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CPE COUNCIL FOR __________________________________ 
 

 

CPE PROVIDER 
Application for Accreditation 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
  
Supporting Documents: 
 

SEC Certificate of Registration and Articles of Incorporation/By-laws               
(for corporation)  
 

DTI Certificate of Registration (for single proprietor) 
 

List of Officers 
 

Mechanism for Measuring Quality of Program 
 

Criteria for Selection of Resource Speaker/Reactor/Facilitator 
 

Others: 
� Resume and NBI Clearance (for Individual /Single Proprietor) 
� Company Profile  
� List of training equipments and facilities   
 

 
 

_________________________ 
                                                                            Signature Over Printed Name 
 
Amount Paid: _______________             ________________________ 
O.R. No.: __________________                     Position 
Date of Payment: ____________ 
Cash Section: _______________   ________________________ 
         Date 
 

……………………………………………………………………………………...……… 
 

ACTION TAKEN 
 
   Approved   Disapproved 
 
 

Accreditation No. ___________                       _________________________  
       Chairman                                 
Date_______________________ 

                                    

Classification: 
 
               Individual                 Institution                   Organization                     Association         
               Others _____________________________________________  

 

Address ________________________________________________________________ 
 

Tel. No. _____________________________ Fax No. _____________________________ 
 

Email Address __________________________   Website __________________________ 
 

 

Name of Provider___________________________________________________________ 
 


