
International Medical and Dental 
Hypnotherapy Association® 

IMDHA Specialty Certification 

I am a current ACTIVE member of the IMDHA ($50 USD specialty certification fee)

IMDHA Membership Registration ID # (required) :  ________________________

Applicant Name  (as it is listed by the Association)  :   __________________________________________________________ 

Last Name (Fam/Sur)  :  ___________________  First Name (Given)  :  __________________ Middle :  __________ 

Street Address :  _____________________________________________________  Apt/Suite # :  _______________ 

City :  _____________________________   State/Province :  ___________________   Postal Code :   ___________ 

Country :  _____________________________  Phone :  ______________________   Fax :  ____________________ 

Email :  ____________________________________________  Website :  __________________________________ 

Applicant Signature :  ___________________________________________  Date :  __________________________ 

Examiner Statement

I hereby certify that the above named applicant has met all of the presented requirements for this  

Specialty Certification, completing  ___________  hours of training, and recommend that he/she be  

granted this certification through the International Medical and Dental Hypnotherapy Association®. 

Certification Name :    ____________________________________________________________________________ 

Examiner Name :   _______________________________________________________________________________ 

Registration # :  ______________________________________   Phone :  __________________________________  

Email :  ____________________________________________  Website :  __________________________________ 

Examiner Signature :  _________________________________________  Exam Date :    ______________________ 

Payment Information  Enter payment details below OR securely pay online here  

Check /MO # :  ____________    Credit Card Number :  __________________________   Exp :  ____/____   CVV# :  _______ 
(Check must be drawn from US bank)     (Visa, MasterCard, Discover, American Express accepted)  

Authorized Signature :  _______________________________________________     Date :  _________________________ 

Date sent to IMDHA ____/____/____    Date received at IMDHA ____/____/____    Date of issuance ____/____/____    IMDHA Specialty Cert Application 2022 

8852 SR 3001 Laceyville, PA 18623 
Phone: 570.869.1021    Fax: 570.869.1249

URL: www.imdha.com    Email: staff@imdha.com

mailto:staff@iact.org
https://www.hypnosisalliance.com/imdha/imdha_misc_payments_form.php
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