
 

MA Candidate Registration Form 
Place of examination: (or Business name) 
 

Examination Date: 

Person in charge: Phone#: Examination Time: 

 

P l e a s e  P r i n t  N a m e s  C l e a r l y  As  T h e y  W i l l  Ap p e a r  O n  t h e  C e r t i f i c a t e s  
Ca ndida te ’ s  Na me  T ime  G r a d e  F e e s  
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  Total $  

 
Examiner: Examiner ID: 

 
Office Use Only 

 

• Minimum 5 students to conduct an examination 
• This form must be mailed to AACM 3 weeks prior to the examination 
• Payment must be mailed together with registration form 
• Please make check payable to “Dou LLC” 

 
 

Assoc iat ion for  the Assessment  and Cert i f i cat ion o f  Mus ic iansh ip 
Phone  (877)  777 .7375    In te rna t iona l  909  630 .5326  
Fax  (877)  777 .7408   In te rna t iona l  909 .592 .0593  

102  Ca l l e  Rosa ,  San  D imas ,  CA  91773  
 


