APP#__________

        RHODE ISLAND BOARD FOR THE CERTIFICATION OF

             CHEMICAL DEPENDENCY PROFESSIONALS

                     31 Smith Avenue - 3 Rear

               Smithfield, Rhode Island  02917
R.I Certification Board:

LCDP  - Licensed Chemical Dependency Professional

             Professional Reference Form

                   Confidential

Dear :____________________________:

I am applying to the Rhode Island Board for the Certification of Chemical Dependency Professionals (RIBCCDP)  and Rhode Island Board for Licensing of Chemical Dependency Professionals (RILBCDP) for licensure as indicated below.  References must be included as part of the application.  Please complete the reference material enclosed and return it to the Board.

Your prompt attention to this would 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 licensure should be based on input from a variety of sources, especially the observations of persons who have known the applicant professionally.  For this reason, all applicants are required to list three references who will complete this Professional Reference Form.  Your evaluation together with those received from others and the data furnished by the applicant will be used in determining eligibility 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.  Your cooperation will be very much appreciated.

Sincerely,

The Rhode Island Board For The Certification

Of Chemical Dependency Professionals

 _____LCDP

APP#__________

                 PROFESSIONAL REFERENCE FORM

Applicant's Name:___________________________________________

The following areas represent skills and knowledge needed by a Licensed Chemical Dependency Professional.  Evaluate the applicant as you feel he/she demonstrates his/her abilities in each area.  Mark the rating most nearly descriptive of the counselor's demonstrated ability.

A rating of 1 is equivalent to NOT APPLICABLE

               2 is equivalent to DON'T KNOW

               3 is equivalent to POOR

               4 is equivalent to AVERAGE

               5 is equivalent to ABOVE AVERAGE

               6 is equivalent to SUPERIOR

 1   2   3  4   5   6

{} {} {} {} {} {}  1. Common sense in dealing with client.

{} {} {} {} {} {}  2. Respect for client.

{} {} {} {} {} {}  3. Empathy with client.

{} {} {} {} {} {}  4. Care and concern for client

{} {} {} {} {} {}  5. Flexibility with clients.

{} {} {} {} {} {}  6. Spontaneity with client.

{} {} {} {} {} {}  7. Capacity for confrontation with client.

{} {} {} {} {} {}  8. Capacity for appropriate self-disclosure.

{} {} {} {} {} {}  9. Concreteness.

{} {} {} {} {} {} 10. Ability to treat client information in accordance with state and federal confidentiality 


      regulations.

{} {} {} {} {} {} 11. Ability to communicate effectively with client and co-workers.

{} {} {} {} {} {} 12. Knowledge of the Chemical Dependency field.

{} {} {} {} {} {} 13. Capacity to act in an ethical manner with client.

{} {} {} {} {} {} 14. 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.

{} {} {} {} {} {} 15. Counseling: Ability to facilitate appropriate change in client with regard to mood-

                                    altering, chemical substances.

APP#_______
 1   2   3  4   5   6

{} {} {} {} {} {} 16. Ability to set appropriate limits with clients.

GENERAL REMARKS:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Person completing Reference:

Your Name:___________________________________________________

Address:_____________________________________________________

                    # of Street           City        State         Zip

Telephone#:(____)________________________________

Position:____________________________________________________

I have known ________________________________ for ______ years.       

                          (Name of Applicant)

My relationship with him/her  was/is________________________________________________________

______________________________________________________________________________________

I hereby certify that this rating is, to the best of my knowledge, truthful and reflects as accurately as possible my knowledge of the applicant.

Signature:__________________________________________________

PLEASE NOTE: APPLICANTS MUST EARN AN AVERAGE OF 4 TO QUALIFY

FOR CERTIFICATION.

PHOTOCOPY FORMS AS NEEDED
          PLEASE RETURN THIS FORM TO THE BOARD
