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APPLICATION FOR RECERTIFICATION


I hereby make application to the American Board of Thoracic Surgery, Inc. to be recertified as a specialist in thoracic surgery upon successfully meeting all of the requirements for recertification, in accordance with and subject to its by-laws, rules and regulations in force at this time.  I agree to hold the Board, its members, officers, examiners, and/or agent free from any complaints or claims or demands for damage or otherwise by reason of any act of omission or commission that they, or any of them, may make in connection with this application for recertification.  I understand that the decision as to whether my recertification process qualifies me for reissuance of a time limited certificate vests solely and exclusively in the Board and that its decision is final.


I intend to be legally bound by the foregoing.

Signature







Social Security #     


PLEASE TYPE ALL INFORMATION AND COMPLETE ALL ITEMS
1. Name in Full:       
2. Mailing Address:        
3. Telephone:       
4. Date of Birth:        FORMTEXT 

     
   



Place of Birth:  
5. Date of completion of thoracic surgery residency:     
6. Original certification by The American Board of Thoracic Surgery:
Date:          Certificate No.     
7. State or states (or foreign country) in which you hold a valid license to practice medicine (include photocopy of valid license(s) with this application):       
8. Total CME hours submitted for credit.  (Furnish details on page 3):       
9. List the following information about hospital(s) in which you hold thoracic surgical practice privileges:  (a) Name of hospital, (b) Address of hospital, and (c) Chief of Thoracic Surgery or Chief of Surgery.  Use a separate sheet of paper if it exceeds the space provided.
a.
Name of hospital:
       
Address of hospital:       
Chief of Thoracic Surgery or Surgery:       
b.
Name of hospital:       
Address of hospital:       
Chief of Thoracic Surgery or Surgery:       
c.
Name of hospital:
       
Address of hospital:       
Chief of Thoracic Surgery or Surgery:       
d.
Name of hospital:
       
Address of hospital:       
Chief of Thoracic Surgery or Surgery:       
10. Practice Profile:

Indicate percentage of your professional activities devoted to the following:  

General Thoracic Surgery



     



Cardiac Surgery




     


Vascular





     






All other surgery – non cardiothoracic

     


Research, teaching and administration

     


Other (Specify)




     




Total (Percentage must equal 100%)

     


11. Upon issuance of certificate, please engrave my name as follows:      




Signature






Date



















Attach One Photograph Here














