[bookmark: _GoBack]APPLICATION FOR INDIVIDUAL REVIEW
NAME: ____________________________________________________________
ADDRESS: __________________________________________________________
EMAIL: ____________________________________________________________
PHONE NUMBER: ___________________________________________________

NAME OF PROGRAM ATTENDED: _______________________________________
DATE OF PROGRAM: _________________________________________________
LOCATION OF PROGRAM: _____________________________________________
HOST/SPONSOR OF PROGRAM: ________________________________________
NUMBER OF CECs REQUESTED: ________________________________________
Proof of Attendance with # of hours is attached   ________YES
Payment made by  _______Check  _______Credit Card _______PayPal online
Please describe briefly the content of this program and the educational objectives from your point of view.  Please include how this program met the LCSW scope of practice and how it will be useful to you in your work as a clinical social worker.  If there are materials/a powerpoint/handouts from the training that would support your request for CECs and help the reviewer make an informed decision, please include.  This form and the required payment should be mailed to the NASW/CT office at 2139 Silas Deane Highway, Rocky Hill, CT  06067.  Please be advised that it will take up to 4 weeks to review your application and issue a Continuing Education Certificate.  The certificate will be emailed to you. 
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