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Application for Accreditation
Please note that this is a three page form
Date ___________________

Institution ____________________________________________________________________

Department/Academic Unit ______________________________________________________

Mailing Address _______________________________________________________________



__________________________________________________________________



__________________________________________________________________

Program Website ___________________________________________________________________

Accreditation Contact Person _____________________________________________________

Telephone    (           )______________ Fax (_______)______________E-mail ______________

Place an "X" on the left next to the program area(s) for which accreditation is sought and indicate the degree(s) offered.

Entry-Level
_____ Addictions Counseling 
 M.Ed.
 M.A.
M.S.    Other _______

_____ Career Counseling 
 M.Ed.
 M.A.
M.S.    Other _______

_____ Clinical Mental Health Counseling    
 M.Ed.
 M.A.
M.S.    Other _______

_____ Marriage, Couple, and Family Counseling
 M.Ed.
 M.A.
M.S.    Other _______
_____ School Counseling 
 M.Ed.
 M.A.
M.S.    Other _______

_____ Student Affairs and College Counseling
 M.Ed.
 M.A.
M.S.    Other _______

Doctoral-Level
_____ Counselor Education and Supervision

Ph.D.
Ed.D.

Application for Accreditation                       (page 2)                             

President/CEO 



of the Institution

______________________________________________________








  (Name)




______________________________________________________








(Signature)




Mailing Address ________________________________________




______________________________________________________




______________________________________________________




E-mail ________________________________________________
Dean of

the College

______________________________________________________








  (Name)




______________________________________________________








(Signature)




Mailing Address ________________________________________




______________________________________________________




______________________________________________________




E-mail ________________________________________________

Department

Chair


______________________________________________________








  (Name)




______________________________________________________








(Signature)




Mailing Address ________________________________________




______________________________________________________




______________________________________________________




E-mail ________________________________________________

Application for Accreditation
1.
Please provide a current program of study for each program that includes all required courses and indicates the total number of hours to obtain the degree.  This information should also include the number of clinical hours required in practicum and internship courses.

2.
Please create tables or charts with the following information:

a) Table 1 – Faculty Who Currently Teach in the Program

1. 
List all core faculty by name and include each person’s credit hours generated in last 12 months, terminal degree and major, primary teaching focus, professional memberships, licenses/ certifications and nature of involvement in the program(s) (e.g., Academic Unit Leader)

2. 
List all noncore faculty by name and include each person’s credit hours generated in last 12 months, terminal degree and major, primary teaching focus, professional memberships, licenses/ certifications and nature of involvement in the program(s) (e.g., clinical faculty, adjunct)

b) Table 2 – Current Students

1. Please indicate for each applicant program (e.g., School Counseling), the number of full-time, part-time, and full time equivalent (FTE) students at each campus site.

2.  
Please indicate any other counseling program(s) in the academic unit that are not applying for accreditation, the number of full-time, part-time, and full time equivalent (FTE) students at each campus site.

c) Table 3 – Graduates for the past Three (3) Years

1. Please indicate for each applicant program (e.g., School Counseling), the number graduates at each campus site.

2.  
Please indicate for any other counseling program in the academic unit, the number of graduates at each campus site.

3.
Please provide evidence of institutional accreditation by an accreditor recognized by the US Department of Education or the Council for Higher Education Accreditation (CHEA).

Submit this application, self-study materials, and the application fee* to:

Council for Accreditation of Counseling and Related Educational Programs

1001 North Fairfax Street, Suite 510, Alexandria, VA  22314

Application fee:  

Call CACREP or check the web site www.cacrep.org for current fees.

(Make check/money order payable to CACREP)

