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GUAM BOARD OF ALLIED HEALTH EXAMINERS 
Health Professional Licensing Office 

194 Hernan Cortez Ave., Terlaje Prof. Bldg. Ste.213, Hagåtña, GUAM 96910-5052  

APPLICATION TO SIT FOR 

_____ National Board for Certified Counselors (NBCC) for Licensed Professional Counselor (LPC)

_____ National Mental Health Clinical Counselor Exam for Licensed Mental Health Counselor (LMHC)

______ Marriage & Family Therapist specialist exam for Marriage & Family Therapist (MFT)        

GENERAL INFORMATION: 
       The Guam Board of Allied Health Examiners has the sole authority to determine a 
       Candidate’s eligibility to take the examination(s).

A. IDENTIFICATION:

Recent Photo 2x2 Less than 90 days, 
Signed/Dated at back of photo

1. NAME: ________________________________________________________________________________________
    Last First   Middle  Maiden 

2. SOCIAL SECURITY NUMBER: ____________________________ 3. SEX: ______________

4. DATE OF BIRTH: _____________________     5.   PLACE OF BIRTH: ____________________________
      City    State 

6. PERMANENT ADDRESS: ____________________________________________________________________

7. MAILING ADDRESS: _________________________________________________________________________

8. TELEPHONE: ______________   _____________   _____________  9.   Email: ________________________
 Work   Cell   Home  

B. POST GRADUATE/ DOCTORAL INFORMATION:
Please provide a copy of Graduate School Transcript for verification (a requirement)

College/University: __________________________________________________________________________
  Address: __________________________________________________________________________ 

 Date Graduated: ________________             Degree received: _____________________ 

 _________________________________________________________   __________________________ 
  (Signature of Applicant) (Date) 

C. Approved by Board Member:

_____________________________________________________________________  _____________________________ 
(NAME)                                                                    (SIGNATURE)   (DATE) 

D. ID # Assigned:  _____________________________ (for Examination Purpose)


	NAME: 
	SOCIAL SECURITY NUMBER: 
	3 SEX: 
	DATE OF BIRTH: 
	5   PLACE OF BIRTH: 
	PERMANENT ADDRESS: 
	MAILING ADDRESS: 
	9 Email: 
	Cell: 
	Home: 
	CollegeUniversity: 
	Address: 
	Date Graduated 1: 
	Degree received: 
	Date: 
	LPC: 
	LMHC: 
	MFT: 
	Work: 


