
Certified Clinical Documentation Specialist (CCDS)

Maintaining the Certified Clinical Documentation Specialist (CCDS) certification requires submission of 20 continuing education 
units (CEUs) every two years from the date that you have passed the CCDS exam. Please submit this application with the 
appropriate maintenance fee ($200, $100 for ACDIS members) to:

HCPro, Inc., Attn: Certified Clinical Documentation Specialist Program, P.O. Box, 1168, Marblehead, MA 01945

Or Fax to: 800/738-1553, Attn: Certification Program Manager

Type or print neatly

Program Title and Sponsor Location Dates Number of 
CE Credits

										                         Total CEUs:  ____________

Continuing education  
submission form



Personal information

CCDS ID Number: _______________________________________________________________________________

Name: ________________________________________________________________________________________

Home address: ____________________________________________________  Home Phone: __________________

City/State/Zip: _____________________________________________________  Cell: _________________________

Company Name: ___________________________________________________  Work Phone: ___________________

Company Address: _______________________________________________________________________________

Company Address 2: _________________________________________________  Work Fax: _____________________

City/State/Zip: __________________________________________________________________________________

E-mail: ________________________________________________________________________________________

ACDIS member:    ❑ Yes    ❑ No

Please check the mailing address that you would prefer to receive CCDS correspondence:

❑ Home    ❑ Work 

Method of payment—Credential maintenance fee

❑ Check    ❑ Money Order    ❑ Credit Card

Visa      MasterCard      American Express      Discover      (circle one)

Credit Card Number: ___________________________________________ Expiration Date: _____________________

Signature: ______________________________________________________________________________________

Name as it appears on Credit Card: ___________________________________________________________________

Attestation Statement

I verify the truth of the information submitted on this Continuing Education Submission Form. I affirm that I participated 
in continuing education activities and that the number of units reported is correct. If audited, I will supply supporting 
documentation verifying participation and summarizing content for all CEUs.

Signature: ___________________________________________________________  Date: _____________________

Submit to:

HCPro, Inc. 
Attention: Certified Clinical Documentation Specialist Program 
P.O. Box 1168 
Marblehead, MA 01945 
Tel: 877/240-6586 
Fax: 800/738-1553

Continuing education  
submission form
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