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	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
	Certification Date

	
	
	

	Date Application/Fee Received
	Date Certificate Sent

	
	

	APPLICATION FOR CERTIFICATION MAINTENANCE

	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.  YEAR OF INITIAL ABOMP CERTIFICATION:
	


	9.  Evidence of Professional Standing (dental licensure)

	License #
	License Type

(Unrestricted or Teaching)
	State or Jurisdiction
	Year License Obtained
	Date of Expiration

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	10.  Evidence of Academic Appointment or Standing (if no current dental license)
0

	Institution


	Department
	Inclusive Years

In Attendance

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	11.  Evidence of Lifelong Learning and Periodic Self-Assessment (since date of last certification or past 10 years).  Copies of completion certificates/CE letters documenting your attendance and the number of hours earned in continuing education courses for the last two years only must be submitted with this application.

	Continuing Education Activity
(course, meeting, self-assessment program)
	Location
	No. of Credit 

Hours
	Inclusive Dates of 
Attendance

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Continuing Education Activity

(course, meeting, self-assessment program)
	Location
	No. of Credit 

Hours
	Inclusive Dates of 

Attendance

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Continuing Education Activity

(course, meeting, self-assessment program)
	Location
	No. of Credit 

Hours
	Inclusive Dates of 

Attendance

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	12.  Chronologic list of pathology-related employment experience since date of last certification.


	Institution or Location
	Title
	Inclusive Dates

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	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  of $500.00 (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 February 1 of the year of the examination for which application is made.  Applications that are postmarked after February 1 will incur a late fee of $100.
3. Two recent, unmounted, autographed, passport-size photographs must be included with 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 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

	
	
	

	
	
	








____________________________________________________________


Signature                                                                                    Date









