
 
 

Application Instructions for The CPHQ Onsite Testing 
at the NAHQ Annual Conference 

 
 
 
 

Application Deadline: August 13, 2007 
 
Examination Date: September 10, 2007 
 
Location: Sheraton Boston Hotel, 39 Dalton Street, Boston, Massachusetts  
 

1) Please complete the attached application specified for the CPHQ 
examination at the NAHQ Annual Conference. 

 
2) Once your application is complete mail or fax your application with check 

or credit card information to:  
AMP/Examination Services 

18000 W. 105 Street  
Olathe, KS 66061-7543 

913-895-4600 
FAX 913-895-4650 

 
Please Note: Do not send your application to NAHQ or include it with your 
conference registration. Application will only be accepted at the above address. 
 

3) Once the application is received, you will receive an e-mail/letter 
notification that AMP has received your application. 

 
4) After this e-mail, the next e-mail/letter you will receive will be 

approximately 2 weeks prior to the online examination. This 
correspondence will include your testing time and the location/room for the 
testing. 

 
5) Please review the CPHQ Candidate Handbook available on the website at 

www.cphq.org for additional testing information. 
 
6) If you have additional questions please contact the HQCB Executive 

Office at info@cphq.org, 913-895-4609 or 800-346-4722.  
 
 
Thank you and good luck!! 
HQCB Executive Office 



 6. Primary place of employment:

 (01) college or university (non-hospital

 (02) outpatient/specialty facility or clinic

 (03) consultant

 (04) extended care facility

 (05) hospital or medical center

 (06) private review agency/third party payer/HMO/PPO/MMO/
 insurance company

 (07) government agency (non-hospital)

 (08) home health/hospice

 (09) corporate/regional or network headquarters

 (10) licensing or accrediting body

 (11) behavioral/mental health

 (12) other (specify)___________________________________________

 7. Educational Level:
(indicate the highest level)

 (01) Licensed practical nurse (LVN/LPN)

 (02) Registered Health Info. Technician (RHIT)

 (03) Registered Health Info. Administrator (RHIA)

 (04) Diploma in Nursing (Registered Nurse)

 (05) Associate Degree

 (06) Bachelor’s/Final Degree

 (07) Master’s Degree

 (08) Doctoral Degree (other than medical doctor)

 (09) Medical Doctor (MD, DO)

 (10) Other (specify)___________________________________________

 8. Years of full-time and/or part time experience in healthcare quality, 
case/care/disease/utilization and/or risk management activities:

 (01) fewer than two years
 (02) two to five years
 (03) more than five but not more than 10 years
 (04) more than 10 years

 9. Have you previously taken the CPHQ examination?

 ■■ Yes  ■■ No   If yes, most recent date: 

10. FEES: Examination fee:

 Non-NAHQ member fee:  . . . . . . . . . . . . . . . . . . . . . . $440 USD
 NAHQ/affiliate member fee:  . . . . . . . . . . . . . . . . . . . .$370 USD
 (includes members of non-U.S. national society NAHQ-affiliates)

                 Total amount paid/authorized: $           USD
METHOD OF PAYMENT

■■ Check #______________   ■■ Money order     (If rebilling is necessary, 
■■ MasterCard   ■■ VISA   ■■ American Express a $25 fee will be added.)

______________________________________________________________
 Print Credit Card Holder Name           Account Number  

______________________________________________________________
Expires (mo/yr)      Signature of Credit Card Holder

11. License(s) and/or Registration(s) (current or inactive):

 ■■ RN  ■■ RHIA  ■■ MD ■■ DPM

 ■■ LVN/LPN  ■■ RHIT  ■■ DO ■■ Other license (specify type)

        _________________________

12. Where did you hear about  the CPHQ Examination?

 ■■ IHI ■■ ASHRM  ■■ AHIMA ■■ Website

 ■■ Other _________________________

APPLICATION FORM FOR THE NAHQ CONFERENCE
The Certified Professional in Healthcare Quality (CPHQ) Examination

September 10, 2007
HEALTHCARE QUALITY CERTIFICATION BOARD

Deadline: August 13, 2007

Month Year

OVER

USE BLACK INK ONLY 1. PRINT 
 FULL
 NAME

 2. Are you a member of NAHQ or a non-U.S. national quality society NAHQ-affiliate? (State, regional, local or non-affiliated national association 
membership does not equal NAHQ membership.)

 ■■  No (Non-member exam fee applies)         ■■ Yes; NAHQ or affiliate member ID # ___________________________ or
 ■■ Yes; new member; dues sent to NAHQ on _____________________ (date) (Member exam fee applies; call NAHQ at 800-966-9392 to join.)

 3. SOCIAL
 SECURITY NUMBER
 Required to verify CPHQ status for U.S. employers) (AMP will assign ID number for candidates without SS #s)

 4. PREFERRED
 MAILING
 ADDRESS

 5. GENDER (optional)

––

–Zip/Postal Code

–– *E-mail

Last/Family
Name

First Name

Middle Initial

Street

City

State;
Province

Country

Work Phone

Fax

Male Female

––
City Code

(If applicable)
Number Area/Country

Code
City Code

(If applicable)
Number

Home 
Phone

Use of home 
address 

recommended

Area/Country
Code



13.  DECLARATION 
AGREEMENT OF AUTHORIZATION and CONFIDENTIALITY

I authorize the Healthcare Quality Certification Board (HQCB) to make whatever inquiries and investigations that it deems necessary to verify my credentials and 
professional standing. Further, I understand that the HQCB will treat the contents of this application as well as all documents relating to certification as confidential, 
except when required by legal compulsory process, with the following exception. If I successfully pass the examination and attain the CPHQ designation, I authorize 
the HQCB to release my name and address to the National Association for Healthcare Quality and its affiliated organizations for the purpose of mailing me association 
information. I also authorize HQCB to use information from my application and subsequent examination for the purpose of statistical analysis, provided my personal 
identification with the information has been deleted. I understand that the initial certification period is two calendar years following successfully passing the 
examination and agree to meet current requirements if I wish to maintain active certification status thereafter. I further understand that the governing body has the 
authority to change requirements to attain and maintain certification from time to time.

I have read and understand the information provided in the Candidate Handbook or on the cphq.org website. Under penalties of perjury, I declare that the 
foregoing statements are true. 

I understand that false information may be cause for denial or loss of the credential. I understand that I can be disqualified from taking or continuing to sit for an 
examination or from receiving examination scores if the HQCB determines through either proctor observation or statistical analysis that I engaged in collaborative, 
disruptive, or other prohibited behavior during the administration of the examination.

    ______________________________________________________________ ___________________________________
     Candidate signature (Required)      Date

Payment must be by credit card, check or money order payable in U.S. dollars to the “Healthcare Quality Certification Board”.

Please write your name on the face of the check. (HQCB/NAHQ tax ID #95-3062349)

No telephone or e-mail applications will be accepted. Completed forms may be sent by facsimile ONLY if paying by credit card.

Complete and mail this application with a check or credit card information to:

AMP/Examination Services
18000 W. 105th Street
Olathe, KS 66061-7543

913-895-4600
FAX 913-895-4650

This application is for the testing date of September 10, 2007 only. 
For all other testing dates, please visit our website at www.cphq.org 

for the CPHQ Examination Candidate Handbook.


