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American Institute for 
Healthcare Quality 

Certification Application 

Full Name:   
 

 Date:  

 Last First  M.I.   
 

Address:   

 Street Address Apartment/Unit # 

 

    

 City State ZIP Code 

 
Mobile 
Phone:  Email  

 
 
You are a citizen of______________________      

 

Have you ever been certified by AIHQ? 
YES 

 
NO 

 If yes, when?  

        
Name of Certificate: _______________________________ 

Education 

College:  Address:  

 

From:  To:  Did you graduate? 
YES 

 
NO 

 Degree:  

 

College:  Address:  

 

From:  To:  Did you graduate? 
YES 

 
NO 

 Degree:  

 

College:  Address:  

 

From:  To:  Did you graduate? 
YES 

 
NO 

 Degree:  

References 

Please list two professional references. 

Full Name:  Relationship:  

Company:  Mob. Phone:  

Address:  

    

Full Name:  Relationship:  

Company:  Mob. Phone:  

Address:  
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Previous Employment 

Company:  Phone:  

Address:  Supervisor:  

 

Job Title:      

 

Responsibilities:  

 

From:  To:    

 
    
    

    

 

Company:  Phone:  

Address:  Supervisor:  

 

Job Title:      

 

Responsibilities:  

 

From:  To:    

 
    
    

    

 

Company:  Phone:  

Address:  Supervisor:  

 

Job Title:      

 

Responsibilities:  

 

From:  To:    

 
    

Disclaimer and Signature 

I certify that my answers are true and complete to the best of my knowledge.  

If this application leads to certification, I understand that false or misleading information in my application or 
interview may result in the revocation of my certificate. 

Signature:  Date:  

 


