REGISTRATION FORM

Crisis Intervention Team (CIT) Academy
Instructor Certification Training

March 2-3, 2026
8:00 a.m. to 3:30 p.m.
Training Location:

Hinds Behavioral Health Services
3450 Hwy 80 West
Jackson, MS 39209

Large Conference Room
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Register early. Class size is limited to 16.

Participants will be registered only after a completed registration form is received. A wait-list will be
created for registrations received after class is full. Participants will be notified of their registration status
via email. Please PRINT an ACTIVE e-mail address below as this will be the primary means of
correspondence regarding your registration and training updates. DEADLINE TO REGISTER: 2/23/26

To register, forward this completed form to HBHS CIT at:

Email: cit@hbhs9.com OR US Mail: Hinds Behavioral Health Services
Phone: 601-321-2400 Att: CIT Academy Program Coordinator
Questions: 3450 Hwy 80 West

Wayne McNeer or Herman Peters Jackson, MS 39209

Cancellation Policy:
Please cancel no later than 10 days prior to class start date.  Dietary restrictions? YES/NO (Circle one)

Please print clearly. Complete separate registration form for each participant.

Participant Name:

Title: Badge #: (For LEO only)

Phone: Email:

I am a certified CIT Ofc with at least 1 year of experience as CIT officer O Yes (Required) 0 No
If yes, date & location of certification: Avg # of CIT calls per month

I am a Mental Health Provider with at least one year of experience [ Yes [1 No

Agency/Organization: Mailing Address:
City: State: Zip:
Business Phone: Fax:

This course is designed to prepare you to participate in the CIT program as an instructor in
collaboration with the community mental health center(s). De-escalation skills and Role Play
training will be our main instruction areas. To fulfill your requirement as an instructor, you will
be asked to teach a 1 hour block on de-escalation skills and participate as a role player/evaluator
in a two hour block at least once per calendar year in a CIT training.

SUBMIT FORM

*This link may not work on all browsers.
You will need to save the form and email it to cit@hbhs9.com.
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