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                Tobacco Treatment Specialist

                Application for certification
	APPLICANT INFORMATION – PART 1

	
	

	First Name :
	Last Name:

	Organization:
	

	Position:
	

	Street Address:
	

	City:
	State:                                         Zip:

	Work Phone: (     )
	Fax: (     )

	Home Phone: (     )
	Email Address:


	CERTIFICATION CHECKLIST

Please be sure you have completed all the necessary requirements for certification:

1. Completed Basic Skills Training

2. Completed TTS Core Certification Training

3. Passed Final Exam

4. Paid Exam and Case Review Fee

5. Documented Tobacco Treatment experience in the last 5 years (check which category applies to you):

· Entry Level Certification:  Licensed Healthcare Professional* and 240 hours tobacco treatment experience

· Entry Level Certification:  Healthcare Professional with 480 hours tobacco treatment experience

· Master Level Certification:  2000 hours tobacco treatment experience
* This category includes certified substance abuse counselors, clinical psychologists, licensed mental health counselors, licensed social workers, medical doctors/PA, pharmacists, and registered nurses/NP.

	

	If applying for certification as a Master CTTS: I authorize UMass Medical School to list my name and   e-mail address on its National Registry of Master Certified Tobacco Treatment Specialists   (  YES  (  NO

Signature: ____________________________________________   Date: _______________________



	PLEASE ATTACH YOUR COMPLETED CASE STUDY TO THIS APPLICATION and mail to:

Beth Ewy, UMass Medical School, Preventive & Behavioral Medicine, 55 Lake Ave. N., Worcester, MA  01655


	DOCUMENTATION OF EXPERIENCE AND TRAINING – PART 2


A.
Professional Experience in Tobacco Treatment
Please describe your tobacco treatment experience, beginning with your most current job.  

	1.   Current or most recent job
Name of the program or service you provide:  







Describe your principal job responsibilities:  






Name and phone no. of supervisor:








Dates worked:


No. of hours per week:

Total # of hrs:



	2.
Previous job:  


Name of the program or service you provide:  







Describe your principal job responsibilities:  






Name and phone no. of supervisor:








Dates worked:


No. of hours per week:

Total # of hrs:



	3. If you have additional experience in addictions treatment or counseling which you feel should be used as credit toward the hours of tobacco treatment requirement, please explain below, or on a separate sheet of paper.  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


B.
Professional Training

1.  Please list college degree(s) and major:


Degree:




Major:

2.
Please list any professional registrations, licensures or certifications:



3. In which languages, other than English, are you fluent?

















C.
Professional reference

Please provide one reference who is familiar with your work in tobacco treatment.  If possible, this person should have supervised or observed your provision of treatment services.

Reference Name:












Organization:












Position:













Telephone:













[image: image2.wmf] 


UMass Medical School   *  Division of Preventive and Behavioral Medicine  *

55 Lake Ave. North, Worcester, MA, 01655   *  Phone: 508-856-4099    *  Fax: 508-856-3840  *

 Web: www.umassmed.edu/behavmed/tobacco
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