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RIBCCDP ELIGIBILITY REQUIREMENTS
ADVANCED CHEMICAL DEPENDENCY PROFESSIONAL

EXPERIENCE:

The applicant must have a minimum of three (3) years full time experience and 6,000 clock hoursproviding the full
range of direct supervised counseling services to persons with the primary problem of acoholism/drug

addi ction/dependency under the direct supervision of aindividua who meetsthe Clinical Supervisor requirements as
listed below. Applicants may exchange one year (2,000 hours) of the three year experience requirement with a
bachel or's or advanced degree in Behavioral Sciences. A copy of transcripts must be submitted documenting degree.

TRAINING & EDUCATION:

The applicant must have a minimum of 270 clock hours of training/education in the knowledge and skill areas (see
Knowledge and Skill Base). Included in the 270 clock hours there must be a minimum of 120 clock hours of formal
training in the field of chemical dependency.

ADVANCED CHEMICAL DEPENDENCY PROFESSIONAL |I- (Master's Level)

EXPERIENCE:

The applicant must have 2,000 hours AODA specific work experience under the supervision of Clinical Supervisor
that meets RIBCCDP requirements, providing counseling services to persons with the primary problem of

al coholism/drug addiction/dependency.

TRAINING & EDUCATION
The applicant must have a minimum of a Master’ s degree in a Behavioral Science field with aclinical
application. The applicant must have a minimum of 180 clock hours AODA specific coursework.

ACDPII & ACDP:

Fifty percent (50%) of the experience must be gained within five (5) years prior to application. Volunteer and
part-time counseling experience is acceptableif it is provided under direct supervision. Actua time spentin a
supervised chemical dependency internship, traineeship or practicum may be applied toward the three (3) year
requirement.

ACDPII & ACDP Required courses:

-12 hours of DSA "Confidentiality of Drug and Alcohol Patient Records (42 CFR, Part 2).

-6 hrs of Chemical Dependency Counselor Ethics.

-6 hours curriculum based HIV/AIDS/Vird Hepatitis workshop, delivered by qualified trainer, that covers areas
regarding risk reduction.(approved by RIBCCDP's Quality Assurance Committee)

-12 Hours Medication Assisted Therapy & Attitudes of medication in the recovery process. (Effective 6/1/2008)

CLINICAL SUPERVISION RECEIVED:

ACDPII & ACDP:

Clinical Supervisor credentials:

1) Licensed/Certified Chemical Dependency Clinical Supervisor (LCDCS/CDCS), or;

2) Master's degree in Behavioral Sciences with two (2) years clinical experience and documentation of 120 clock
hours Substance Abuse Specific training. Included in this 120 clock hours must be 30hours chemical dependency
clinical supervisor education which includestraining in the following Domains. Counselor Devel opment,
Professional & Ethical Standards, Program Development & Quality Assurance, Performance Evaluation,
Administration, and Treatment Knowledge, or;

3) LCDP/ACDP 11/ACDP with 30 clock hours Clinical Supervisor training. This training must include education in
the following Domains: Counselor Development, Professional & Ethical Standards, Program Devel opment & Quality
Assurance, Performance Evaluation, Administration, and Treatment Knowledge, or;

4) Ph.D. in Behaviord Science or M.D.with documentation of two (2) years of specialization/experiencein the
Chemica Dependency field, or;

5) Recognized Clinical Supervisor (RCS)

The applicant must submit documentation of at least 300 clock hours of Supervisor's received (See Core
Functions). Documentation of a minimum of 20 hoursin each Core Function isrequired.
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EXAMINATIONS:
ACDP: Applicants must pass the ICRC/AODA written examination
ACDP II: Applicants must passthe ICRC/AODA Advanced Alcohol and Drug Counselor written examination.

POLICIESFOR CERTIFICATION
ICRC/AODA written exams for ACDP Il, ACDP, CDCS, CCJP, CCDP-D, CCDP and Prevention Professional
certification will be given quarterly in March, June, September and December.

Portfolio submission deadlinesfor all Credential Applicationswill be 1/1 for March exam, 3/1 for June exam, 7/1 for
September exam and 10/1 for the December exam. CEU's can begin to accrue after the date your portfolio was
received. PCCDP/APS/SAC/PCDP/RCS applications are accepted anytime.

*APPLICATIONSWILL BE OPEN FOR ONE (1) YEAR. IFALL REQUIREMENTSARE NOT MET
WITHIN ONE (1) YEAR, THAT APPLICATION WILL EXPIRE AND THE APPLICANT WILL BE
REQUIRED TO RESUBMIT A NEW PORTFOLIO & FEE TO GO THROUGH THE WHOLE
PROCESS AGAIN.

Applicants with incomplete portfolios who do not compl ete the process within one year after initial submission must
reapply.

Applicants who fail the ICRC/AODA written exam twice within one year must reapply.

Applicants who submit acomplete portfolio and get approved but do not sit for the next two ICRC/AODA written
exams must reapply.

The date aportfoliois received will be recorded on that portfolio. Applicants can use al training after this date for
credit towards recertification/requalification.

Applicants that apply for certification must either live or work in Rhode Island 51% of their time.

Applicants must successfully pass the ICRC/AODA Written Examination to upgrade from PCDP/CDP/CIT to ACDP
I1/ACDP or PCCDP to CCDP.

Requirementsfor Clinical Supervisors. ACDPII/ACDP/PCDP applicants only

Clinica Supervisor credentials:

1) Licensed or Certified Chemica Dependency Clinica Supervisor (LCDCS/CDCS), or;

2) Master's degree in Behavioral Sciences with two (2) years clinical experience and documentation of 120 clock
hours Substance Abuse Specific training. Included in this 120 clock hours must be 30 hours chemica dependency
clinical supervisor education which includes training in the following Domains. Counselor Devel opment,
Professional & Ethical Standards, Program Development & Quality Assurance, Performance Evaluation,
Administration, and Treatment Knowledge., or;

3) LCDP/ACDP 11/ACDP with 30 clock hours Clinical Supervisor training. Thistraining must include education in
thefollowing Domains. Counselor Devel opment, Professiona & Ethical Standards, Program Development &
Quality Assurance, Performance Evaluation, Administration, and Treatment K nowledge, or;

4) Ph.D. in Behaviord Science or M.D.with documentation of two (2) years of specialization/experiencein the
Chemica Dependency field, or;

5) Recognized Clinical Supervisor (RCS)

11) Late applications: Applications that are received 1-30 days pass the portfolio submission deadline must submit an

additional $50.00 late fee. Applications received more than 30 days pass the portfolio submission deadline will
not be accepted.

12) A formal job description on facility | etterhead must be submitted from thefacilities verifying experience. Please note

that an acceptabl e job description must state that you provided substance abuse counseling along with performing all
the Core Functiong/Performance Domains for each respective credential.  Applicantswill not be given an
opportunity torevisethejob description they have submitted. [f the RIBCCDP does not accept the submitted
job description, the applicant will be denied application.
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13) Applicantswho request the written examination be translated into their native language must pay all feesincurred. In
addition, the applicant must choose an organization approved by the Board to provide this service.

TYPE OR PRINT USING BLACK INK ON ALL FORMS.
Complete the application process STEP BY STEP. Do one section at atime. Photocopy blank forms before making

entries.

Photocopy completed material before sending them to the Certification Board so that you will have acomplete copy of
your own portfolio. The Certification Board will not return completed applications, even if you are denied certification. (A
photocopy of your application is available from the Board for a $10.00 service feg).

Applications for certification will be reviewed when al the above materials have been received by the Certification
office. Do not send your application booklet until al sections are completed and signed where required.

NOTIFY THE CERTIFICATION BOARD OF ANY CHANGE OF MAILING ADDRESS.

Completing the portfolio REQUIRED PORTFOLIO FORMAT MUST BE FOLLOWED

1

Application for Certification Sheet —page6 Completethe Application for Certification. Required
portfolio format must be followed.

Assurance & Release Forms- page 7 Complete form and sign where indicated

Clinical Supervisor Evaluation Forms - page 8 Fill in the upper haf of the Supervisor Evaluation Form

and give the form (pg 9-12 & 21 -22) to the direct supervisor of your counseling for completion. Clinica
Supervisor Evaluation Forms must be received from al facilities from which experienceis submitted for

credit.

Professional References - page 8 Fill in the upper half of the Professional Reference Form and give the
form (pg.13 - 15) to three (3) individuals who know you professionaly, not past or present supervisors, and
can attest to your competency asan LCDP. These forms must be received by the Board in order to process your
application.

Professional Experience Resume - page 16 Complete the Professiona Experience
Resume. Thisresume measures the amount of experience you have with
al cohol/drug/chemical dependency clients.

Experience Verification Form - page 17 Have your Executive Director complete this form documenting a
cumulative amount of hours employed as a chemica dependency counselor.

A formal job description on facility |etterhead must be submitted from the facilities verifying experience. Please
note that an acceptable job description must state that you provided substance abuse counseling dong with
performing al the Core Functions aslisted on pages 21 - 22. Applicants will not be given the opportunity to

revisethejob description they have submitted. If the RIBCCDP does not accept the submitted job
description, the applicant will be denied application.

Training & Education Forms - pages 18 — 19 Complete the Training and Education Resume. Document al
Substance Abuse Specific Trainingon Tablell A. and dl Counselor Training in Knowledge/Skillson Table |1
B. Document appropriate clock hrs, title, date/place and sponsor of training. Any formal training event may
fulfill these requirements. Examples of these are: in-service training, seminars, workshops, college courses and
training programs. Quantity is measured in clock hours (i.e., sixty minutes = one hour.)

Convert credit hours to clock hours by using this formula:

-One (1) college or university semester hour credit is the equivalent of fifteen (15) clock hours.
-One (1) college or university quarter hour credit is equivalent often (10) clock hours.

-One (1) hour credit for each clock hour spent in workshops, €etc,.

Attach copies of transcripts, certificates of completion, statements from your trainer, etc., as documentation that
you compl eted training. Simple enrollment dlips are not acceptable.
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10. Clinical Supervision Received - pages 21 - 22

Compl ete the Supervision Received Form. Review thelist of Core Functions and document supervised training
in each of thefour groups. Have your documented Clinical Supervisor sign and date form.

This section is designed to address the onsite clinical training you have received in specific counselor
functions. We are requesting that you record here the time actually spent discussing your work with a
clinical supervisor. Individual, group or team supervisions all apply. Practicum time spent in individual
or group on-site supervision may be applicable. Practicum time spent in group supervision in the classroom
may be applicable. Actual time spent in performing the Core Functionsis not applicablein thissection. This
work may be recorded in the " Professional Experience Resume.”

ACDPII/ACDP leve of counsdlor certification hasa Supervision Received requirement of 300 clock
hourswith a minimum of 20 hoursin each Core Function.

11) Enclose your check for $200.00 made payable to The Rhode Idand Board for the Certification of

Chemica Dependency Professionals (RIBCCDP) , and mail to 31 Smith Avenue, 3 Rear
Greenville, RI 02828

12) Specid Accommodations- pages 24 — 26 If special accommodations are needed, please complete forms and
submit 60 days prior to written exam.

REQUIRED PORTFOLIO FORMAT

1. Certification Application

2. Roster of Clinical Supervisor Evaluations

3. Roster of Professional References

4. Completed Assurance and Release

5. Completed Professional Experience Resume

6. Completed Executive Program Director Experience Verification Form.

7. Officia Job Descriptions

8. Completed Tablell. A -Substance Abuse Specific Training and Education Resume - number each training.

9. All copiesof officia transcripts or certificates of completion to correspond with complete and
numbered Table |l A - Substance Abuse Specific - Training and Education Resume.

10. Completed Tablell. B - Counselor Training in Knowledge/Skill Base - Training and Education
Resume - number each training.

11. All officia transcripts or certificates of completion to correspond with complete and numbered
Tablell B - Counsdlor Training in Knowledge/Skill Base - Training and Education Resume.

12. Completed Clinical Supervision Received Forms

*PLEASE BE ADVISED - ALL PORTFOLIOSMUST BE SUBMITTED IN THIS
FORMAT.IF THISFORMAT ISNOT FOLLOWED, THE PORTFOLIO WILL NOT BE
ACCEPTED AND WILL BE RETURNED TO THE APPLICANT.



RHODE ISLAND BOARD FOR CERTIFICATION OF CHEMICAL DEPENDECY PROFESSIONALS
31 Smith Avenue - 3 Rear - Greenville, Rl 02828
Phone: (401) 349-3822 FAX (401) 349-3833

PLEASE CHECK ONE:[_JACDP [ JACDPII (Master’slevel)
Testing Date Requested: [ [March [JJune [_|September [ ]December

APPLICATION FOR CERTIFICATION ASAN ADVANCED CHEMICAL DEPENDENCY
PROFESSIONAL 11 or ADVANCED CHEMICAL DEPENDENCY PROFESSIONAL
NOTE: A mandatory prerequisite for licensure is the applicant’s Certification as an Advanced Chemical
Dependency Professional |1, Advanced Chemical Dependency Professional or equivalent certification
from another State.

1. Full Name:

(First Name) (M) (Last Name)

2. Residence Address:

(Street) (City) (State) (Zip)
3. Mailing Address:

(Street) (City) (State) (Zip)
4. Telephone Number: Home Work:)
5. Socia Security Number: Email:
6. Highest Educationa Degree: Granted by:

(Institution)
7. Other Colleges/Universities attended:
College Dates Degree/Sem. Hrs. to Date Major

8. Have you ever been licensed/certified in any state? If yes, give state(s), date of licensure, license

number, current status, expiration date(s).

9. Haveyou ever been convicted of afelony violation of any state or federal law?
If yes, explain by attachment. NOTE: Non-disclosure may be grounds for denial of certification.

10. Haveyou ever had any disciplinary actions against any license/certification including but not limited to:
Revocation, suspension, probation?

11. If yes, identify type of license/certification sanctioned, state sanctioned in, what type of sanction was/is
against your certification/license, and date of sanction

Optional Information:

Race:[|Caucasian [_|Black/Afro American [_JAsian [_]Hispanic [_JAmerican Indian/Alaskan Native
[]Other

Requested Test Language: Please check only one |:|_English D_French _D_Spanish

Please note: When selecting TEST DATES, applicants must take the written examination on the test date
selected. The RIBCCDP ischarged $70.00 for each written examination ordered whether it isused or not. If an
applicant does not take the written examination on the test datethey have selected, a test fee of $70.00 will be
required to sit for the next test date.




ASSURANCE AND RELEASE

I , of do hereby submit the
following information, assurances and rel ease rdlaing to my initid certification or renewa of certification with the Rhode
Idand Board for the Certification of Chemica Dependency Professionas (RIBCCDP)/Rhode Idand Board for Licensing of
Chemica Dependency Professionals (RIBLCDP)

| acknowledge and understand in answering the following questions that submitting fraudulent, deceitful or mideading
statements will be grounds for denial or revocation of certification or renewal of certification.

Have vou ever applied for certification/licensure as achemica dependency professiond in another Sate?
yes _ho

1) Have you ever had anv action taken against your certification/license?
yes no
If the answer to Number Two (2) is Y es, please provide details on reverse side

3) Have you ever been disciplined in any way by a Certification/Licensing Board or Professiona Organization?
yes no
If the answer to Number Three (3) is yes, please provide details on reverse side.

| hereby certify that | have read this entire application and that all the material contained herein is true, accurate and
complete. | further understand that any intentionally false or miseading statements or omissions shall result in the denia or
revocation of my certification/license or renewal of certification/license.

| hereby certify that all information contained in this application and any supporting documentsis true to the best of my
knowledge. | further certify that | do not use any controlled substances or any alcoholic beverages to the extent that the
use impairs my ability to conduct with safety to the public the practice authorized by the license for which | am

applying.

| hereby certify that | have reed and subscribed to the Ethica Standards and Code of Conduct for Chemica Dependency
Professional s prescribed by RIBCCDP.

11 lauthorize RIBCCDP/RILBCDP, its members, officers and employees, toinvestigate my background asit relatesto the
statements contained in my application and further consent to the release of information by third partiesto
RIBCCDP/RILBCDP which information relates directly to my application and statements contained therein solong as said
information remains confidential.

01 | further agreeto hold RIBCCDP/RILBCDP, its members, officers, employees and examiner’ sharmless and freefrom al
liahility from complaints, causes of action, suits, claims, demands and damages of every nature or kind pertaining or
arising out of or relating in any manner whatsoever to actions taken by RIBCCDP/RILBCDP in investigating my application
and making a determination regarding my certification.

U

| further authorize the RIBCCDP/RILBCDP to release all documentati onv/information of application for
certification/renewal dong with all documentation of ethics complaints, Disciplinary Hearings, and disciplinary
sanctions taken against me to the Department of Health, the |[CRC/AODA and the Rhode Island Board of Licensing for
Chemica Dependency Professionals.

| haveread and understand the above.

Print Name Witness
Signature Date
Address City, State, Zip Code



CLINICAL SUPERVISOR'SEVALUATION FORMS:

I have given the Clinical Supervisor's Evaluation Form to the following Clinical Supervisors.

Name:
Telephone:
Name of Agency:

Mailing Address:

Name:
Telephone:
Name of Agency:

Mailing Address:

Name:
Telephone:
Name of Agency:

Mailing Address:

PROFESSIONAL REFERENCES:

| have requested the following individuals to forward their recommendations to RIBCCDP (Please list three (3)
peopl e, other than your supervisors, who know you PROFESSIONALLY and can attest to your PROFESSIONAL
SKILLS). Provide your references with a copy of pages 13 to 15. Enclose and envelope addressed to RIBCCDP.

Name:

Telephone:
Mailing Address:

Name:
Telephone:
Mailing Address:

Name:

Telephone:
Mailing Address:

PLEASE NOTE: The RIBCCDP reserves the right to request further information from all employers and other
persons listed on the application form. The RIBCCDP and its review committees reserve the option to request an ora
interview with the agpplicant. Thisinformation will be used strictly to evaluate the professional competence of acounselor
and will be kept confidential by RIBCCDP. Further information may be requested in order to verify training,
employment, etc. Thisinformation is not available to other persons without the written consent of the applicant.



RHODE ISLAND BOARD FOR THE CERTIFICATION OF
CHEMICAL DEPENDENCY PROFESSIONALS
31 Smith Avenue -3 Rear
Smithfield, Rhode | sland 02917

CLINICAL SUPERVISOR'S REFERENCE FORM
CONFIDENTIAL

Dear Clinical Supervisor:

Y our employee named on the accompanying form is applying to the Rhode | land Board for the Certification of Chemical
Dependency Professionds (RIBCCDP) for certification as indicated below. The information requested hereis an
essentia part of the Board's eval uation of the competence of the applicant and must be on file before the application can
be processed.

Requirementsfor Clinical Supervisors:
Clinical Supervisor credentials:
1) Chemical Dependency Clinical Supervisor (CDCS/LCDCS), or;
2) Master's degree in Behavioral Sciences with two (2) years clinical experience and documentation of 120
clock hours Substance Abuse Specific training. Included in this 120 clock hours must be 30 hours chemical
dependency clinica supervisor education which includes training in the following Domains; Counselor
Development, Professional & Ethical Standards, Program Devel opment & Quality Assurance, Performance
Eval uation, Administration, and Treatment Knowledge, or;
3) LCDP/ACDP/ACDP |1 with 30 clock hours Clinica Supervisor training. Thistraining must include
education in the following Domains. Counselor Devel opment, Professional & Ethica Standards,
Program Development & Quality Assurance, Performance Evaluation, Administration, and Treatment
Knowledge, or;

4) Ph.D. in Behavioral Science or M.D. with documentation of two (2) years of specialization/experiencein the
Chemical Dependency field, or;

5) Recognized Clinicad Supervisor (RCS)

RIBCCDP believesthat you, as a Clinical Supervisor, will have developed amore complete and accurate impression
of the knowledge and skills of the applicant than is available from other sources. Y our eva uation together with those
received from other references and the data furnished by the applicant will be used to determine digibility for certification.
The process can be only as good as you and others make it by careful and truthful reporting.

The Rhode Island Certification Board reserves the right to request further information from you concerning this
applicant. Your cooperation will be very much appreciated in this certification effort.

Please retur n the completed evaluation along with documentation of the above requirements or a copy of
your RCS certificate.

RIBCCDP
ACDPI
| ACDP




CLINICAL SUPERVISOR' SEVALUATIONFORM

APPLICANT: DATE:

CLINICAL SUPERVISOR:

SUPERVISOR'S CREDENTIALS:

TELEPHONE #: PROGRAM:

ADDRESS:

A.Thefollowing items represent the skills needed by a Chemical Dependency Professiond . Evaluate the above
named applicant as you feel he/she demonstrates their abilities in each area. Mark the rating most nearly
descriptive of the counselor's demonstrated skills.
PLEASE NOTE: Make your evaluations using the scale bel ow.
A rating of 1isequivalent to NOT APPLICABLE

2 isequivalent to DON'T KNOW

3isequivalent to POOR

4isequivaent to AVERAGE

5isequivalent to ABOVE AVERAGE

6 is equivalent to SUPERIOR

NOTE: Theapplicant must earn an average of 4 & berecommended by their supervisor to qualify for
licensure.

|:| 1. Screening- The process by which aclient is determined appropriate and eligible for admission to
aparticular program.

|:| 2. Intake- The administrative and initial assessment procedures for admission to a program.

|:| 3. Orientation- Describing the client:

—genera nature and goals of the program;

—rules governing client conduct and infractions that can lead to disciplinary action or discharge
from the program;

—inanon-residential program, the hours during which services are available;
—treatment costs to be borne by the client, if any, and
—client'srights.

|:| 4, Assessment- Those procedures by which a counsel or/program identifies and Evaluates an

individua's strengths, weaknesses, problems and needs for the devel opment of the
treatment program.

|:| 5. Treatment Planning- Process by which the counselor and the client:
—identify and rank problems needing resolution;
—establish agreed upon immediate and long term goal's, and,;
—decide on the treatment methods and resources to be used.

Individual
|:| 6. Counseling- (Individual, Group & Significant Others) - The utilization of specia skillsto assist
individuas, families or groups in achieving objectives through:
Group
D -exploration of a problem and its ramifications
Significant -examination of attitudes and feelings;
Others -consideration of aternative solutions, and;
|:| -decision making.
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7. Case M anagement- Activities which bring services, agencies, resources of peopl etogether within
a planned framework of action toward the achievement of established goals. It may
involve liaison activities and collateral contracts.

8. CrisisIntervention- Those services which respond to an acohol/other drug abuser's needs
during acute emational/physical distress.

9. Client Education- Provision of information to individuals and groups, concerning
Alcohol and other drug abuse and the available services and resources.

10. Referral- Identifying the needs of a client that cannot be met by the counselor or

agency and assisting that client to utilize the support systems and community resources
available.

11. Reports & Recordkeeping- Charting the results of the assessment and treatment plan; writing
reports, progress notes, discharge summaries and other client- related data.

OO oo o O

12. Conaultation- Relating with counsel ors and other professiondsin regard to the client
treatment (services) to assure comprehensive quality care for the client.

13. Reapse Prevention, discharge planning, follow-up and aftercare.
B. Evaluate the applicant as you observe(d) him/her in the following areas of interpersonal rel ationships with clients:

[]

1. Respect for the client.
2. Care and concern for the client.
3.Genuinesswithclient.
4.Empathywith client
5. Flexibility with client.
6. Judgment with client.
7. Spontaneity with client.
8. Capacity for confrontation with client.
9. Capacity for appropriate self-disclosure.

10. Sense of immediacy.

OOOooooboodn

11. Ability to set appropriate boundaries.

C.EVALUATORS STATEMENT

Where did you receive your training in counseling?
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How long have you been employed by this program?

Professional certificates or license you hold

ou involved in the administration/management of the program at which you are employed?
a) no

b) Yes, limited to clinical aspects (i.e., supervision of counselors)

¢) Yes, limited to administrative responsibilities such as budgeting.

_|:|_ d) Yes, both clinically and administratively

What is/was the overall size of higher substance abuse case-load?

Average number of hours per week applicant worked in substance abuse specific individual counseling?

Average number of hours applicant worked in substance abuse specific group counseling?

Average number of hours applicant worked in substance abuse specific family counseling?

Average number of hours per week applicant worked in other significant and related substance abuse activities?
Describe:

Total number of hours per week applicant spent providing substance abuse specific services:

For what period of time, have you provided substance abuse specific supervision for this applicant?
From to

Comments/additional information you feel may be pertinent:

| HEREBY CERTIFY THAT | HAVE BEEN IN A POSITION TO OBSERVE AND HAVE FIRSTHAND
KNOWLEDGE OF 'SWORK AT
(Name of Counselor) (Name of Working Setting)

]I recommend this applicant for certification
]I have some reservations in recommending this applicant
] 1 do not recommend this applicant.

| hereby certify that al of the above materialsis, to the best of my knowledge, true.

Signature Agency Title Date

PLEASE SUBMIT DOCUMENTATION OF THE REQUIRED CREDENTIALSAS STATED ON PAGE 9.
DO NOT RETURN THISFORM TO APPLICANT - PLEASE RETURN TO THE BOARD.
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RHODE ISLAND BOARD FOR THE CERTIFICATION OF
CHEMICAL DEPENDENCY PROFESSIONALS

31 Smith Avenue -3 Rear
Greenville, Rhode | sland 02828
R.I Certification Board:

ACDPII - Advanced Chemica Dependency Professiond 1
ACDP - Advanced Chemical Dependency Professional

Professional Reference Form
Confidential

Dear:

| am applying to the Rhode Island Board for the Certification of Chemical Dependency Professionals (RIBCCDP) for
certification asindicated bel ow. References must be included as part of the application. Please complete the reference
materia enclosed and return it to the Board.

Y our prompt attention to thiswould be very much appreciated as my application will not be processed until the Board

receives this recommendation from you.

Sincerely,

(Signature of applicant)

RIBCCDP believes that certification should be based on input from a variety of sources, especially the observations of
persons who have known the applicant professionaly. For this reason, al applicants are required to list three references
who will completethis Professional Reference Form. Y our evaluation together with those received from others and the data
furnished by the applicant will be used in determining digibility for certification. The process can be only as good as
you and others make it by careful and truthful reporting.

Please return the completed evaluation within one week to the Board. Y our cooperation will be very much
appreciated.

Sincerely,

The Rhode Island Board For The Certification of Chemical Dependency Professionas

[ | ACDPII
ACDP
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Applicant's Name;

PROFESSIONAL REFERENCE FORM

The following areas represent skills and knowledge needed by a Advanced Chemical Dependency Professional.
Evauate the gpplicant as you fedl he/she demondtrates hig’her abilitiesin each area. Mark the rating most nearly
descriptive of the counselor's demonstrated ability.

A rating of 1lisequivaent to NOT APPLICABLE
2 isequivaent to DON'T KNOW
3isequivaent to POOR
4isequivaent to AVERAGE
5isequivaentto ABOVE AVERAGE 6
is equivalent to SUPERIOR

10.

11

12.

13.

14.

15.

O O 0OOobdooopoouoooon

1

2.

6.

7.

Common sense in dealing with client.

Respect for client.

3.Empathywith client.
4, Care and concern for client

5. Flexihility with clients.

Spontaneity with client.

Capacity for confrontation with client.

. Capacity for appropriate self-disclosure.

Concreteness.

Ability to treat client information in accordance with state and federd confidentiaity
regulations.

Ability to communicate effectively with client and co-workers.
Knowledge of the Chemical Dependency field.
Capacity to act in an ethical manner with client.

Problem recognition and evaluation: Ability to apply knowledge of physical, behavioral,
attitudinal and effective manifestations of substance abuse to determine its existence and
degree of progression.

Counsdling: Ability to facilitate appropriate changein client with regard to mood-atering,
chemical substances.

16. Ability to set appropriate limits with clients.
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GENERAL REMARKS:

Person compl eting Reference:

Y our Name:

Address:

Position:

| have known for years.
(Name of Applicant)

My relationship with him/her was/is

| hereby certify that thisrating is, to the best of my knowledge, truthful and reflects as accurately as possible my
knowledge of the applicant.

Signature; Date:

PLEASE NOTE: APPLICANTSMUST EARN AN AVERAGE OF 4 TO QUALIFY
FOR CERTIFICATION.

PHOTOCOPY FORMSASNEEDED

PLEASE RETURN THISFORM TO THE BOARD



PROFESSIONAL EXPERIENCE RESUME
Begin with your most recent employment and work backward. Include relevant military service.

EMPLOYER:

TYPE OF INSTITUTION/ESTABLISHMENT:

FULL ADDRESS:

NAME OF IMMEDIATE SUPERVISOR:

SUPERVISOR'S POSITION:

TITLE OF YOUR POSITION:

HRS. PER WEEK FROM_/ [ _TO_ [ [ _

YOUR DUTIES AND SPECIALTY:

EMPLOYER:

TYPE OF INSTITUTION/ESTABLISHMENT:

FULL ADDRESS:

NAME OF IMMEDIATE SUPERVISOR:

SUPERVISOR'S POSITION:

TITLE OF YOUR POSITION:

HRS. PER WEEK FROM__/ | _TO_ [ [ _

YOURDUTIESAND SPECIALTY:

PLEASE PHOTOCOPY THISFORM ASNEEDED



EXECUTIVE PROGRAM DIRECTOR
EXPERIENCE VERIFICATION FORM FOR ACDP Il & ACDP APPLICANTS

| herein certify that has been

employed within the past five(5) years as a chemica dependency counselor **, at

for hours*, from to

dhkkhkkkhhkhhhkhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhdrhhhhdhhkhrrhhhhhrhkhrhhhhkdrkdhrhhrdhrhhxk

I herein certify that has been employed

prior to the past five(5) years as achemical dependency counselor **, at

for hours*, from to
This facility is licensed/accredited/recognized by: as
a effective as of
Date
Signature
Date

*hour s must be documented cumulatively (total of hoursworked)

**describes a principlejob function. Principle function
must be chemical dependency counselor.

PLEASE PHOTOCOPY AS NEEDED
ATTACH OFFICIAL JOB DESCRIPTION FROM FACILITIES WHERE EXPERIENCE
ISSUBMITTED FOR CREDIT
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TABLEI
TRAINING AND EDUCATION RESUME
Substance Abuse Specific Training:

# TRAINING DATE CLOCK
ATTENDED HOURS
1) Confidentiality of Drug &
Alcohol Client Records 12
(Required)
2) Ethics(required) 6
3) HIV/AIDS/Viral Hepatitis Curriculum based
risk reduction RIBCCDP
approved (Required) 6
4) 12 Hours Medication Assisted Therapy 12

& Attitudes of M edication in the Recovery Process

10

11

12

13

14

15

TOTAL HOURS:




TABLEII
TRAINING AND EDUCATION RESUME

A. Counsdor Training in Knowledge/Skill Base Performance Domains.

# TRAINING

DATE
ATTENDED

CLOCK
HOURS

10

11

12

13

14

15

16

17

18

TOTAL HOURS:



Therequirements, as outlined, are by group clusters of Core Functions. This grouping of skillsacquisitions recognizes
that employment sites segment the counsel or Core Functions into specific job descriptions. However, the well-rounded
counselor will have had minimum supervision in each of the four groups.

"NOTE: A minimum of 20 hoursarerequired in each Core Function for ACDP |I/ACDP. However, thetotal
accumulated hoursfor ACDPII/ACDP must be 300."

ACDPII/ACDP
GROUP A
Screening
Intake 80
Orientation HRS
Assessment
GROUP B
Treatment Planning 120
Counseling HRS.
Case Management
Crisis Intervention
GROUPC
Client Education
Referral 40
HRS.
GROUPD
Reports and
Recordkeeping 60
Consultation HRS.

Relapse prevention, discharge planning, follow-up and aftercare.

TOTALS: 300 hrs.



"NOTE: A minimum of 20 hoursisrequired in each Core Function for ACDP I1/ACDP. However, thetotal
accumulated hoursfor ACDP I1/ACDP must be 300."

CLINICAL SUPERVISION RECEIVED

CORE FUNCTIONS #HOURS Clin.Sup. Initials

GROUP A:
Screening - The process by which aclient is determined appropriate and eligible for admission to a particular
program.

(#Hrs) (Clin. Sup Initials)

Intake - The administrative and initial assessment procedures for admission to a program

(#Hrs) (Clin. Sup Initials)

Orientation - Describing to the client: -genera nature and goals of the program;

rules governing client conduct and infractions that can lead to disciplinary action or discharge from the program
in anon-residential program, the hours during which services are available;

treatment costs to be borne by the client, if any, and; client'srights.

(#Hrs) (Clin. Sup Initials)

Assessment - Those procedures by which a counsel or/program identifies and evaluates an individua's strengths,
weaknesses, problems and needs for the devel opment of the treatment plan.

(#Hrs) (Clin. Sup Initials)

GROUP B:
Treatment Planning - Process by which the counselor and the client: identify and rank problems needing resol ution;
establish agreed upon immediate and long term goal s, and; decide on the treatment methods.

(#Hrs) (Clin. Sup Initials)

Counseling - (Individual, Group & Significant Others) The utilization of special skills to assist individuals,
families or groups in achieving objective through: exploration of a problem and its ramifications ; examinations of
attitudes and feelings; consideration of alternative solutions, and; decision making

(#Hrs) (Clin. Sup Initials)

TOTAL HOURS
Supervisor’s Signature Date:




"NOTE: A minimum of 20 hoursisrequired in each Core Function for ACDP ||/ACDP. However, thetotal
accumulated hoursfor ACDP ii?ACDP must be 300."

CLINICAL SUPERVISION RECEIVED

CORE FUNCTIONS #HOURS Clin.Sup. Initials

Case M anagement - Activitieswhich bring services, agencies, resources or peopl e together within aplanned framework of
action toward the achievement of established goals. It may involve liaison activities and collatera contacts.

(#Hrs) (Clin. Sup Initials)

CrisisIntervention - Those services which respond to an a cohol/drug abuser's needs during acute emotional and/or
physical distress.

(#Hrs) (Clin. Sup Initials)

GROUP C:
Client Education - Provision of information to individuals and groups, concerning al cohol and other drug abuse and
the availabl e services and resources.

(#Hrs) (Clin. Sup Initials)

Referral - Identifying the needs of the client that cannot be met by the counselor or agency and assisting the client to
utilize the support systems community resources avail able.

(#Hrs) (Clin. Sup Initials)

GROUP D:
Reports and Recor dkeeping - Charting the results of the assessments and treatment plan; writing reports, progress notes,
discharge summaries and other client-related data.

(#Hrs) (Clin. Sup Initials)

Consultation - Relating with counselors and other professionasin regard to client treatment (services) to assure
comprehensive quality care for the client.

(#Hrs) (Clin. Sup Initials)
Relapse Prevention, discharge planning, follow up and aftercare.

(#Hrs) (Clin. Sup Initials)
TOTAL HOURS:
Supervisor’s Signature Date;




COMMITTEE ON SPECIAL NEEDS

The Committee on Specia Needs was established by the Rhode Island Board for the Certification of Chemical
Dependency Professionalsin September, 1992, to address and comply with those rel evant sections and articles of the
American'swith Disabilities Act of 1990 (ADA) asthey pertain to the RIBCCDP's credentiaing and
certification/licensure process. The Committee will striveto ensure access to the certification processto al applicants
and maintain its certification standards. To this end, the Committee on Special Needs has set forth the following
protocol:

1. All portfoliosfor al credentialed disciplines will include both the statement of need for special accommodations and
medical release and/or other source, effective May 1, 1993. The Board shall be responsible for approving these
forms, and the Committee will be responsible for ensuring that they areincluded in al portfolios. The Committee shall
be responsible for updating these forms as needed, subject to Board approval.

2. Applicants will be required to submit the request for special accommodations to the Board no less that sixty days
prior to the date designated for the administration of the appropriate examination.

3. Applicantswill be required to submit the medical rel ease and supporting documentation with the portfolio
application by the designated deadline (forty-five days prior to the examination).

4. The Board's Administrative Staff will be responsible for referring al requests for special accommodationsto the
Committee on Special Needs. The Committee will Approve/Disapprove requests for specia accommodations on a
case-by-case basis, utilizing the judgment and discretion of the Committee to determine whether the applicant isan
"individual with adisability" within the meaning of the ADA and whether the accommodations requested by the
gpplicant are reasonable. A requested accommodation can only be refused if it would fundamentally ater the
measurement of the skills or knowledge the exam isintended to test or would result in an undue burden. In cases where
arequest is denied, the Committee will convey thisinformation to the Board for its consideration and final determination.
The Committee shall refer any request to the Board, for accommodations that exceed reasonabl e financial
responsibility in compliance with criteria established by the ADA.

5. The Committee will be responsiblefor approving the request and making the reasonable accommodationsfor each
of theindividual situations. This will include the contracting of interpreters and scribes, as well as securing the
necessary egquipment. The Committee will establish a comprehensive resourcelist to facilitate this process.

6. The Committee shall be responsible for ensuring that reasonable accommaodations are indeed provided where
approved and work with the Quality Assurance Committee to ensure that the standards and criteria of the
credentialing process are upheld.

7. Applicant appeals and/or grievanceswill be directed to the Board for its action to be addressed through the
Board's existing procedures.

8. ThisBoard reservestheright to seek legal counsel when necessary for clarification of the ADA law or legal
action on the part of an applicant has been indicated.

9. All requests for accommaodations and any supporting documentation or medica information must be kept strictly
confidential.

Policiesfor the Written Examination:

1) All trandators must be approved by the Board, must not be afriend, rel ative or co-worker of the applicant and must
be able to speak the "standard" language.

2) All translators must follow the exact protocol set forth by the ICRC/AODA for administration of all tests. 3)

Trandatorsroleissimply to read, not interpret, what is presented; interpretation of questionsis inappropriate.

PA]



Questions may be repeated if necessary.
4) Trandation of questions read is audiotaped.
5) Test isproctored in "standard" language.

6) Timeis extended according to ICRC/AODA guidelines.

7) Applicants who request the written examination be trandated into their native language must pay all
feesincurred. In addition, the applicant must choose an organization approved by the Board to
provide this service.
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RHODE ISLAND BOARD FOR THE CERTIFICATION OF CHEMICAL DEPENDENCY
PROFESSIONAL S

ACCOMMODATION REQUEST FORM

The information requested below and any documentation regarding your disability and your request for
accommodation in testing will be considered strictly confidential and will not be shared with any outside source without
your express written permission. Also please supply any documentation (e.g., letter from a physician or other
professional, evidence of a prior diagnosis or accommodation, etc.) which support thisrequest.

NAME:
ADDRESS:
PHONE#:
S.S#

ACCOMMODATIONSREQUESTED FOR THE EXAMINATION

PLEASE CHECK ALL THAT APPLY:

J:|_Acc ble Testing Site
Reader as accommodation for visual impair ment
Scribe as accommodation for visual or motor impair ment
| Scribe as accommodation for learning disability
Extended time

1| Time-and-a-half Doubletime

[ | Morethan double time (specify):

|| Separatetesting area
Translator (specify standard language)

J:l_Other:

Comments:

Signed: Date:




RHODE ISLAND BOARD FOR THE CERTIFICATION OF CHEMICAL DEPENDENCY PROFESSIONAL S

CONSENT FOR THE RELEASE OF HEALTH CARE INFORMATION

Applicant's Name:

Date of Birth:

I, , hereby authorize
(Applicant’s Name) (Name and Address of Health Care Provider)

To disclose and release to the Rhode Iland Board for the Certification of Chemica Dependency Professionals, 31 Smith Avenue - 3
Rear, Greenville, Rhode Island 02828, al health care information relevant to the accommodation request made in the attached
Accommodation Request Form which isincorporated herewith including, but not limited to, diagnoses and recommendations asto
accommodations. Thisinformation is needed for the purpose of reviewing my request for accommodation in taking a certification
examination.

| understand that | may revoke this consent at any future timein writing and that this consent expires upon completion of the

certification process, or two years from the date of this release, whichever is earlier.

Signature of Applicant

Date
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