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Application for
Certification Reciprocity for Nurse Life Care Planners

MARKING INSTRUCTIONS:  This form will be scanned by computer, so please make
your marks heavy and dark, filling the circles completely.  Please print uppercase letters
and avoid contact with the edge of the box.  See example provided.
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Home Address - Number and Street Apartment Number

City State/Province Zip/Postal Code

Daytime Phone

- -

Please read the directions in the Handbook for Candidates carefully before completing this Application.

Candidate Information

Background Information

Application for
Certification Reciprocity for Nurse Life Care Planners

Darken only one choice for each question unless otherwise directed.

Evening Phone

- -

RN License Number: License State: License Expiration (Month/Year)

/

A. ELIGIBILITY ROUTE: In addition to being an RN for at least the past 5 years and having at least two years paid nurse life care planning and/or case
management experience, personally coordinating client services along the continuum of care, candidates must meet this additional eligibility route:

B. EXPERIENCE IN CASE MANAGEMENT:

2 years
3 years
4 to 5 years

6 to 7 years
8 to 9 years
10 or more years

D. PERCENT OF WORKING TIME CURRENTLY
SPENT IN LIFE CARE PLANNING:

Less than 25%
25% to 50%

51% to 75%
More than 75%

C. EXPERIENCE IN LIFE CARE PLANNING:
Less than 1 year
1 to 3 years
4 to 6 years

7 to 10 years
Over 10 years

E. PRIMARY PRACTICE SETTING:
(Darken only one response.)

Independant Practice

Insurance

Law Firm

Case Management Company

Government Agency

Managed Care Organization

Integrated Network

Hospital

Other: ________________

HIGHEST ACADEMIC LEVEL:
Associate Degree
Diploma in Nursing
Bachelor's Degree, Nursing
Bachelor's Degree, Non-nursing
Master's Degree, Nursing
Master's Degree, Non-nursing
Doctoral Degree

F.

G. ARE YOU CURRENTLY A MEMBER OF AANLCP?

No Yes

NOTE: Membership in AANLCP is not required.

If Yes, Membership No: _______________

(Complete Page 2)

Mr.
Mrs.
Ms.
Dr.

First Name

Last Name Suffix (Jr., Sr. , etc.)

Middle Initial

Route 3: Reciprocity: A copy of current Life Care Planner Certification (CLCP) and two letters verifying life care planning work experience for at least two years
immediately preceding the submission of the Application. If the criteria are met in Route 3, reciprocity will be granted, thereby eliminating the need to sit for
the Certified Nurse Life Care Planner (CNLCP) examination.

Mail to:

Email Address (Please enter only ONE email address.  Use two lines if your email address does not fit in one line.)

Please enter your Name exactly as it appears on your current Government-Issued Photo I.D.

Most Recent Certification Date (day/month/year)

/ /
Most Recent Certificate Number

Current Employer

Employer Address - Number and Street Suite/Room/Floor

Zip CodeStateCity

35257
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Application for
Certification Reciprocity for Nurse Life Care Planners

I have read the Handbook for Candidates and understand that I am responsible for knowing its contents.  I certify that the information
given in this Application is in accordance with Handbook instructions and is accurate, correct, and complete.  Information on a
candidate's initial certification date, renewal dates, and any CNLCP suspensions or revocation of CNLCP will be released by the CNLCP®
Certification Board upon request to any public entity or agency.  By signing this Application, I am providing authorization for release of this
information and for the use of aggregate data.  Personal information outside of CNLCP status will not be accessed and/or released without
my approval.

CANDIDATE  SIGNATURE: DATE:

Candidate  Signature

Work Experience

Optional Information

Race:
African American
Asian
Hispanic

Native American
White
Other

Age Range:
Under 25
25 to 29
30 to 39

40 to 49
50 to 59
60+

Note: Information related to race, age, and gender is optional and is requested only to assist in complying with general guidelines pertaining to equal
opportunity.  Such data will be used only in statistical summaries and in no way will affect your certification.

Gender:
Male
Female

Background Information
J. HAVE YOU RECEIVED CERTIFICATION THROUGH

RECIPROCITY BEFORE?
No Yes

If yes, indicate month, year, and name under which
reciprocity was given.

Date (month/year):

Name:

I. ORGANIZATIONS TO WHICH YOU BELONG:
(Select all that apply)

American Nurses Association
Amer. Assoc. of Legal Nurse Consultants
Case Management Society of America
Association of Rehabilitation Nurses
Sigma Theta Tau
National Institute of Case Managers
International Association of Rehabilitation

H. ARE YOU CURRENTLY OR HAVE YOU EVER
BEEN CERTIFIED AS A CNLCP?

No

Yes, currently certified.  Certification
expires (indicate year): ____________

Yes, previously certified by certification.
Lapsed on (indicate month/year):
______/______ K. YEARS OF WORK EXPERIENCE AS AN RN:

5 years

6 to 8 years

9 to 12 years

Over 12 years

Institution/OrganizationSupervisor Name (please print)

Title

Address

City, State, Zip Phone

Institution/OrganizationSupervisor Name (please print)

Title

Address

City, State, Zip Phone

Professionals /International Academy of
Life  Care Planners

FOR OFFICE USE ONLY

Fee:

CC Check

Date
0840

Visa MasterCard American Express

/

SIGNATURE:

CREDIT CARD PAYMENT

Name (as it appears on your card):

Address (as it appears on your statement):

Charge my credit card for the total fee of:  $

Expiration date (month/year):

Card type:

Card Number:

If you want to charge your application fee on your credit card
provide all of the following information.

35257


