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GENERAL INFORMATION

Qualified Professional Test Counselor Applicants
*  Completed and Signed Application

. Documentation of successful completion of a Department approved Qualified Professional
Test Counselor training course.

Rules and Requlations/Laws

To obtain the Rules and Regulations for your profession visit the A-Z list on the Topics & Programs page at the follow-
ing web site. From the list click on the letter for your profession.

http://www.health.ri.gov/atoz/

Chapter 23, Title 6.3 entitled “Prevention and Suppression of Contagious Diseases - HIV/AIDS” can be downloaded
at the following web site:

Initial Certification http://www.rilin.state.ri.us/Statutes/TITLE23/23-6.3/INDEX.HTM

Once your completed application has been reviewed and approved, you will be issued your certificate. Certificates shall
be issued for a period no longer than two (2) years and shall expire on the last day of the month (two) 2 years from the
date of issue.

Renewals

A renewal notice will be mailed to you approximately sixty (60) days prior to the certification expiration date. For
renewal of this certification you will need to document successful completion of at least six (6) contact hours within the
twenty-four month term of your current certification. You will also need to attend a Department-approved counseling
skills assessment session within the twenty-four (24) month term of your current certification.

INSTRUCTIONS FOR COMPLETING THE BOARD APPLICATION

Read the following instructions and those throughout the application packet carefully before completing the applica-
tion. Only complete applications will be accepted. Failure to submit all required information and appropriate
documentation may result in processing delays.

General Instructions
1. Make a copy of the application and forms before you begin in case you make a mistake.

2. Type your information or print in blue or black ball-point pen. HEALTH staff will not make assumptions about illeg-
ible information.

3. Provide a response to each section or question; otherwise mark “N/A” for Not Applicable.
4. We suggest that you make a copy of your completed application before submitting it to HEALTH.

_ L Rhode Island Department of Health
Mail completed application and documents t0: | y¢fice of HIV/AIDS and Viral Hepatitis

Room 106, 3 Capitol Hill
Providence, Rl 02908-5097

Once applications are reviewed and approved a certificate will be mailed. You are responsible for notifying the Office of
HIV/AIDS and Viral Hepatitis, in writing, of any changes of address.

To obtain your license number prior to receiving your certificate, please refer to the HEALTH Licensee
Lookup web site:
https://healthri.mylicense.com/Verification
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State of Rhode Island
Qualified Professional Test Counselor
Application for License as a Qualified Professional Test Counselor

Refer to the Application Instructions when completing these forms. Type or block print only. Do not use felt-tip pens.

1. Name(s)

This is the name that
will be printed on your
License/Permit/
Certificate and
reported to those who
inquire about your
License/ Permit/
Certificate. Do not use
nicknames, etc.

Title (i.e., Mr., Mrs., Ms., etc.)

First Name

Middle Name

Surname, (Last Name)

Suffix (i.e., Jr., Sr., II, 111

Maiden, if applicable
Name(s) under which originally licensed in this or another state, if different from above (First, Middle, Last).

2. Social Security
Number

“Pursuant to Title 5, Chapter 76, of the Rhode Island General Laws,
as amended, | attest that | have filed all applicable tax returns and
paid all taxes owed to the State of Rhode Island, and | understand
that my Social Security Number (SSN) will be transmitted to the
Divison of Taxation to verify that no taxes are owed to the State.”

U.S. Social Security Number

3. Gender

I:I Male I:I Female

4. Date of Birth

L] L) [afef | ]

Month Day Year

5. Home
Address
It is your responsibility
to notify the board of all
address changes.

1st Line Address (Apartment/Suite/Room Number, etc.)

Second Line Address (Number and Street)

City State Zip Code

Country, IfNOTU.S. Postal Code, IfNOT U.S.

Home Phone Home Fax

Email Address (Format for email address is Username@domain e.qg. applicant@isp.com)
& Susiness AN EEEEEEEE.
Addres_s_ ) Name of Business/Work Location
s AT T T T T T T I T T T T T T T T T T T T TT]
RELATED to - -

1st Line Address (Department/Suite/Room Number, etc.)
Lot NN EEEE
certification.) :
It is your responsibility Second Line Address (Number and Street)
oot |\ [T [ [ [ T T T TTTTTT1 1] (1) CITTT]-[TTT]
address changes.

City State Zip Code

Country, If NOTU.S.

Business Phone

Postal Code, IfNOT U.S.

Extension Business Fax
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Applicant: Print your complete last name >

7. Preferred |:| Please use my Home Address as my preferred mailing address
Mailing
Address l:l Please use my Business Address as my preferred mailing address
Please check ONE
8. Training _ Date Qualifying Professional Test | | | | | | | | | |
Information Counselor Practicum was Taken: Month Day Year
9. D|SC|pI|nary 1. Have you ever been sanctioned by any Department of Health Licensing |:| Yes |:| No
Questions Board?
Check either Yes or .
No for each
question. .
2. Have you ever been declared mentally incompetent by any court? I:l Yes I:l No
3. Have you ever been convicted of a felony violation of any state or federal
law? I:I Yes I:I No
4. Have you been impaired by any controlled substance or any alcoholic I:l Yes I:l No

beverage to the extent that the use impairs your ability to practice the HIV
test counseling skill that is authorized by this certification?

NOTE: If you answer “Yes” to any question, you are required to furnish complete details, including date, place, reason and disposition
of the matter.

If necessary, you may continue on a separate 8% x 11 sheet of paper.

I, , being first duly sworn, depose and say that | am the
person referred to in the foregoing application and supporting documents.

10. Affidavit of

Applicant
Please read andsign | | have read carefully the questions in the foregoing application and have answered them completely, without
this section. reservations of any kind, and | declare under penalty of perjury that my answers and all statements made by

me herein are true and correct. Should | furnish any false information in this application, | hereby agree that
such act shall constitute cause for denial, suspension or revocation of my license to practice in the State of
Rhode Island.

| further declare that | have filed all required state tax returns and have either paid all taxes due the state or
entered into a written installment agreement to pay delinquent state taxes that is satisfactory to the Tax
Administrator.

| understand that this is a continuing application and that | have an affirmative duty to inform the Rhode
Island Office of HIV/AIDS of any change in the answers to these questions after this application and this
affidavit is signed.

Signature of Applicant Date of Signature (MM/DD/YY)
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