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APPLICATION FOR TESTING AND SUBSEQUENT 

CERTIFICATION AS A 

 

CERTIFIED NURSE-MIDWIFE (CNM) 
 

 

 

 

 

 
 

 

 

 

 

American Midwifery Certification Board © 

8825 Stanford Blvd, Suite 150  

Columbia, MD 21045  

410-694-9424 Phone  

410-290-0121 Fax  

 

 

©2005 American Midwifery Certification Board, Inc. All Rights Reserved. CNM®, CM®, American 

Midwifery Certification Board®, AMCB®, and AMCB seal are federally registered certification marks of 

American Midwifery Certification Board. All other product or service names mentioned herein may be 

certification marks, service marks or trademarks of their respective owners. No part of this publication may be reproduced 

without the express prior written consent of American Midwifery Certification Board, Inc. 

 

 

 

The national certification examination is administered without regard to age, sex, race, 

religion, national origin, disability, or marital status of the candidate. 
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INSTRUCTIONS: Please type or print clearly. Do not use abbreviations. Each item must be complete for the 

application to be accepted. Incomplete or late applications will be returned unprocessed. Faxed applications will not be 

accepted. 

 

I can verify that I have read and fully understand the General Policies & Procedures and the Candidates 

Handbook including the Discipline Policy.    No    Yes 

If your answer is NO, or if no answer is given, AMCB will not process your application for certification. 

 

PART I: General Information 

1. Name:  _____________________________________________________________________________________  
               Last    First    Middle 
 

Address where certification card and certificate are to be sent. Please notify AMCB if you relocate. Information 

regarding Certificate Maintenance will be sent to the address below unless AMCB Headquarters is notified of new 

address:  
 

2. Address Type:   Home    Work 
 

3. Street Line 1: _____________________________ 4. Street Line 2:  ________________________________  
 

5. City: ______________________    6. State: ______ 7. Zip Code: __________    8. Country:  ________ 
 

9. Preferred Phone Number:   Mobile    Home    Work 
 

10. Mobile Phone: ____________________________    11. Home Phone:  ________________________________  
 

12. Work Phone: _____________________________    13. Work Phone Extension:  ________________________  
 

14. Email Address:  ______________________________________________________________________________  
 

PART II: Education Information 

15. Identify all your academic degrees will have earned prior to taking the AMCB National Board Exam. NOTE: This 

question does NOT refer to nursing diplomas or certificates received (such as FNP, or licensure as an RN). Check 

all that apply. 

 Associate, Nursing 

 Associate, Not Nursing 

 Bachelor's, Nursing 

 Bachelor's, Not Nursing 

 Master's, Nursing 

 Master's, Midwifery 

 Master's, Not Nursing 

 Master's, Public Health 

 Master's, Not Nursing, Midwifery, or Public Health 

 Doctorate (any type e.g. DNP, PhD, etc.) 

 Other (please specify) __________________________ 

 

16. Please indicate your current educational debt burden. 

 25,000 or less 

 25,001 – 50,000 

 50,001 – 75,000 

 75,001 - 100,000 

 100,001 – 125,000 

 125,001 – 150,000 

 150,001 – 175,000 

 175,001 – 200,000 

 Greater than 200,000 
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PART III: Doctoral Information 

17. If you have identified that you hold a doctoral degree (question 16), please select the type of doctoral degree(s) 

youcurrently hold from the list below. If you select 'Doctorate, Other Type', please identify the type of doctoral 

degree you hold and the related discipline in which you hold this degree. 

 Doctorate Nursing Practice (DNP) 

 Doctorate, Midwifery (i.e. DM) 

 Nursing Doctorate (ND) 

 Doctorate, Nursing Science (DNS/DNSc) 

 Doctor of Philosophy, Nursing (PhD) 

 Doctorate, Public Health (DrPH) 

 Doctor of Philosophy (PhD), other than nursing 

 Other Doctorate (including international degrees) 

____________________________________________ 

 

PART IV: Nursing Information 

18. Specify basic RN education degrees. Check all that apply. 

 Diploma 

 Associate 

 Baccalaureate 

 Masters 

 Other (please specify) __________________________  

 

19. Academic degrees/certificates received in addition to basic RN education, but prior to enrollment in your 

program. Check all that apply. 

 Diploma 

 Associate 

 Baccalaureate 

 Post-Baccalaureate 

 Masters 

 Post-Masters Certificate 

 Doctorate 

 N/A
 

20. Prior to nurse-midwifery education, did you practice as an RN for a year or more? 

 Yes 

 No 
 

PART V: Midwifery Information 

21. Midwifery Program Name:  ____________________________________________________________________  
 

22. Program Type:  

 Precertification 

 Certificate 

 Baccalaureate 

 Master’s 

 Certificate (also enrolled in Master’s option) 

 Post-Masters certificate 

 Doctorate 

 

23. Program Start Date: ________________________    24. Program End Date:  ___________________________  
 

25. Prior to successful completion of your ACME accredited midwifery education program, did you have previous 

experience practicing midwifery? 

 Yes 

 No 
 

26. What additional type of provider certification do you hold that enables you to provide women's health care? 

Check all that apply. 

 Adult Health Nurse Practitioner (any type) 

 Family Nurse Practitioner (FNP) 

 Women's Health Care Nurse Practitioner 

(WHNP) 

 Psychiatric Mental Health Nurse 

Practitioner (PMHNP) 

 Pediatric Nurse Practitioner (PNP) 

 Clinical Nurse Specialists (CNS) 

 None (CNM/CM) 

 Other (please specify)  _________________________  
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PART VI: Employment Information 

27. Please provide the name of the PRIMARY state or US territory in which you plan to work in the field of 

midwifery. If you do not plan to work in the US or its territories identify the location in the space provided. 
 

 __________________________________________________________________________________________  
 

PART VII: Midwifery Licensure Information 

28. If you are currently licensed to practice midwifery, prior to your AMCB certification, please identify the pathway 

of which you gained licensure. 

 PEP 

 CPM/MEAC Accredited 

 State Specific Licensure 

 Educated outside the US 

 N/A 

 Other (please specify) __________________________ 
 

PART VIII: Registered Nurse Licensure Information 

Please provide your Primary RN License number. You may add up to three license numbers below. Attach a copy of a 

current nursing license or statement from the state detailing the information above (name, status, and expiration date 

must be visible). 
 

Primary RN License: 

29. State:  __________________________________   

30. Number:  ________________________________  

31. Expiration Date:  _____________________________ 

 

Secondary RN License: 

32. State: ___________________________________  

33. Number: ________________________________  

34. Expiration Date: ______________________________  

 

Tertiary RN License: 

35. State: ___________________________________  

36. Number: ________________________________  

37. Expiration Date: ______________________________  

 

PART IX: Demographic Information 

38. Date of Birth: _______________________________ 
 

39. Sex: 

 Male  

 Female 

 I choose not to respond 

 Other (please specify) __________________________ 
 

40. Race: 

 American Indian or Alaska Native 

 Asian 

 Black or African American 

 Native Hawaiian or other Pacific Islander 

 White or Caucasian 

 More than one race 

 I choose not to respond 

 Other (please specify) __________________________ 
 

41. Ethnicity. Check one best applies to your ethnicity. 

 Yes, Hispanic/Latino 

 No, Not Hispanic/Latino 

 I choose not to respond 
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42. Is English your primary language? 

 No 

 Yes 
 

43. In providing midwifery care, I am able to speak the following languages, this is not inclusive of interpreters. 

Check all that apply. 

 English 

 Spanish 

 Chinese (Cantonese, Mandarin, other 

varieties) 

 French or French Creole 

 Other Language (please specify) ________________  

 

44. Would you be willing to be contacted by AMCB in the future regarding volunteer opportunities with our 

organization? 

 No 

 Yes 
 

PART X: Background Check 

45. Have you ever been subject to disciplinary action and/or has your professional license ever been limited, 

suspended or revoked by any of the following: Federal Agency, State Licensing Board, Health Care Organization, 

and/or National Professional Association? 

 No 

 Yes 
 

46. Check all that apply to the above question. 

 Federal Agency 

 State Licensing Board 

 Health Care Organization 

 National Professional Association 

 N/A 

 

47. Are you presently charged with or have ever been convicted or found guilty of, or pleaded nolo contendere to any 

felony or misdemeanor directly relating to public health and safety and/or the provision of nurse-midwifery or 

midwifery services? 

 No 

 Yes 

If your answer is YES to question 45 and/or 47 above, please explain on a separate sheet of paper. 
 

48. Have you ever taken the national certification examination before? 

 No 

 Yes 

If YES to number 48, attach documentation of the program most recently completed. 
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PART XI: Special Accommodation 

49. Do you require SPECIAL ACCOMMODATIONS under the Americans with Disabilities Act? 

 No 

 Yes 

If YES, you must submit with the application relevant information about the disability; the specific 

accommodation(s) requested; proof of a history of accommodations(s), if any; and/or a written disability report 

prepared by an appropriately qualified, licensed health care professional. 

 

PART XII: Attestation 

By signing below, I verify that all information contained in this application is true and accurate. I authorize 

AMCB to request and receive information concerning matters relevant to this application and my certification. I 

authorize AMCB to communicate information concerning my certification status to public authorities, employers 

and others. I hereby represent that this application is submitted for the purpose of seeking AMCB certification and 

not for any other purpose. I understand that I am prohibited from, and agree that I will refrain from, copying, 

discussing, or otherwise disseminating to any other person or organization information about AMCB exam 

questions. I agree to abide by the terms of this application and the policies and procedures of the AMCB. 
 

Applicant Signature: ______________________________________________________  Date: _______________ 
 

Applicant Printed Name:  ______________________________________________________________________  
 

PART XIII: Complimentary Verification Letter 

You will receive one complimentary primary source verification letter upon successful completion of the 

examination. You may have this letter emailed or mailed to another entity e.g. State Board of Nursing, OBGYN 

Practice, or hospital, by providing the necessary information below. Most applicants will have this letter sent to 

the State Board of Nursing or Midwifery Board where they are applying for licensure to practice. 
 

 __________________________________________________________________________________________  
                                                 Name of the person or organization to send your complimentary verification letter 

 

Check a delivery method for your complimentary verification letter:   Email    Mail 
 

Email Address: _________________________________________________________________  
 

Mailing Address: ________________________________________________________________  
 

 ________________________________________________________________  

 

PART XIV: Program Director Confirmation Required 

Be advised that no exam application will be approved without written confirmation on official school letterhead, 

signed by your program director, that you have successfully completed a graduate degree and midwifery program 

requirements, including the date it was completed and your date of birth. Please note that the program director 

must email or mail confirmation to AMCB directly. 
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PART XV: Payment 

Payments to the AMCB for examination fees are not deductible as charitable contributions for federal income tax 

purposes. They may be deductible under other provisions of the Internal Revenue Code. Make a photocopy of this 

application for your records. 

 

Send the original application, a personal check, or credit card number and expiration date to: 

 

American Midwifery Certification Board (AMCB) 

8825 Stanford Blvd, Suite 150  

Columbia, MD 21045  

 

 

Payment by credit card (AMCB accepts Visa, MasterCard, American Express and Discover): 

 

Card Number: _______________________________________________________________________________  

 

Expiration Date:  ______________________________________  Security Code: __________________________ 

 

Name on Card:  ______________________________________________________________________________  

 

Billing Address:  _____________________________________________________________________________  

 

 _____________________________________________________________________________  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  


