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Request for Recertification


Request for Recertification
· Please see  Recertification Process on the board web page http://abpns.org/ABPNS_Recertification.htm
· Please enter the requested information into the text fields.  Tab through any that are left blank.  Use your mouse to click responses in the check boxes. 

· The completed Request for Recertification should be submitted by e-mail to  park@nsurg.wustl.edu
Part I:  Contact Information
Name    Last      
First
       
MI
     
ABPNS Certificate Number:          (This is on the back of the certificate or available on the ABPNS website at www.abpns.org)

Mailing Address
     



     



     
City


     
State or Province
     
Country

 FORMDROPDOWN 

ZIP or Postal Code
     
Phone:        
Fax:       
E-mail            
Current institution:      
City:      
Date Started Practice at current institution:      
Part II:  Professional Standing

	
	

	1.  Have you received ANY type of sanction or are you currently under investigation by a hospital, state licensing agency, or other health care organization?
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

	
	

	2.  Have you voluntarily or involuntarily surrendered, retired or relinquished ANY licensure or registration?
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

	
	

	3.  Have you had or do you currently have successful challenges to your DEA or State Controlled Substance Registration?
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

	
	

	4.  Have your privileges at ANY hospital or healthcare facility been limited, reduced, suspended, diminished, revoked, or not renewed by the action of any hospital or healthcare facility?
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

	
	

	5.  Has your faculty membership at ANY medical or other professional school been removed or subject to disciplinary action?
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

	
	

	6.  Are you currently certified by the American Board of Neurological Surgery or the Royal College of Surgeons (Canada)?
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

	
	


If you answered YES to any of the questions numbered 1 through 5, please explain in the section immediately below:


     
Licensure Information

	STATE OR PROVINCE
	
	LICENSE NUMBER
	
	RESTRICTED OR SURRENDED

	     
	
	     
	
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

	     
	
	     
	
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

	     
	
	     
	
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

	     
	
	     
	
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO

	     
	
	     
	
	 FORMCHECKBOX 
  YES           FORMCHECKBOX 
  NO


Part III:  Continuing Medical Education Information

Please fill out the form but do not mail individual CME documents 

	I have completed at least 90 hours of Category I Continuing Medical Education in the past 3 years.
	 FORMCHECKBOX 
  YES         FORMCHECKBOX 
 NO


	CME Activity
	Date completed  
	CME hours

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	
	Appendix Sub-Total
	     

	
	Total Hours  {=Sum(ABOVE)/356} \# "0.00" 
	     


Supporting Documentation Accompanying this Application.  Please check off:

 FORMCHECKBOX 
 CMEs for immediate past 3 years listed.

 FORMCHECKBOX 
 Caselog File Excel Spreadsheet provided by ABPNS  for cases immediate previous year.

By signing below, I hereby verify that all information submitted in this application for certification by the American Board of Pediatric Neurological Surgery is true, accurate and complete the best of my knowledge and belief.

I hereby request certification by the American Board of Pediatric Neurological Surgery.  I understand that certification will require the submission of an operative log and the successful completion of a written examination. 

Electronically signed by:  ____     _______ (type in name to signify accuracy of application)

Date: ____     _____

Appendix  to Part III: Continuing Medical Education Information 

	
CME Activity
	Date completed  
	CME hours

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Appendix  to Part III: Continuing Medical Education Information:
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