
APPLICATION FOR RECERTIFICATION BY CERPs OR BY EXAM 
P l ease  r ead  t he  Rece r t i f i ca t i on  Supp l emen t  spec i f i c  f o r  y ou r  coun t ry ,  wh i ch  t e l l s  y ou  

abou t  exam  s i t es ,  f ees ,  dead l i nes ,  and  t he  address to which your application should be sent. 

1. IDENTIFICATION DETAILS:     RECERT YEAR:     2010          FEMALE               MALE   

GIVEN 
NAME:  

                         DATE of   DD  MM  YY 
  BIRTH: ____/____/____ 

 

FAMILY NAME 
OR SURNAME: 

                      COUNTRY OF CITIZENSHIP: 

 

Preferred title (e.g. Ms, Miss, Mrs, Mr, Dr): ________   Any other surname used 
     on your documentation: ____________________________________ 

 

 

2.  HOME POSTAL ADDRESS:           PHONE  work (______)_______________________ 
 

___________________________________________________  PHONE home (______)_______________________ 
 

___________________________________________________  FAX work   (______)_______________________ 
 

___________________________________________________  Mobile    (______)_______________________ 
 

CITY  _____________________________________________  E-MAIL   ___________________________________ 
Please print very carefully! 

 

POSTAL CODE  _____________  COUNTRY  ______________________________ 
 
 

3.  If recertifying by exam:  
 EXAM SITE: See Recertification Application Supplement: _______________________________________    
                  . 

 EXAM LANGUAGE: See Recertification Application Supplement:    ______________________________________  

 My first language is: ___________________________________ 

4.  RECERTIFICATION FEE: Settle the full fee that corresponds to the deadline by which your application is postmarked 
 and the date payment is made or indicate credit card details as shown below. We cannot accept cheques or money orders. 
 For payment details see Candidate Information Guide and Supplement for Recertification for your country.   
 

You are meeting fee deadline: Please tick:    �  early deadline                �  regular deadline               �  final deadline 
Your payment is made by: Please circle:  credit card   bank transfer on _______________date 
 
 
 

 
 

Credit Card:  Please charge the appropriate fee of EURO  ______ 
       to     my: 

   VISA   Master Card  

 Card No.                     Card expiry date ___ / ___ 

 
Signature of cardholder ____________________________  Print name of cardholder ____________________________ 

IBLCE  - International Board of Lactation   
Consultant Examiners - Office in EUROPE 
2511 Pfaffstaetten, Austria, Steinfeldgasse 11 
Incorporated in Virginia USA, members’ liability limited 
 
I AM APPLYING TO RECERTIFY:  
 

  by CERPs at 5 years after last sitting for the exam 
  
 by exam at 5 years after last sitting for the exam 
  

  by exam at 10 years after last sitting for the exam  
 

I have been continuously certified as an IBCLC since ______ 

I have previously recertified in 19 ___       19 ___       20 ___ 
 

5.  ACCOMPANYING MATERIALS: 
As a recertifying IBCLC, you do not send in references, 
qualification certificates, or information on experience hours. 
Please check the boxes to indicate what you have included 
with your application. 
 
 

  Copy of receipt of bank transfer for the appropriate fee 

  (or credit card details completed) 

  
 If recertifying by CERPs:  

 Your personal CERP Record Book (Blue Booklet) 

 which shows CERPs as listed in section 7., if applicable.   

  
  If recertifying by CERPs and no “Blue Booklet” is used: 

 Certificates of attendance which show CERPs as listed under 7. 

  
 If recertifying by CERPs: Applications for individual  

 CERPs which require approval.   

  
 Photocopy of documentation of name change, if applicable.   

 

OFFICE USE ONLY 

______________________________________________ 

Postmark __________________  Date received ________________ 

Deadline E      S     L      €_________  Receipt:     _____________ 

CERPs approved ________________   Date: __________________ 

Status:             Coord 

 
 



6.  CERPs RECORD AND CALCULATION       Name: ___________________________________ 
 

(Complete this section only if you are recertifying by CERPs – ignore this section if you are applying to recertify by exam) 
Before you start recording your CERPs, you may photocopy this form to make extra blanks. For complete instructions, see the CERPs Recertification Information Sheet or Booklet.  
Write in the details for each program or session you have attended. Please write the ID numbers for each line on the corresponding documents and file them in order, to facilitate matching. It is 
suggested that you first record all programs which have had CERPs allocated. If these already approved CERPs have been confirmed in your “Blue Booklet”, you do not need to send CERP 
attendance certificates. Transfer all programs from your blue booklet and/or fill in the programs from your certificates of attendance. Then record, in chronological order, programs or sessions for 
which you need to apply for individual CERPs. 
 

ID # DATE  ORGANISATION  TITLE OF SESSION OR PROGRAM  PRESENTED BY L CERPs E CERPs R CERPs  

1        

2        

3        

4        

5        

6        

7        

8        

9        

10        

11        

12        

13        

14        

15        

16        



17        

18        

19        

20        

21        

22        

23        

CATEGORY L CERPs (minimum 50)    

CATEGORY E CERPs (minimum 5)    

CATEGORY R CERPs (maximum 20)    

TOTAL NUMBER OF L, E AND R CERPs (minimum 75)  

 

Please ensure you complete sections 7., 8., 9., 10. and 12. whether you are applying to recertify by exam or by CERPs. 
 

7. CURRENT LACTATION CONSULTANT STATUS:  Tick ONE box which best applies to your current situation 
 I currently function as a paid lactation consultant averaging ______ hours per week (includes private practice). Is your work as a lactation consultant       

 I do not currently function as a paid lactation consultant dependent on your IBCLC certification?     

 I use my lactation consultant skills in another paid capacity (e.g. while employed as a midwife) Tick the box which best applies  Yes  No 

 I use my lactation consultant skills in a volunteer capacity      
                 
                 

8.  PRINCIPAL CURRENT EMPLOYMENT SETTING : Tick ONE box only - which best applies:  

 1 Hospital maternity  6 Maternal & child health  11 Medical practice  

9. CURRENT WORKPLACE:   
Name and address of your current workplace, including section 
or location (e.g. unit or clinic): 

 2 Hospital - postnatal only  7 Health visitor  12 Private practice (breastfeeding)   
 3 Hospital - general  8 Clinic / community setting  13 Mother support group   
 4 Hospital - paediatric  9 Postnatal domiciliary  14 Educational institution   
 5 Hospital – NICU / SCN  10 Birthing centre / home births  15 Independent educator   
        
 16 Other (please describe) __________________________________________   

 

 



10.  BIOGRAPHICAL DETAILS: 
Tick one or more of these boxes to indicate your education in 
health care: 

 1 IBCLC  

 2 Bachelor of Nursing 

 3 Registered Nurse  

 4 Registered Midwife 

 5 Child Health Nurse  

 6 Health Visitor 

 7 Enrolled Nurse or Mothercraft Nurse 

 8 Dietician, Occupational, Speech or Physiotherapist 

 9 Medical Practitioner 

 10 Accredited mother support counsellor/leader 

 11other (please describe) _______________________ 
 

Tick ONE box which indicates your highest level of education 
in any field: 

 1Doctoral Degree in  ___________________________ 

 2 Master's Degree in   __________________________ 

 3 Bachelor Degree in  __________________________ 

 4 Graduate Diploma in_________________________ 

 5 Tertiary Diploma/Registration e.g. RN or RM _____ 

 6 other (please describe)  _______________________ 

  
 
 

11. INDIVIDUAL CONSIDERATIONS: 
(If recertifying by exam) See the Candidate 
Information Guide (Individual Considerations) for 
further information.  
 

  I request special arrangements on the basis of my  

 disability. I enclose further information and supporting 
documentation.  

  
 I may need special considerations on exam day   

 because I am pregnant. Due: _______________ 

  
  I take the exam in a language other than my primary 

 language and would like to use a bilingual dictionary during 
the exam. I understand that I must submit it/these to the 
Chief Proctor for inspection before the exam begins. 

 

12.  SIGNED STATEMENT: 
Please read this statement carefully, circle the appropriate response to each of the four (4) questions above, and then sign and date it. Any disputes arising hereunder will be 
settled in a court of law in Fairfax County, Virginia, USA. Failure to sign and date at the bottom of this page will delay processing of your application.   

I WISH TO APPLY to recertify as an IBCLC by exam or by CERPs in the year stated on the front page of this form. If applying to recertify by exam, I acknowledge 
that the exam is held only on one date each year (the last Monday in July) and offered in a multiple-choice format only.  

I CERTIFY THAT all the information provided in and with this application is true and correct, includes all relevant information, and (if applying to recertify by 
CERPs) the photocopies of CERPs and other certificates are true copies of my original certificates. 

I UNDERSTAND THAT, if applying to recertify by CERPs, I may not be recertified if I do not provide satisfactory evidence of having attended or participated in 
professional education equal to at least 75 CERPs (75 hours) since I last passed the exam.  

I AGREE to the IBLCE’s rules, fees, closing dates for application and late applications, and refund policy, and the Appeals Policy, all as outlined in the Recertification 
Supplement specific to the year and my country and, as relevant, in the Candidate Information Guide and CERPs Recertification Information materials.  

I AGREE THAT, if I successfully meet the requirements for recertification, my name will continue to be part of the list of certificants, and that the IBLCE reserves the 
right to provide verification of certified individuals.  

I AGREE to be governed by the IBLCE Code of Ethics and the IBLCE Disciplinary Procedures during all periods for which my certification is effective. 

I KNOWINGLY AND INTENTIONALLY WAIVE any rights I have under applicable law to request, review or receive any specific information regarding the 
wording or content of a question or the image or content of a photograph which is part of the IBLCE exam item bank, since I understand that IBLCE must keep this 
information confidential in order to preserve the integrity of the exam process.  

I AGREE THAT, after reviewing this application and accompanying documentation, the IBLCE may make additional inquiries as it deems appropriate to verify the 
information I have provided.  

I UNDERSTAND THAT the IBLCE considers satisfactory mental health to be necessary for continued certification, including the current absence of an untreated, 
uncontrolled mental illness that impairs or limits ability to practise as a lactation consultant in a competent and professional manner, and the unlikelihood of a relapse of 
any such prior mental illness.  

Please answer all four questions below by circling, for each one, the response that applies to you.   
If you answer “Yes” to any question, please attach a letter describing the circumstances, and explain the current status of the situation. If medical or psychological, 
please provide IBLCE with a signed letter from your health care provider stating that the condition is cured or controlled to the extent that it would not impair your 
ability to practise as a lactation consultant. If you are involved in litigation, please attach a copy of the Complaint. If more information is needed, the IBLCE will 
confidentially seek further information from you. 

(1)  In the past ten (10) years, have you been, or are you currently, dependent on alcohol, narcotics, drugs, or any other substances that impair or limit, or if the 
dependency is left untreated is typically likely to impair or limit in the future, physically or mentally, more than only insignificantly, your ability to perform the 
essential duties (see Question 3 below for a list) of a health care provider, lactation consultant or breastfeeding counselor? 

  Yes                                 No 

(2)  Do you currently suffer from any severe or chronic illness or disease that specifically impairs or limits, or if left untreated is typically likely to specifically impair 
or limit, more than only insignificantly, your ability to perform any of the essential duties (see Question 3 below for a list) of a health care provider, lactation 
consultant or breastfeeding counselor? 

  Yes                                 No 

(3)  Have you ever been convicted of a crime (excluding minor traffic offences) that is by its nature specifically related to, or of specific importance for the evaluation 
of, your ability and trustworthiness to perform any of the essential duties of a health care provider, lactation consultant or breastfeeding counselor? These duties 
include: (1) the duty to preserve client's/patient's confidences; (2) the duty to act with reasonable diligence; (3) the duty to provide competent service; (4) the duty 
to maintain personal integrity; (5) the duty to report truthfully and fully to the health care system; (6) the duty to uphold the standards of the lactation consultant 
profession;  (7) the duty to exercise independent professional judgment and to avoid conflicts of interest;  (8) the duty to follow IBLCE disciplinary 
determinations; and (9) the duty to promote, protect and support breastfeeding.            

  Yes                                No 
 

(4)  Have you ever been the subject of a substantiated complaint, for which disciplinary or remedial action was taken, including the revocation of any prior business 
or professional license, related to your actions, advice, performance or non-performance as a health care provider, lactation consultant or breastfeeding counselor, 
or other actions in the healthcare field (including but not limited to workplace complaints and complaints before an administrative body, licensing board, 
professional group, court, mediator, arbitrator or other tribunal)? Or are you currently the subject of such a complaint?  

  Yes                                No 

Signature of Applicant  _________________________________________________________________________     Date  ______________________ 

 

 


