Certification Board of Infection
Control and Epidemiology, Inc.

(’) CBIC

EXAMINATION APPLICATION
RECERTIFICATION VIA CBT

PRINT NAME

Last: First: MI:
Designation(s): Current Title: Certification #:
Gender: [1Male []Female Date of Birth:Mo: _____ Day: Yr: -

HOME MAILING ADDRESS

Street/P.O. Box: City:

State/Province: Country: Zip/Postal Code:

Daytime Telephone No.: Evening Telephone No.: Fax No.:

( ) ( ) ( )

BUSINESS ADDRESS

Organization Name:

Street/P.O. Box: City:

State/Province: Country: Zip/Postal Code:

Business Telephone No.:

( ) ( )

Business Fax No.:

E-mail: (required)

Preferred Address: [1Home []Business

PLEASE PROVIDE THE FOLLOWING INFORMATION:
Education level (choose highest level):

[J Associate’s Degree in Nursing

[ Bachelor’s Degree in Nursing

[ Bachelor’s degree (other/non-Nursing)

[ Master’s degree in: [ Nursing

L Microbiology

[ Medical Technology

[ Doctorate in Nursing

[JDoctorate in Medicine

Specialty:

[ Other (specify)

PROFESSIONAL LICENSE OR REGISTRATION/CERTIFICATION:
(choose up to two)

LJLPN or RPN Year obtained:
[]Medical Technologist Year obtained:
L] Physician Year obtained:
[1Registered Nurse Year obtained:
L] Respiratory Therapist Year obtained:
[ Other (specify) Year obtained:
[INone

PRACTICE SETTING:
(Please choose at least one of the following:)

[J Ambulatory Care

[ Acute Care/Hospital

[ Behavioral Health
L1EMS/Public Health
[JHome Care

[ Long-Term Care

[ Veteran Affairs

L] Self-Employed/Consultant
L] Other:




Year Started in Infection Prevention and Control:

SPECIAL CONSIDERATIONS

Because of functional limitations imposed by a disability, special
arrangements will be necessary for the candidate to complete the
certification examination.

[1Yes [1No

If yes, please complete and submit the “Request for Special Accommodations”
and “Documentation of Disability” forms located online under the Candidate
Handbook tab with your exam application and fees at least 45 calendar days
prior to the desired examination date. Please inform AMP of the need for
special accommodations when scheduling an examination time.

Assessment Center Location:
[ United States Assessment Center

[ International Assessment Center

Please indicate examination and fee:
L] Recertifying Candidates by CBT
(recertifying within five-year cycle) . .......... ... ... ... . ..., $275

[ International Assessment Center
(include an additional) .. ...... ... ... .. . . . . . . . ... $35

If payment is made by check or money order, submit it with this application.

Make CHECK or MONEY ORDER payable in U.S. dollars drawn from a
U.S. bank to “CBIC™*.

If payment is made by credit card, provide the following:

[JVisa

[JMasterCard []American Express [ Discover

I agree to pay above amount according to card issuer agreement.**

Credit Card No.:

Exp. Date:

Signature:

* A charge of $20 will apply to checks returned for insufficient funds.
** If rebilling of a credit card charge is necessary, a $25 processing fee will be
charged.

Please return this application and appropriate documents and fees to:

Examination Services
CBIC
555 E. Wells St. Suite 1100
Milwaukee, WI 53202
F: 414/276.3349




