


Verification of Board Certification & Education for Music Therapists
Applicant Instructions
1. Complete Sections 1 and 2. Be sure to sign and date Section 3.
2. Send this form along with your Music Therapist Application to the Bureau of Health Care Quality and Compliance. The Bureau will then forward the form to the Certification Board for Music Therapists for verification purposes.
               506 E. Lancaster Ave. Suite 102
             Downingtown, PA 19335
          1-800-765-CBMT
         Attn: Karen Howat
         kh@cbmt.org
________________________________________________________________________________________________________
· Section 1: Applicant Information



· [bookmark: Text7][bookmark: Text8][bookmark: Text9]Print Name	     	     	     
	Last	First	Middle
· [bookmark: Text10]Mailing Address        Street	     
[bookmark: Text12][bookmark: Text13][bookmark: Text14]                       City, State, Zip	     ,             
· Section 2: Board Certification
· [bookmark: Text15]Music Therapist Board Certification Number:      

· Section 3: Authorization
I request and give authorization to the Certification Board for Music Therapists to complete the information on this form and send it back to the Bureau of Health Care Quality and Compliance and to release any other information required, such as education information. 
_________________________________	______/______/__________
Applicant’s Signature	mo	day	yr



· Section 4: Board Verification
Instructions to the Certification Board for Music Therapists: Please complete items 1-4, sign and date the bottom and return to the address listed below. This form will not be accepted if returned by the applicant. Attach additional sheets if necessary.

1. Name of Applicant: __________________________________________________________
2. Professional title on certificate: _________________________________________________
Certificate number: ____________________   Date of certification: ____________________
3. Verification of certificate
What requirements did the applicant meet to become certified with your Board?

Education:  Degree:  __________________________________________________________

Examination:
	Written Examination Title: _________________________________________________
	Date: ____________________________  Score: ________________________________

Experience:
Describe (i.e. clock hours) ________________
________________________________

4. A.   Has the applicant been subject to any disciplinary action(s)?	   
B.   Are any charges pending against this individual?	   

If the answer to either A or B is ‘yes’, please attach a complete explanation with any supporting documents.

________________________________________________________________________________________________________I hereby certify that to the best of my knowledge and belief the foregoing is a true statement of the record of the applicant named on this form. I further certify that, except as noted in item 4 above or in any attachments, this certifying agency has never taken any disciplinary action against this person and that in so far as the certifying authority has knowledge, there have been no charges preferred nor has any information been presented relating to any question of unprofessional or immoral conduct.

Signature: ________________________________________________________________	Date: ______________________________

Print Name: ______________________________________________________________

Title: ____________________________________________________________________

Certifying Authority: ______________________________________________________

Address: ________________________________________________________________

	________________________________________________________________

Telephone: ____________________________________	Fax: ___________________________________________

Email Address: _______________________________________________________________________________________________________



Please return completed form to:
Anthony P. Campana
Nevada State Health Division
Bureau of Health Care Quality and Compliance
727 Fairview Drive, Suite E
Carson City, NV 89706
Ph: 775-684-1066
	Fax: 775-684-1073
acampana@health.nv.gov
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