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BOARD OF PSYCHOLOGY PSYCHOLOGY 

ASSOCIATE REGISTRATION 
Al l ap pli cants mus t co mplete ev ery sec tion of this a ppli cati on a nd su bmi t th e origi nal ap pli c ati on and a ll requi red 

supp orti ng docu men ts. I f more spa ce is needed to fully an sw er qu esti ons, a ttach ad di tional sheets w i th typed responses. 
Fal se or misleading sta temen ts w ill be cause for disciplinary action and could be cause for criminal prosecution pursuant 
to DC Code 22-2514. If you have any questions, call HPL A Customer Service at 1-877-6 72-2174 Monday through Friday, 
8:30 AM to 4:30 PM EST. A charge of $65.00 will be imposed for dishonored checks (Public Law 89-208) 
Pleas e Note: Please refer to application ins tructions before com pleting this form. 

 

SECTION 1.  REGISTRATION TYPE & FEES 
Please check one: 

 
New Registration $230.00 

 
Regi stration by Endorsement $230.00 

 
Duplication Registration Print (limit of 5)     X $34.00 

 
CRIMINAL BACKGROUND CHECK: [A separate payment is 

requir ed for each applicant] To schedule an appointment 

(https://dchealth.dc.gov/node/120532/). 

For questions, call 877-614-4364 
All ap p li c an ts are r e qu ir e d to u n d e r go a C r i m i n al B a c k gr o u n d C h e c k 

REGISTRATION EXPIRATION: All registrations 
expire December 31st every odd numbered 
year 

 
For Registrat ion Fees ONLY, make check or 

money order payable to: D.C. Treasurer 

MAI L TO: 

DC Board of Psychology 
P.O. Box 37802 

Washington, D.C. 20013 
 

 
 
 

Criminal Background Check Fees are 

separ ately payable to Morpho Trust 

SECTION 2A.  APPLICANT INFORMATION 

Note: LEGAL NAME: (Do not use any initials unless they are a part of your nam e) 

 

 
FIRST NAME  MI  LAST NAME  (SUFFIX: Jr., Sr. etc.) 

 

 
  /  /     -   -   * 

Date of Birth Social Secu rity Number GENDER:  MALE  FEMALE 
 

* All Applicants must provide a So cial Security Number (SSN). If y ou do not have a SSN or are waiting for one to be issued, you m ust submit with 
your application a sworn affidavit attesting that you will provide your SSN to the Board of Psychology within 15 days of obtaining it from the 

govern ment of the United States . Your regis tration will not be iss ued without a valid SSN. 
SECTION 2B. OTHER NAMES USED: (Please print clearly) 

If your name has changed at any point, you must provide a copy of a legal name change document for EACH time that it has changed..     
Acceptable documents for individuals are marriage certificates, divorce decrees, cour t orders and spouse’s de a th c er ti fi cate. 

 

 
FIRST NAME  MI  LAST NAME  (SUFFIX: Jr., Sr. etc.) 

FIRST NAME  MI  LAST NAME   (SUFFIX: Jr., Sr. etc.) 

Place of Birth : State/Providence/Territor y Country if not USA 

 
SECTION 3A.  PREFERRED MAILING ADDRESS 

 

Note: A P.O. BOX MAY NOT BE USED FOR AN ADDRESS. PLEASE PR OVIDE A STREET ADDRESS. 

I n di ca te your preferred mai li ng address by pla ci ng a n “X” i n the appropriate b ox. This w ill be the address to w hi ch all fu ture regi s tration 
documen ts w i ll be mai led. 

   HOME ADDRESS  BUSINESS ADDRESS 
  

https://dchealth.dc.gov/node/120532/
https://dchealth.dc.gov/node/120532/
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SECTION 3B. HOME ADDRESS 

 

 
You ar e statutorily required to notify the DC Board of Psychology in writing of an address change within 30 days. Failure to do ma y result in your 
not receiving your regis tration, renewal notice or other official notices and can res ult in a dis ciplinary action or a fine. 

 
Home Address 

 

 
ADDRESS:   

(S treet Nu mber and S treet Na me) ( Ci ty) (State / Pr ovi n ce /Terri tory) (Zip Cod e) 
 

APARTME NT #   PHONE NUMBER: (  _)   -    FAX: (  _)   -    
 

 
EMAIL ADDRESS (REQUIRED) :   CELL PHONE:     

 SECTION 3C. BUSINESS ADDRESS 
 

You ar e statutorily required to notify the DC Board of Psychology in writing of an address change within 30 days. Failure to do ma y result in your 
not receiving your regis tration, renewal notice or other official notices and can res ult in a dis ciplinary action or a fine. Pleas e note: This 
information will be made available to the public. 

Business Address 
 

ADDRESS:   

(S treet Nu mber and S treet Na me) ( Ci ty) (State / Pr ovi n ce /Terri tory) (Zip Cod e) 
 

APARTME NT #   PHONE NUMBER: (  _)   -    FAX: (  _)   -    

 
EMAIL ADDRESS:   CELL PHONE:     

SECTION 4A.  SCHOOLS ATTENDED 
List all high schools, colleges, and universities that you have attended, beginning with the most recent at the top.  

School Name, City, State, Country Date of Graduation 

mm/yyyy 
Degree/Certificate 

   

   

   

   

 SECTION 4B.  POSTGRADUATE WORK EXPERIENCE 
List all work experience since graduation from college, university and professional school, in reverse 

chronological order, beginning with the most recent. 

Organization/Institution Location Start 

Date 
End 

Date 
Type of Position 

(Use Key Below)* 
Full 

Time 
Part 

Time 

       
       
       
       
       
       
       
       
* TYPE OF POSITION KEY 

A.   Employment  B.  Private Practice  C.   Clinical Rotations  D.  Instructor / Supervisor  E. Training 

F.   Other (specify on separate sheet of paper) 

SECTION 4C.  PROFESSIONAL L I C E N S U R E / REGI ST RATION/CERTIFI CATION IN OTHER JURISDICTIONS 
MANDATORY FIELD JURISDICTION ACTIVE/ 

NOT ACTIVE 
REGISTRATION/ 

CERTIFICATION NUMBER 
L i c e nsu r e / Registration/Certification    

Licensure/Registration/Certification    
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SECTION 4D. DOCTORAL/MASTERS PROGRAM OR PREDOCTORAL INTERNSHIP/APA APPROVED 
A. Was your masters/doctoral program APA, CPA or National Register approved?    Yes     _No 
B. Was your predoctoral internship APA, CPA or APPIC approved?    Yes     _No 

IMPORTANT CONTACT INFORMATI ON 
 

District of Columbia Health Professional Licensing Administration 
Attent ion: Board of Psychology 

899 North Capitol Street, N.E., 2nd Floor 

Washington, D.C.  20002 

Check Application St atus:    www.doh.dc.gov 

HPLA Customer Service:1-877-672-2174 

Criminal Background Check (CBC) Unit Email: doh.cbcu@dc.gov Board Email:   hplacomments@dc.gov 

SECTION 5.  SUPPORTING DOCUMENTS REQUIRED 
 
Your applicat ion along with all required supporting documents must be mailed in the same package to the Board 

office. Please mail in a 9X12 envelope and do not staple or fold application. 

 
Please indicate the su pporting docu ments you have included with this pack age. Keep a photocopy. 

Criminal Background Check (CBC) -To access form and instructions go to www.doh.dc.gov 

For questions contact the CBC unit at 202-442-9004. 

 
Passport-Type Photos - Two recent and identical passport-type photos of the applicant’s face (approx. 2”X2”) with 

applicant's name printed on the back. The photos must be original photos and cannot be computer-generated copies or 

paper copies. 

 
Copy of legal document supporting name change (if applicable). Acceptable documents are marriage certificates, 

divorce decree, court orders or spouse’s death certificate. 
Photocopy of a government issued photo ID (such as a valid driver’s license) 

SSN Affidavit (if no SSN issued) 
 

Verification(s) of licensure/registration/certification  -- These must be provided in a sealed envelope from the issuing 

jurisdiction(s) for each registration/certification  identified in Section 3D.  Please note: A copy of your 

registration/certification from another jurisdiction may not be used to verify your status. 

 
Character Reference Form 

Provide a detailed explanation if you answer “Yes” to any of the questions in Section 5. Submit copies of court reports, 

personnel actions (eg. termination due to unsafe practice), and actions taken against your registration/certification or other 

relevant documents 

SECTION 6A.  SCREENING QUESTIONS  Applicants must answer all of the following questions 

A. Have you been di agnosed or trea ted for substa nce abuse or i s yo ur abili ty to prac ti ce your professi on i mpai red b y 
alcohol or drug use? 

YES   NO 

B. Do you hav e a physical or mental c on di tion tha t c urren tl y i mp ai rs your abili ty to pr ac ti ce your profession? YES   NO 

C. Have you been arres ted, convic ted or charged for a felon y or misde meanor including 
D UI , O WI , D WI 's (o ther than minor traffi c viola ti ons for w hich a fin e or ti cke t i s the maxi mu m pen al ty)? 

YES   NO 

D. Have you ev er been termina ted or asked to resi gn fro m e mploy men t or a professional training progra m? YES   NO 

http://www.doh.dc.gov/
mailto:doh.cbcu@dc.gov
mailto:hplacomments@dc.gov
http://www.doh.dc.gov/
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E. Please an sw er w i th resp ec t to DC or any o ther juri sdi c ti on/s ta te: 

 

 
(1) Hav e you w i th draw n an appli ca tion to practice your pr ofessi on or voluntari ly surr en der ed a 

regi stra ti on /c er ti fi ca ti on af ter for mal charges have been fi led ag ainst yo u or w hi le under in ves ti ga ti on? 

(2) Has any a u th ori ty or peer revi ew board taken adverse ac tio n against your r egi str a ti on / c erti fi ca tion or pri vileges 

or infor med you o f any pendi ng charges no t p reviously rep orted to this Board? 

(3) Hav e you been (or are yo u c urr en tl y bei ng) i n ves ti ga ted by any au th ori ty or peer review board for an y vi ola ti on 

of s ta te, f ederal , or lo cal law ? 

(4) Has any au th ori ty or peer revi ew board informed you o f any pending  ch ar ge (s) or i n vesti ga ti o n no t previously 

repor ted to this Board? 

(5) Hav e you volun tarily surrendered your regi str a ti on /cer ti fica tio n? 

(6) Hav e you ever surrendered your clini cal privileges or had your cli nical pri vileges denied, revoked or suspended 

at an y p sych olo gy offi ce or h eal th care fa cili ty? 

YES  NO 
 
 
1) 

 
2) 
 
 
3) 

 
4) 
 
5) 

 
6) 

F.        Have you been party to a malpr ac ti ce a c ti on or had a ma lprac ti ce ac ti on br ou gh t agai nst you?                                              YES   NO 
 

SECTION 6B.  CLEAN HANDS 
 
 

Clean Hands Before Re ceiving a License or Per mit Act of 1996 C ertification Form Requirement 

Please read the infor ma ti on below car efull y before responding to thi s yes or no qu es ti on, as any fals e information pr ovided requires that the 
Department of Health proceed imme diately to revoke the regis tration for w hi ch you a re now applyi ng, and fine you one thousan d dollars 
($1, 00 0.00 ), pursuan t to D.C. Offi cial Code § 47-2864 (2001). 

 
PL EASE NOTE: Pursuant to D.C. Official Code §47- 286 2(a) (FY 2007 Budget Support Act of 2006) you ca nnot be iss ued a  registration if you have 
failed to file your District tax returns . 

 
IF YOU AN S WER “ Y ES” TO THI S QUESTI ON, PLE ASE S UBMI T PROOF OF THE AR R AN GE M EN TS Y OU H AVE M ADE TO P AY THE O UTST ANDING DEBT. I F 
Y OU DO NO T H AVE AN APP ROVED P AYM EN T SCHEDULE TO P AY THE AM O UN T Y OU O WE OR I F NO APPE AL I S PENDI NG, THE L AW REQUIRE S TH AT 

Y OUR RENE WAL AP PLI C ATI ON BE DENI ED. 

 
As o f thi s da te, do you ow e more than one hundred dollars ($100.00) to the Di stri c t of Colu mbia Gov ern me n t as a r esul t of any o f the follow ing: 

 
1.  Fi nes, pen al ties, or in teres t assessed pursua nt to D.C. Offi cial Code Ti tle 8, C hap ter 8 ( Li tter Con trol Ad mi ni stra ti ve Ac t o f 1985); 
2.   Fines or in terest assessed pursuan t to D.C. Offi cial Code Ti tle 8, Chap ter 9 (I llegal Du mping Enforcement  

Ac t of 1994); 
3.  Fines, pen al ties, or in teres t assessed pursua nt to D.C. Offi ci al Code Ti tle 2, Chap ter 18 (Civil I nfr ac ti ons Ac t 

of 1985); 
4.  Pas t due taxes; 

5.  Pas t due Di stri c t o f Co lumbia Wa ter and Sew er Au th ori ty servi ce fees; or 
6.  Fines or p en al ti es assessed pursuan t to D.C. Offi cial Code Ti tle 50, Chapter 2 3 (Traffi c Adjudi c ati on)? 

 

YES   NO 
 

 
 

I nfor ma ti on presen ted a bove is i n c o mpli anc e w i th the requiremen t to su bmi t w i th yo ur appli cati on for licensure under the Clean Hands Before 
Recei vi ng a Li cense or Permi t Act of 1996, effec tive M ay 11, 199 6 (D.C. Law 11-118, D.C. Code §47-286 1 et seq.). 

SECTION 7. REGISTRANT AFFIDAVIT 
 

 
 

I hereby attest that the i nformati on gi ven i n thi s appli cati on, includi ng all wri ti ngs and exhi bits attached hereto, i s true and complete to the best 

of my kno wledg e.  I understand that the maki ng of a false statement on thi s a ppli cati on, i ncludi ng all wri ti ngs and exhi bits attached hereto, is 

puni shable by cri minal penalti es. 
 

 
REGISTRANT SIGNATURE PRINT NAME DATE 

* PLEASE NOTE: PRINT AND MAIL ORIGINAL APPLICATI ON TO THE B OARD OF PSYCHOL OGY – PROCESSING CENTER AND RETAI N A COPY FOR YOUR 
FILES. 
To rep ort w aste, f rau d, or abuse b y any DC Gover n me n t offi ce or offi ci al, call the DC I nspec tor General a t 1-800-521-1639. 

 

 
 
 
 
 

REPORT FRAUD, WASTE, AND ABUSE: To report fraud, waste, or abuse within the District government, contact the DC Office of the 

Inspector General’s hotline by phone at 1-800-521-1639 (toll free) or 202-724-TIPS (8477), by email at hotline.oig@dc.gov, or by TTY at 

711.   For additional information, visit the Office of the Inspector General’s website at oig.dc.gov. 
 

0 8/07 /2019 

mailto:hotline.oig@dc.gov

