American Board of Laser Surgery, Inc.
APPLICATION for CERTIFICATE OF ADDED QUALIFICATION 

in COSMETIC LASER AND LIGHT PROCEDURES
Administrative Office c/o DHC, 55 Corporate Drive 3rd Floor, Trumbull, CT 06611 USA
lasers1060@aol.com; www.americanboardoflasersurgery.org 

Please complete this application form in preparation for your Oral Examination for Certificate of Added Qualification for Diplomates holding an ABLS Certificate in Cosmetic Laser and Light Procedures, and send it by email to lasers1060@gmail.com (attaching either the completed Word document here, or scanning it as a pdf file). Be sure to include three references on Page 7 (letters are not needed but we may optionally contact your references). Please also include a copy of your current CV and a recent photo (jpeg or PDF). If you are a non-physician practitioner, you must also provide a letter from your medical supervisor attesting that your supervision meets the requirements of your local jurisdiction. We will forward this information to a Board Officer for review as well as retain it in your Diplomate file.
Please fill in the information below to submit your Application:    

Confirm Your Contact Information

Your Name: ________________________________________ Degree: __________ 

ABLS Diplomate since: _____________  (Year)

Office Street Address: _____________________________________________________________
City: __________________    State or Province: ____________   Zip or Postal Code: ___________
Country (if outside of U.S.): _______________________
Name of Your Practice (if applicable): _________________________________________________   
            Web Site URL for Your Practice: ____________________________________  (if applicable)
Or Where Do You Practice: ______________________________  (name of hospital, institute, other)

            Location of Hospital, Institute, Other: ____________________________________________
Email Address (YOU MUST INCLUDE THIS): __________________________________________
Office or Business Telephone: _______________________________
Citizenship:    __ U.S.       __ Other (specify):  ___________________                           

            If Other, are you a permanent U.S. resident? ___Yes     ___No  

Your Medical License and Education

Please Indicate Your Degree(s): _____________ (MD, PhD, ScD, DO, MBBS, DMD, DDS, DPM,                      

                                                                                DVM, BSN, other)

Your Medical License Type: ___________________  (MD, DO, RN, etc.)

Your Medical License Number: _________________
Where Licensed: state / province __________________ country _______________________
Valid License Dates (mm/yyyy): from _____________ to _______________
Medical School / Professional Education: __________________________________________
Year Graduated (yyyy): ____________
Scope of Your Cosmetic Laser/Light Practice over the Past 5 Years: __________________________________________________________________________
__________________________________________________________________________
For non-Physicians only: Please provide details of the supervision requirements (as applicable) in your US state, or country, by a licensed physician or medical supervisor.  Include the name, address, phone number and email of the supervisor: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have You Previously Taken and Passed the Written Cosmetic Laser Procedures Examination as Part of Your Current Diplomate Certification?
___ YES ___ NO

Why Do You Wish the ABLS Certificate of Added Qualification?

Clinical Experience, Education and Memberships
How Many Consecutive Years Have You Been Treating Patients with Lasers? (at least 5 consecutive years are required)

________ Years
What Is the Total Number of Direct Laser Procedures You Have Performed in the Past 5 Years? (at least 500 are required)

________Procedures  

What is the Total Number of Laser and Light-oriented CME Credit Hours that You Have Earned over the Past 3 Years? (at least 30 are required and must be documented - please supply a copy of each course certificate or a letter of attendance) Please also list up to 3 of these courses:
_______ Credit Hours
Course Name ____________________________________ CME Hours ___________

Date (mm/yy) __________ Duration _________  Location ______________________

Type (check all applicable):  ( Didactic     ( Observational     ( Cadaver     ( Hands-on  

Sponsored by ____________________ Key Instructor(s) __________________________ 

Course Name ____________________________________ CME Hours ___________

Date (mm/yy) __________ Duration _________  Location ______________________

Type (check all applicable):  ( Didactic     ( Observational     ( Cadaver     ( Hands-on  

Sponsored by ____________________ Key Instructor(s) __________________________ 

Course Name ____________________________________ CME Hours ___________

Date (mm/yy) __________ Duration _________  Location ______________________

Type (check all applicable):  ( Didactic     ( Observational     ( Cadaver     ( Hands-on  

Sponsored by ____________________ Key Instructor(s) __________________________ 

Please List Two of Your Most Important Continuing Education and/or Major Conferences that You Have Attended over the Past 5 Years:  (at least 2 are required; please supply a copy of each certificate or letter of attendance)
Conference Name ____________________________________ 
Date (mm/yy) __________ Duration _________  Location ______________________

Type (check all applicable):  ( Didactic     ( Observational     ( Cadaver     ( Hands-on  

Sponsored by ____________________ Key Instructor(s) __________________________ 

Conference Name ____________________________________ 
Date (mm/yy) __________ Duration _________  Location ______________________

Type (check all applicable):  ( Didactic     ( Observational     ( Cadaver     ( Hands-on  

Sponsored by ____________________ Key Instructor(s) __________________________ 

List Your Memberships in Professional Societies:

Society ___________________________________ Member since ____________

Society ___________________________________ Member since ____________

Society ___________________________________ Member since ____________
Society ___________________________________ Member since ____________

List Your Medical Specialty Board Certifications:
Specialty Board ___________________________________ Date ____________

Specialty Board ___________________________________ Date ____________

Specialty Board ___________________________________ Date ____________

Please List Any Current Hospital, University or Teaching Affiliations:

Institution _____________________________  Location ______________________

Title _________________________________  Year Affiliated Since _____________

Institution _____________________________  Location ______________________

Title ________________________________  Year Affiliated Since ______________

Institution _____________________________  Location ______________________

Title _________________________________  Year Affiliated Since _____________

Please summarize your recent clinical work with lasers – types of procedures and lasers or light devices used:

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Please write a summary of your hands-on training, and or teaching, over the past 3 to 5 years in cosmetic laser and light medicine and surgery:  Include the type of training, where received, who provided, length of the program, types of lasers used, and clinical application.  (Use an additional page if necessary for more space).

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Additional Information

Have you ever been sued by a patient for an alleged adverse outcome of a laser procedure, or for any other reason in the use of lasers in your practice?  __ NO    __ YES
If YES, please elaborate below and include the outcome(s) of the litigation(s), including the amount of the award(s) or settlement(s):

Has a complaint ever been filed against you with a state licensing medical board, or other medical specialty board concerning quality of care or medical outcome?  __ NO   __ YES
If YES, please elaborate below and describe the outcome(s):

Have you had an adverse or disciplinary action taken during the past 5 years regarding:

· Your medical license in any state                                   ___ Yes ___ No

· Other professional registration/license                           ___ Yes ___ No

· State Controlled Substance Registration                        ___ Yes ___ No

· Federal DEA Registration                                               ___ Yes ___ No

· Academic appointment                                                   ___ Yes ___ No

· Clinical privileges                                                            ___ Yes ___ No

· Participation in any third-party payer program                ___ Yes ___ No

· Participation in the Medicare or Medicaid program         ___ Yes ___ No

· Other institutional affiliation or status                               ___ Yes ___ No

· Professional society membership                                    ___ Yes ___ No

· Fellowship or board certification                                      ___ Yes ___ No

· Research under any federal or private grants                  ___ Yes ___ No

Have you ever been charged or convicted of a felony?    ___ Yes ___ No

If YES to any disciplinary action(s) or felony(ies), please describe the circumstances:
Describe the sub-specialties of laser and light procedures that you envision your Certificate of Added Qualification will reflect?

__________________________________________________________________________

Please List Three References from Outside of Your Practice

(The ABLS reserves the right to contact one of more of these)
Please note that email addresses are also required.

ONE: First and Last Name and Degree: _____________________________
Institution or Practice: __________________________________  

Street Address: ____________________________________________
City: ____________________   State or Province: __________   Zip or Postal Code: _________
Country (if outside of U.S.): _________________________
Email: ______________________________________________
Office Phone: ___________________________
TWO: First and Last Name and Degree: _____________________________
Institution or Practice: __________________________________  

Street Address: ____________________________________________

City: ____________________    State or Province: __________   Zip or Postal Code: _________
Country (if outside of U.S.): ________________________
Email: ______________________________________________
Office Phone: ___________________________
THREE: First and Last Name and Degree: _____________________________
Institution or Practice: __________________________________  

Street Address: ____________________________________________

City: ____________________   State or Province: __________   Zip or Postal Code: _________
Country (if outside of U.S.): _________________________
Email: ______________________________________________
Office Phone: __________________________
Signature and Release of Liability Form for  

The American Board of Laser Surgery, Inc.

Administrative Office

55 Corporate Drive, Trumbull, CT 06611 U.S.A.  

lasers1060@aol.com
Application Signature

Please sign your application below, read the release of liability, and also indicate your acceptance of the release of liability by signature.

I attest that the information I have provided in my application is fully factual to the best of my knowledge. By signing this document, you provide the American Board of Laser Surgery, Inc. the right to verify, at its discretion, the accuracy of the information provided. Please note that if any information that you provide is later discovered to be false, your candidacy will be automatically terminated with prejudice, or if you are awarded the Certificate prior to such discovery, your certification will be summarily revoked.

For applications that are emailed, please type in your first and last name, and date, in the fields below.  You fully understand and accept this will act as your signature: 

Your Name: (First, Last) _________________         Date: (mm/dd/yyyy) _________________
For applications that are mailed, please sign your first and last name, and provide the date:

Name:  _______________________________________________ Date: ________________
Release of Liability for Evaluation of Application

I agree to fully release from liability and fully indemnify all officers, board members and representatives of the American Board of Laser Surgery for any and all good faith actions related to the evaluation of my application and my credentials.  I also fully release from liability and fully indemnify any and all individuals and / or organizations who may provide information in good faith to the American Board of Laser Surgery concerning my application and qualifications.

I attest to and accept this release by signing this form below.  

For applications that are emailed, please type your first and last name, and date, in the fields below.  You fully understand and accept this will act as your signature: 

Your Name: (First, Last) _______________         Date: (mm/dd/yyyy) ________________
For applications that are mailed, please sign your first and last name, and provide the date:
Name ________________________________________________ Date: _______________
RECENT CLINICAL LASER EXPERIENCE:   Please list at least ten representative examples of procedures your have directly performed within the past 1 to 2 years. Include the date (month, year), diagnosis, type of procedure, the laser used, the outcome, and any complications. Use additional pages as needed. You may also be asked submit before-after photos of some of these cases as directed by the Board officer reviewing your application.
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