	The American Board of Oral and Maxillofacial Pathology

	
	Incorporated in the District of Columbia - 1948
	Revised 1997

	MAIL ADDRESS

P.O. Box 25915

Tampa, Florida  33622-5915 
	
	
	
	EXPRESS MAIL ADDRESS

One Urban Center, Suite 690

4830 West Kennedy Boulevard

Tampa, Florida 33609-2571

	
	
	
	
	
	
	

	FOR OFFICE USE ONLY

	Applicant’s Name
	References

	
	Sent
	All received

	Date Application/Fee Received
	Date Certificate Sent

	
	

	APPLICATION FOR CERTIFICATION

	Please type all information into this form, print, sign, and return to the Board office.

	PERSONAL

	
	Last
	First
	Middle

	1.  NAME
	
	
	

	2.  PRIMARY

      MAILING

     ADDRESS
	If Hospital or Medical Center, include name of Institution
	Please list complete address and telephone number for both home and office

	
	
	

	
	Street
	

	
	
	

	
	City
	State
	Zip Code
	

	
	
	
	
	

	
	Telephone number
	Fax number
	E-mail address
	

	
	
	
	
	

	3.  SECONDARY

      MAILING

     ADDRESS
	If Hospital or Medical Center, include name of Institution
	

	
	
	

	
	Street
	

	
	
	

	
	City
	State
	Zip Code
	

	
	
	
	
	

	
	Telephone number
	Fax number
	E-mail address
	

	
	
	
	
	

	4.  SEX
	(Circle one)
	5.  DATE OF BIRTH
	Month
	Day
	Year

	
	Male
	Female
	
	
	
	

	6.  COUNTRY

     OF BIRTH
	
	7.  COUNTRY OF

     CITIZENSHIP
	


	8.  Dental and graduate education other than oral pathology.

	Degree
	Institution
	Inclusive years

In Attendance

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	9.  Internship, residency training other than oral pathology.

	Institution

(hospital, dispensary, etc.)
	Department
	Inclusive Years

In Attendance

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	10.  Advanced training in oral pathology.  

	Institution
	Program Director
	Degree/

Certificate
	Exact Inclusive Dates

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	11. Chronologic list of hospital and other staff appointments in oral pathology.  Attach separate sheets if needed.

	Institution or Location
	Title
	Inclusive Dates

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	12. Academic and administrative appointments (past and present).

	Institution
	Title
	Inclusive Dates

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	13. Length and percentage of time devoted to practice of oral pathology.

	Institution or Location
	Nature of Practice

(diagnosis, teaching, research, etc.)
	Percent of Time
	Inclusive Dates

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	14.  Research activities (past and present).

	

	

	

	

	

	

	

	

	

	

	

	

	

	15.  Publications (author, co-author, title, journal, volume, page, and year).  Attach separate sheets if needed.

	

	

	

	

	

	

	

	

	

	

	

	

	16.  Chronologic history of all professional and academic activities since graduation from dental school.  If in

       private practice, note nature of practice and whether full or part time.  If in teaching, note whether full or

       part time and percent of time.

	Inclusive Dates
	Activity
	Percent of Time

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	17.  Professional societies in which membership is held and length of time of membership.

	Society
	Inclusive years

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	18.  List the name and complete mailing addresses of your Program Director, to serve as a reference.

In order to prevent any delay in the processing of your application, please request your Program Director to promptly complete and return the ABOMP reference form that will be sent from the Board office.  The Program Director must respond before this application will be reviewed by the Credentials Committee. 

	
	Name

	
	

	
	Institution
	Street

	
	
	

	
	City
	State
	Zip Code

	
	
	
	

	
	Telephone number
	Fax number

	
	
	

	Instructions to Applicants

1. Return this application to the office of The American Board of Oral and Maxillofacial Pathology, accompanied by the application/examination fee (in U.S. funds).  Make checks payable to The American Board of Oral and Maxillofacial Pathology.

2. This application must be received in the Board office postmarked by June 1 of the year of the examination for which application is made.  Applications that are postmarked after June 1 will incur a late fee of $250.
3. Two recent, unmounted, autographed, passport-size photographs must be included with this application.

4. A copy of official documentation of issuance of satisfactory completion of training.  If your Program does not issue a certificate, your Program Director may send us a letter. If you have not yet finished your program when you submit your application, this documentation must be received prior to sitting for the examination. 

5. A curriculum vitae must accompany this application.  

Americans with Disabilities Act

The American Board of Oral and Maxillofacial Pathology supports the intent of the Americans with Disabilities Act.  The Board will endeavor to provide qualified Board candidates, who have documented disabilities, necessary auxiliary aids and services providing they do not fundamentally alter the measurement of the skills or knowledge the Board examination is intended to test or result in an undue burden.

Do you have a disability that you believe may require special accommodation for the Board examination?


        Yes                     No

If “Yes is checked:

Board candidates requesting an accommodation due to a disability must provide documentation to the Board of the disability, at the candidate's expense, and must identify the type of accommodation requested.  Accommodations that fundamentally alter the measurement of skills or knowledge that the examination is intended to test, will not be offered.

	Instructions to Applicants

(continued)

I hereby make application to the American Board of Oral and Maxillofacial Pathology, for the issuance to me of a Certificate of Qualification as an Oral and Maxillofacial Pathologist, all in accordance with and subject to its rules and regulations.  I certify that I am free from dependency on chemical substances.  I agree to disqualification from the issuance of a Certificate of Qualification, or to forfeiture and redelivery of such certificate in the event that any of the statements hereinafter made by me are false, or in the event that any of the rules governing such certification are violated by me, or in the event that I did not comply with or shall violate any of the provisions of the Articles of Incorporation and/or Bylaws of the American Board of Oral and Maxillofacial Pathology, as then constituted.  I agree to hold said American Board of Oral and Maxillofacial Pathology, its members, examiners, officers, and agents, free from any damage or complaint by reason of any action they, or any of them, may take in connection with this application, and/or the failure of said Corporation to issue to me such Certificate of Qualification.
I understand that the ABOMP will release the results of my examination anonymously, in a quartile comparison, to the director of my oral and maxillofacial pathology residency training program. Further, I understand that the ABOMP will reply to requests concerning my diplomate status as either Board certified, or not Board certified. All disclosures will be in compliance with the law.

	

	TO BE COMPLETED BY OFFICERS OF THE BOARD

	Report of the Committee on Requirements and Credentials

	Action
	Comment
	Signature
	Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Action of the Board of Directors

	Action
	Date
	Signature

	
	
	

	
	
	


[image: image1.png]THE AMERICAN BOARD OF ORAL
AND MAXILLOFACIAL PATHOLOGY

INCORPORATED IN THE DISTRICT OF COLUMBIA - 1948

Please address all communications to:
The American Board of Oral and Maxillofacial Pathology

Mailing Address Telephone: Express Address:
P.O. Box 25915 813.286.2444 One Urban Centre, Suite 690
Tampa, Florida 33622-5915 Facsimile: 4830 West Kennedy Boulevard

813.289-5279 Tampa, Florida 33609-2571




Credit Card Authorization

Please complete this form ONLY if you are paying by credit card.  You may mail OR fax this form to the address/fax number as shown in the letterhead information above.

	Applicant/Diplomate Name:
	Last
	First
	Middle

	
	
	
	

	

	Select One:
	
	MasterCard
	
	Visa
	
	Discover

	Account Number:
	

	Last 3 digits on the back of card:
	

	Billing Address
	Street

	
	

	
	City
	State
	Zip Code

	
	
	
	

	
	Daytime telephone number

	
	

	Expiration Date:
	

	Total amount charged:
	

	

	Cardholder’s Signature
X

	Breakdown of total amount charged (check appropriate categories or fill in amount):

	
	
	
	

	
	Dues ($150)
	Endowment Fund Contribution:
	

	
	
	
	

	
	CCAP Slide Program ($120)
	Other:_______________________  
	

	
	
	
	

	
	CCAP History and Answer Sheets ($60)
	
	

	
	
	
	

	
	Examination Fee ($1,000)
	
	

	
	
	
	

	
	Application for Certification Maintenance ($500)
	

	
	
	
	

	
	Diplomate Status Verification (For outside agencies verifying certification) ($25)
	

	
	    For faxed verification  --  Fax #: _​​​​​​​​​​____________    Attn: __________________________
    or Mail to: ________________________________________________________
                      ________________________________________________________
                      ________________________________________________________
                      ________________________________________________________








____________________________________________________________


Signature                                                                                    Date








Revised 2007

