
 
 
 

 
 
 
 
 
        
 

Application for Certification as a  
ALLIED HEALTH INSTRUCTOR – AHI (AMT) 

 
 

     (Print or type) 
 

_____________________________________________________ 
Last name                 First name                              Middle initial 

 

 
_____________________________________________________ 

Permanent or mailing address 
 

 
_____________________________________________________ 
City       State             Zip + 4 

 
 

_____________________________________________________ 
Social Security Number 

 
 

IMPORTANT NOTICE TO APPLICANT 
 

Read requirements for certification and follow instructions printed on page  
2 of this application before completing. 
 
Qualified applicants are considered for certification without regard to race,  
color, religion, sex, national origin, age, marital status, medical condition  
or handicap. 
 
To help us comply with Federal/State equal opportunity record keeping,  
reporting, and other legal requirements, please answer all questions. 
 

 
Do not write in space below 

 
 
Date application received ______________________     Date Completed __________________________ 
 
Approved by ________________________________     GRANTED: Certificate # ___________________ 
 

 
 

6/06 

 

AHI 



REQUIREMENTS FOR CERTIFICATION AS A  
ALLIED HEALTH INSTRUCTOR – AHI (AMT) 

 
 
1. Applicant shall be of good moral character. 
 
2. Applicant must fulfill option A or B of the following educational requirements. 
 

A. Applicant shall be a graduate of an accredited school or course of study in their 
discipline. 

 
Under this category applicant shall provide evidence of at least two (2) years teaching 
experience in the past five years. 

 
B. Applicant holds professional certification in his or her field of instruction from a 

nationally recognized certification organization. 
 

Under this category, the instructor shall provide evidence of at least three (3) years of 
teaching experience in the past five years. 

 
3. Applicants shall submit three professional letters of recommendation (letters should 

establish length of teaching experience). 
 
4. Applicant shall provide certified copies of transcripts of educational attainment, high 

school diploma, certificates of attainment and/or proof of highest degree earned.  
 
 
 

SPECIAL INSTRUCTIONS TO APPLICANT 
 

1. Please type or print all information except where signatures are required. 
 
2. Please check the requirement above under which you are applying. 
 
3. Before submitting this application, make sure you have provided the following: 

 
______ $60.00 application fee 
 
______ Proof of high school graduation or equivalent 
 
______ Official final transcripts stating graduation from the course in your discipline 
        (with school seal affixed or notarized)   
 
______ All solid line areas completed by applicant 
 
______ Relevant dotted line areas completed by designated person 
 
______ Must provide three professional letters of recommendation, letters should provide  
              length of teaching experience 
 
______ Must provide at least two letters for personal references 
 
______ Application signed and dated by applicant on back page 

 
 
 



PART I.       PERSONAL INFORMATION 
 
Full Name___________________________________________________ Social Security Number _____________________ 
 
Street Address ________________________________ City___________________ State_________ Zip + 4 _____________ 
 
Daytime Phone Number (         )____________________________________ Date of Birth ____________________________ 
 
Maiden and/or any former names __________________________________________________________________________ 
 
Name and address of nearest relative (do not list spouse)________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
Have you ever been convicted of a felony?    Yes q    No q    If yes, when, what felony, and what court?_________________ 
 
_____________________________________________________________________________________________________ 
 

OPTIONAL INFORMATION 
 
Marital Status:    Single q     Married q     Divorced q     Widowed q 

 
Sex:     Female q       Male q   

 
Race/Ethnic Group:    White q     Black q     Hispanic q     American Indian/Alaskan Native q     Asian/Pacific Islander q 

 
PERSONAL REFRENCES (Other than relatives) 

 
Name         Street Address   City/State                       Zip 
 
 

 
 

 

PART II.  ALLIED HEALTH INSTRUCTOR EMPLOYMENT 
 
Employer Name       Street Address   City/State/Zip          Dates of Employment 
 
 

 
 

 
 

 

PART III.        EDUCATION AND TRAINING 
A. SECONDARY 
Proof of high school graduation or equivalent must be enclosed. 
SENIOR  
HIGH SCHOOL 

        Name/Address   Dates Attended                   Graduation Date 
 
G.E.D.: 

     Date of Certificate/City/State          

 
B. COLLEGE OR UNIVERSITY 
Name/Complete Address     Dates  Hours  Degree 
                 Attended              Completed             Awarded  
 

 
 

 
 

 



PART III.   EDUCATION AND TRAINING (continued) 
C. TRAINING 
This section must be completed by the proper school or training program official to verify training 
and successful completion of a course wherein the curriculum is acceptable to this organization.  The 
applicant’s final transcript must also be provided. 
 
Applicant Name ……………………………………………………………………………………………… 
 
School/Program Name ……………………………………………………………………………………….. 
 
School/Program Address …..………………………………………………………………………………… 
 
Course Dates:          From ……….….../…..….…../……..……..       To …….…..../….………../….…….   
 
I hereby certify that the applicant named above did (or will) satisfactorily complete the entire prescribed 
course and is recommended as a qualified candidate for certification. 
 
 
Date ………………….. School Official’s Signature ………………………………………………………….. 
 
             Title/Position ………………………………………………………………………… 
 

 
PART IV.   RECOMMENDATION FOR CERTIFICATION 
In order for this application to be processed, it must be signed by either a physician, employer or an 
AMT member in good standing. 
 
o  Physician  Signature ………………………………………………………………………… 
 
o  AMT Member  Address ………………………………………………………………………….. 
 
o  Employer  (If member) AMT Registry # ……………………………………………………. 
 
 

PART V.     AGREEMENT 
 
I consent to give AMT the authority to request the necessary information from individuals, institutions, and/or 
organizations named herein in order to validate credentials for certification. 
 
I certify that the statements made herein are true and correct, to my knowledge and belief, and realize that certification is 
subject to revocation for misrepresentation.  If accepted as a certificant, I agree to uphold and abide by the Standards of 
Practice and Bylaws of the AMERICAN MEDICAL TECHNOLOGISTS. 
 

 ENCLOSED HEREWITH IS MY APPLICATION FEE OF SIXTY DOLLARS ($60.00). * 
 
 
Date …………………………………………….  Signature ………………………………………………….. 
 
*Fee is non-refundable  
   

o Visa      o MasterCard      o Discover Card 
 
Credit card number:_____________________________________________________________ Expiration date:__________________ 
 
Name on Card:________________________________________________ Signature:________________________________________ 

 

 
If you are paying by check or money order, make payable to: 

 
AMERICAN MEDICAL TECHNOLOGISTS 

10700 W. Higgins Road Suite 150 ● Rosemont, Illinois 60018 ● Phone (847) 823-5169 ● Website www.amt1.com 
 
 
By sending your completed, signed check to AMT, you authorize AMT to use the account information from your check to make a one-time electronic fund 
transfer from your account for the same amount as the check. If the electronic fund transfer cannot be processed for technical reasons, you authorize us to 
process the copy of your check. Please contact the account receivable department at jackie.leibach@amt1.com for other payment options. 
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