physician.  Applications may be submitted in an electronically scanned format, by fax, or hardcopy.  

1.
Applicant Name:  


(Full Legal Name)

Last


First


MI

2.
Other Names Used: 







Last


First


MI

3.
Date of Birth:  



Month               Day                 Year

4.
Social Security No.:  _____


 





(Last 4 Digits)

5
Certification Number:  

6.
Certification Date:  



  Expiration Date: ______________
7.
Home Address:  









8.
Employer:  


9.
Employer Address:  

10.
Work Phone #:  



11.
I am applying for certification as a (check one):
( Community Health Aide II (CHA II)         ( Community Health Aide IV (CHA IV)
( Community Health Aide III (CHA III)
    ( Community Health Practitioner (CHP)
12. Emergency Trauma Technician/Emergency Medical Technician (ETT/EMT):

(  Attach current copy of ETT training or EMT certificate
13.
 Required information for certification as a Community Health Aide I – IV:

(  Attach a copy of letter or certificate with location of Training Center and date session completed for the level of certification for which you are applying.

(  Date all components of field training completed:  _____________________
Month / Day/ Year
14.
Required information for certification as a Community Health Practitioner:
(  Attach copy of letter or certificate with location of Training Center and date of completion of the requirements for credentialing as a CHP.
Community Health Aide Program Certification Board

Application for CHA/P Change in Level of Certification

Within Certification Period
Employer Verification

Print Name of Applicant:  





 
Please check each item on lines 15 and 16.

15.

   The applicant has completed the training and education requirements and is competent to practice at the level of certification being sought.  The information provided on Form 10-04, Application for CHA/P Change in Level of Certification Within Certification Period, is accurate.
16.

   The applicant is currently employed by the Indian Health Service or a tribe or tribal health program operating a community health aide program in Alaska under the ISDEAA [PL 93-638, 25 U.S.C. 450 et seq.].
No application fee required.

17.                                                                                    18.
	
	Supervisor Name (Please Print)
	
	Supervisor Title 
(i.e.:  CHAP Director, Medical Director, Chief Executive Officer or other person authorized to sign on behalf of the organization)

	19.
	
	
	

	
	Supervisor Signature
	
	Date


	Please check item 20.

20.           The applicant will only practice as a CHA/P under the medical supervision of a licensed physician who is familiar with the CHA/P program, the Standards and the CHAM and is employed by the federal government or employed by or under contract with a tribal health program operating a community health aide program in Alaska under the ISDEAA. This requirement does not preclude other physicians and mid-level providers directing the day-to-day activities of a community health aide or community health practitioner under the direction of the physician providing medical supervision.



	21.
	
	 22.
	

	
	Supervising Physician Name (Please Print)
	
	Supervising Physician Title

	23.
	
	
	

	
	Supervising Physician Signature 
	
	Date


Community Health Aide Program Certification Board

Application for CHA/P Change in Level of Certification
Within Certification Period
Applicant Verification

Print Name of Applicant:  





 

Please check each item on lines 24 through 29.

24.

   I have received a copy of the Community Health Aide Program Certification Board Standards and Procedures, as amended, and have read this document.
25.


I have not engaged in conduct that is grounds for imposing disciplinary sanctions under Chapter 4 of the document above.
26.

      I have completed the training and education requirements for the level of certification being sought.
27.

   I am currently employed by the Indian Health Service or a tribe or tribal health program operating a community health aide program in Alaska under the ISDEAA [PL 93-638, 25 U.S.C. 450 et seq.].
28.
           I will only practice as a CHA/P when employed by the Indian Health Service or a tribe or tribal health program operating a community health aide program in Alaska under the ISDEAA [PL 93-638, 25 U.S.C. 450 et seq.].
29.

   I will only practice as a CHA/P under the medical supervision of a licensed physician and/or dentist, who is familiar with the CHAP program, the Standards and the CHAM and is employed by the federal government or employed by or under contract with a tribal health program operating a community health aide program in Alaska under the ISDEAA. This requirement does not preclude other physicians and mid-level providers directing the day-to-day activities of a community health aide or community health practitioner under the direction of the physician providing medical supervision.
I verify that I have considered each of the above responsibilities and have provided accurate information to the CHAP Certification Board.  I understand that failure to comply with any of the above provisions or providing false information may result in disciplinary action by the Board and may result in the surrender of my certificate as a CHA/P.

30.













Signature of Applicant



Date


Applications may be submitted in an electronically scanned format, by fax or hard copy.  

SUBMIT APPLICATION TO:

Alaska Native Tribal Health Consortium

Community Health Aide Program Certification Board

4000 Ambassador Drive, 4th Floor 

Anchorage, Alaska 99508

Phone:  (907)729-3624/3642 Fax: (907)729-3629 Email:  chapcb@anthc.org 
FOR OFFICIAL USE ONLY





Received











Action
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