Certified Brain Injury Specialist (Application)
Thank you for your interest in becoming a Certified Brain Injury Specialist through the Academy of Certified Brain Injury Specialist.  Please provide all information requested, incomplete applications will not be accepted.
Contact Information
First Name: Click here to enter text. 
Middle Name: Click here to enter text.
Last Name: Click here to enter text. 
Credentials: Click here to enter text.
Address: Click here to enter text. 
Apt. or Suite #  Click here to enter text.
City: Click here to enter text.  
State: Click here to enter text. 
Country, if not US: Click here to enter text. 
Zip: Click here to enter text. 
Phone: Click here to enter text.  
Fax: Click here to enter text.
Email: Click here to enter text.
Present Employer

Name: Click here to enter text. 
Address: Click here to enter text. 
Suite #: Click here to enter text.
City: Click here to enter text. 
State: Click here to enter text. 
Country, if not US: Click here to enter text.
Zip: Click here to enter text. 
Phone: Click here to enter text. 
Fax: Click here to enter text.
Supervisor Email: Click here to enter text.
Additional Information

Supervised employment, academic internship, or professional licensure is required for this application. Please see http://www.biaoregon.org/CBIS-Training.htm for completed requirements.

Type of facility in which you presently work:

Choose an item.
If other please explain: Click here to enter text.
How many years have you been working in that setting? Click here to enter text.
What is your current title? Click here to enter text.
Average number of people with Brain Injury served per year:

Choose an item.
Current Employment Status: 
Choose an item.
Explain: Click here to enter text.
How many years have you been working in the field of brain injury? Click here to enter text.
In what capacity have your worked? Be specific. Click here to enter text.
Education (highest earned academic degree):

Choose an item.
Name of Institution of Highest Degree: Click here to enter text.
Graduation Date: Click here to enter text.
Degree Title: Click here to enter text.
Other Specialty Certification(s) or Training: Click here to enter text.
Membership in Professional Organizations or Other Affiliations: Click here to enter text.
How did you hear about ACBIS?

Choose an item.
If mailing, enter four-digit code on mailing address label: Click here to enter text.
If Publication, please specify: Click here to enter text.
Your name as you wish it to appear on the certificate and in our online list  Click here to enter text.
By submitting this application I hereby apply to be a candidate as a Certified Brain Injury Specialist and verify that all the information is correct, I also agree to be bound by all policies and procedures set forth by the ACBIS Guidelines (www.acbis.pro) 
Ethics Statement
By submitting this renewal application, I agree to abide by the ethics policy posted on the ACBIS website.
Testing Accommodations will be made in accordance with the American with Disabilities Act. The disability must be documented and the applicant must request the accommodations in writing.

Payment for this application must be received before the application will be processed.
