DC HEALTH T o CoLUMBIA
| BOARD OF PSYCHOLOGY PSYCHOLOGY  CCMUREELBOWSER MAYOR
ASSOCIATE REGISTRATION

All applicants mustcomplete every section of this applicaiion and submit e original application and all required

supporting documents. I f more spa ce is needed to fully answ er questi ons, atfach ad difonal sheets wi h typed responses.
Fal se or misleading sta temen s will be cause for disciplinary action and could be cause for criminal prosecution pursuant
to DC Code 22-2514. If you have any questions, call HPLA Customer Service at 1-877-672-2174 Monday through Friday,

8:30 AMto 4:30 PM EST. A charge of $65.00 will be imposed for dishonored checks (Public Law 89-208)

Please Note: Please referto application instructions before completing this form.

SECTION 1. REGISTRATION TYPE & FEES

Please checkone: REGISTRATION EXPIRATION: All registrations
expire December 31st every odd numbered
LI New Registration $230.00 year
[Registration by Endorsement $230.00 Eor Reqistration Fees ONLY, make check or
money order payableto: D.C.Treasurer
[ buplication Registration Print {imit of 5) X $3400 MALTO:
DC Board of Psychology
[_ICRIMINAL BACKGROUND CHECK: [A separate payment is P.O.Box 37802
required for each applicant] To schedule an appointment Washingfon, D.C. 20013
(https://dchealth.dc.gov/node/120532/).
For questions, call 877-614-4364
All applicants are requiredto undergo a Criminal Background Check
Crimingl Bacl | CheckF
separately payable to Morpho Trust

SECTION 2A. APPLICANT INFORMATION

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

FIRST NAME MI LAST NAME (SUFFIX: Jr., Sr. efc.)
_/ /_ - - *
Date of Birth Social Security Number GENDER: [ MALE [ _FEMALE

*All Applicants must provide a Social Security Number (SSN). If you do not have a SSN or are waiting for one to be issued, you must 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 fromthe
government of the United States. Your regisiration will not be iss ued without a valid SSN.

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.

Acceptae documents for individuals are marriage certificates, divorce decrees, court orders and spouse’s death cerfificate.

FIRST NAME MI LAST NAME (SUFFIX: Jr., Sr. efc.)
FIRST NAME MI LAST NAME (SUFFIX: Jr., Sr. etc.)
Place of Birth : State/Providence/Territory Country if not USA

SECTION 3A. PREFERRED MAILING ADDRESS

Note: AP.O.BOXMAY NOTBE USED FOR AN ADDRESS. PLEASEPROVIDE A STREET ADDRESS.

Indicate your preferred mailing address by placing an “X"in the appropriate box. This will be the address to w hich all future regisfration
documents willbe mailed.

|:| HOME ADDRESS [IBUSINESS ADDRESS

-



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

SECTION 3B. HOME ADDRESS

You are statutorily required to notify the DC Board of Psychology in writing of an address change within 30 days. Failure fo do may resultin your
notreceiving your registration, renewal notice or other official notices and canresultin a disciplinary action or a fine.

[ Home Address
ADDRESS:
(Street Number and Street Name) (City) (State/Province/Terri tory) (Zip Code)
APARTMENT # PHONE NUMBER: ( ) - FAX: ( ) -
EMAIL ADDRESS (REQUIRED) : CELL PHONE:

SECTION 3C. BUSINESS ADDRESS

You are statutorily required to notify the DC Board of Psychology in writing of an address change within 30 days. Failure fo do may resultin your
notreceiving your registration, renewal notice or other official notices and canresultin a disciplinary action or a fine. Please note: This
information will be made available to the public.

[ Business Address
ADDRESS:
(Street Number and Street Name) (City) (State/Province/Terri fory) (Zip Code)
APARTMENT # PHONE NUMBER: ( ) - FAX: ( ) -
EMAIL ADDRESS: CELL PHONE:

SECTION 4A. SCHOOLS ATTENDED

lict All hinh erhnanle ~nllanace AndA ninivarcitiae thet vanll hawva atandad haainnina with tha mact racant At tha inn

School Name, City, State, Country Date of Graduation Degree/Certificate

mm /\iexnnvg

SECTION 48B. 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 End Type of Position Full Part

Date Date (Use Key Below)* | Time Time

* TYPE OF POSITION KEY
A. Employment B. Private Practice C. Clinical Rotations D. Insiructor / Supervisor E. Training
F. Ofther (specify on separate sheet of paper)

SECTION 4C. PROFESSIONAL LICENSURE/REGISTRATION/CERTIFICATION IN OTHER JURISDICTIONS

MANDATORY FIELD JURISDICTION ACTIVE/ REGISTRATION/
NOT ACTIVE | CERTIFICATION NUMBER

Licensure/Regisiration/Certification

Licensure/Regisiration/Certification

2




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 INFORMATION

District of Columbia Health Professional Licensing Administration
Attention: Board of Psychology
899 North Capitol Street, N.E., 2nd Floor

Washinaton. D.C. 20002

Check Application Status: 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

\

Your application along with all required supporting documents must be mailed in the same packageto the Board
office. Please mail in a 9X12 envelope and do not staple or fold application.

Please indicate the supporting documents you have included with this package. Keep a photocopy.

riminal Background Check (CBC) -To access form and instructions go to www.doh.dc.gov
For questions contact the CBC unit at 202-442-9004.

Ij’assport-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.

opy of legal document supporting name change (if applicable). Acceptable documents are marriage certificates,
divorce decree, court orders or spouse’s death cerlificate.
[] Photocopy of a government issued photo ID (such as a valid driver's license)
I:ISSN Affidavit (if no SSN issued)
Verification(s) of licensure/registration/cerfification -- These must be provided in a sealed envelope from the issuing
lQUrisdicfion(s) for each registrafion/cerfificafion identified in Section 3D. Please note: A copy of your
registration/certification from another jurisdiction may not be used fto verify your status.

[[Character Reference Form
Provide a detadiled explandtion if you answer “Yes” to any of the questions in Section 5. Submit copies of court reports,

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

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

A Have you been diagnosed or freated for substance abuse oris your ability fo practice your profession impaired by YES NO
alcohol or drug use? 0
B. Do you have a physical or mental condifon that currently impairs your ability to practice your profession? Y'é NI%
C. Have you been arrested, convicted or charged for a felony or misdemeanorincluding YES NO
DUI, OW, DW's (other than minor traffic violafions for which a fine or ficketis the maximum penalty)2 O O
D. Have you everbeen terminated or asked to resign from employment or a professional fraining program? Ylé NS

e


http://www.doh.dc.gov/
mailto:doh.cbcu@dc.gov
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E. Please answerwithrespectio DC orany otherjurisdicion/state: YES NO
(1) Have youwithdrawn an applicafion to pracfice your profession or voluntarily surrendered a 1) 0 0O
registrafion/cerificafon after formal charges have been filed against you or while underinvesfigation?2 2 0 0O
(2) Has any authority or peerreview board taken adverse actfion against your registrafion/cerfificafion or privileges
orinformed you of any pending charges notpreviously reporfed fo this Board?
(3)Have you been (orare you currentfly being) invesigated by any authori ty or peerreview board for any violaion 3) o o
of state, federal, orlocal law 2 4) O O
(4) Has any authority or peerreview board informed you of any pending charge(s) orinvestigation notpreviously
reported to tis Board? 5) 0o
(5) Have you voluntarily surrendered yourregistrafion/cerfificafion? 6) 0 0O
(6) Have you eversurrendered your clinical privileges or had your clinical privileges denied, revoked or suspended
atanypsychology office orhealth care facility2
F. Have you been party to a malpractice acfion orhad a malpractice actionbrought against you? YESItl N%

Please read the information below carefully before responding fo this yes orno quesfion, as any false information provided requires that the
Department of Health proceed imme diately torevoke the registration for which you are now applying, and fine you one thousand dollars
($1,000.00), pursuant fo D.C. Official Code § 47-2864 (2001).

PLEASE NOTE: Pursuant to D.C. Official Code §47-2862(a) (FY 2007 Budget Support Act of 20068) you cannotbe issued a registration if you have
failed fo fil District 1 I

IFYOU ANSWER “YES” TO THIS QUESTION, PLEASE SUBMITPROOF OF THE ARRANGEMENTS YOUHAVE M ADE TO PAY THE OUTSTANDING DEBT. IF
YOUDONOTHAVE AN APPROVED PAYMENTSCHEDULE TO P AY THE AMOUNT YOU OWE OR IFNO APPE ALIS PENDING, THE LAW REQUIRES TH AT
YOUR RENEWAL APPLICATI ON BE DENIED.

As of this date, do you ow e more thhan one hundred dollars ($100.00) fo the Districtof Columbia Governmentas a resul tof any of the following:

1. Fines, penalies, orinterestassessed pursuant fo D.C. Official Code Tifle 8, Chapter 8 (Li fter Control Ad ministrafive Actof 1985);
2. Finesorinterest assessed pursuantto D.C. Official CodeTitie 8, Chapter? (lllegal Dumping Enforcement
Actof 1994);
3. Fines, penalies, orinterest assessed pursuant to D.C. Official Code Title 2, Chapter 18 (Civil Infracfions Act
of 1985);
4. Pastdue faxes;

Pastdue District of Columbia Waterand Sew er Authority service fees; or
Finesorpenalies assessed pursuant to D.C. Official Code Tifle 50, Chapter 23 (Traffic Adjudicafion)?

oo

YES NO
O O

Information presented aboveisin compliance with the requirementio submitwith yourapplication for licensure under the Clean Hands Before
Receiving a License or Permit Act of 1996, effective May 11,1996 (D.C.Law 11-118,D.C. Code §47-2861 etseq.).

SECTION 7. REGISTRANT AFFIDAVIT

| hereby attest that the i nformation given in this appli cation, including all writings and exhi bits attached hereto, is true and complete to the pest
of my kno wledg e. | understand that the maki ng of a false statement on this application, including all writings and exhi bits attached herefo, is
punishable by criminal penalties.

REGISTRANT SIGNATURE PRINTNAME DATE

*PLEASE NOTE: PRINT AND MAILORIGINAL APPLICATION TO THEBOARD OF PSYCHOLOGY — PROCESSING CENTER AND RETAIN A COPY FOR YOUR
FILES.

To report waste, fraud, or abuse by any DC Government office or official, call the DC Inspector General at 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.cig@dc.gov, or by TTY at

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