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10. Request for Testing Accommodations Due to a Disability:

I:l I request accommodations during the examination due to a disability. I understand that documentation of a
disability is required within 30 days after the deadline for filing an application in order to receive accommo-
dations. For an Application for Testing Accommodations form, please visit the ABPN web site, www.abpn.com, or

contact the Board office.

11. Residency Training: Please list residency training in chronological order, beginning with the date you entered
residency training. Documentation must include exact training dates (from month/day/year to month/day/year). There
are specific rules for candidates who are still in training and candidates who are reapplying. Please see the applica-

tion instructions for a description of the supporting documentation that MUST be submitted with this application.

Institution Name and Location Specialty mfrfgilnyy mm?dyy I\g::;lilts Fl}l}ilfrl;:rt

1. Full
/ / / /

Part

2. Full
/ / / /

Part

3. Full
/ / / /

Part

4. Full
/ / / /

Part

5. Full
/ / / /

Part

12. Fellowship Training: Please list all fellowship training in addiction psychiatry in chronological order, beginning
with the date you entered training. Documentation must include exact training dates (from month/day/year to
month/day/year). Please see the application instructions for a description of the supporting documentation that MUST

be submitted with this application.

D Check if you were previously admitted to this subspecialty examination during the grandfathering period.

e e . From To Months | Full/Part
Institution Name and Location mmddyy mmddyy Credit Time

1. Full
/ / / /

Part

2. Full
/ / / /

Part
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Application Instructions
More information may be found in the appropriate INFORMATION FOR APPLICANTS publication.

1. Candidate Name: The name on the application MUST be identical to the name on the photo identification to be used at examina-
tion registration. If the name stated on the application is different from that on the photo identification, admittance to Pearson VUE
Testing Centers may be denied. In addition, if the name on supporting documentation differs from the name provided on the appli-
cation, certified, legal documentation (marriage license, name change determination, etc.) must be presented with the application. If
the name changes at any time subsequent to submission of the application, certified, legal documentation of the name change must
be submitted to the Board office.

2. Social Security Number: Provide your social security number.

3. Mailing Address: This is an address at which the Board can contact you; therefore, do not use a temporary address. Candidates
are responsible for keeping the Board informed about any change of address. Address change information may be sent to the Board
via mail, fax, or the ABPN web site, www.abpn.com.

4. Home or Cell and Office Telephone Numbers, Fax Number, and E-mail Address: Provide your home or cell phone number,
primary office telephone number, fax number, and e-mail address. Candidates are responsible for keeping the Board informed about
any changes. Change information may be sent to the Board via mail, fax, or the ABPN web site, www.abpn.com.

5. Date of Birth: Provide your birth date.
6. Specialty Certification: Provide information on your certification in psychiatry.

7. Licensure: All questions regarding licensure must be answered. In addition, enclose with the application a copy of either your
unrestricted medical license or the current renewal registration card for your unrestricted medical license, whichever shows the
license expiration date. If more than one license is held, enclose with the application copies of all licenses or renewal registration cards. An ap-
plicant in possession of a restricted, suspended, or revoked medical license will not be accepted for any examination. (See INFORMA-
TION FOR APPLICANTS Section 1.)

8. Previous Application and/or Application Under a Different Name: Indicate if you have applied to this Board previously for
this subspecialty and/or under a different name, provide all previous names, and include appropriate certified, legal documentation
(marriage license, name change determination, etc.) of the change. If your name changes at any time subsequent to the submission of
this application, certified, legal documentation of the name change must be submitted to the Board office.

9. Other Applications on File: Indicate if you have other applications on file with the ABPN, and, if so, in what specialty or sub-
specialty. A candidate may not have more than one application for initial certification or maintenance of certification in the same spe-
cialty or subspecialty on file with the Board office at any one time.

10. Request for Testing Accommodations Due to a Disability: Check the box if you are requesting testing accommodations.
(See INFORMATION FOR APPLICANTS Section 1. )

11. Residency Training (PGY-2 through PGY-5): List all residency training (PGY-2 through PGY-5) in chronological order, begin-
ning with the date you entered residency training. Include exact dates (from month/day/year to month/day/year), total months of
credit, and whether the training was full-or part-time. Also enclose a copy of the certificate of training which includes the exact dates
(from month/day/year to month/day/year), OR letters of verification of training from training director(s) which includes exact dates
of training and the AMA program identification number of the residency program(s).

12. Fellowship Training: List all fellowship training in the subspecialty in which you are seeking certification in chronological
order beginning with the date you entered training. Enclose documentation of fellowship training that includes exact training dates
(from month/day/year to month/day/year). Please check the box if you were previously admitted to this subspecialty during the
grandfathering period.

13. Initial Certification Application Statement: Read, sign, and date the Initial Certification Application Statement. Applications
with altered or unsigned application statements will not be accepted and will be returned.

14. Credit Card Payment Information: The ABPN accepts payment by Visa or MasterCard credit cards. If making payment via
credit card, please fill in all requested information clearly and legibly. The ABPN accepts no liability for misdirected or inaccurate
information.

15. Clinical Activity Status: The American Board of Medical Specialties (ABMS) of which the ABPN is a Member Board, has
modified its definitions of "clinically active" and "clinically inactive" and has asked that all Member Boards survey their diplomates
as to their clinical-activity status at least every 24 months in each area of certification.
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Application Checklist

Have you completed and enclosed the following?

Sign the Initial Certification Application Statement.

Copies of all medical licenses or the renewal registration cards for your medical licenses, whichever show the expiration
date.

Enclose a letter of verification from your residency and fellowship training directors or a photocopy of the certificates of
completion.

Have you answered all of the Clinical Activity Status Survey questions?

O o o B 0

Check, money order, or cashier’s check in the amount of $1900 ($700 application fee and $1200 examination fee) in U.S.
currency, payable to the American Board of Psychiatry and Neurology, Inc., or fill in your credit card information.

OR

If applying after the application deadline, but before the late application deadline, check, money order, or cashier’s
“: check in the amount of $2400 (includes a late application fee of $500) in U.S. currency, payable to the American Board
of Psychiatry and Neurology, Inc., or fill in your credit card information.

NOTE: It is the responsibility of the applicant to see that the Board has received all the required documentation. Appli-
cants who do not submit the required documentation may be removed from the examination roster.

NOTE: Applicants who request accommodations because of a disability must check the box provided on the application
and comply with all requirements regardless of previous requests and/or granted accommodations. All documentation
and other evidence substantiating the disability must be submitted to the Board no later than 30 days after the deadline
for filing an application for examination. Required documentation includes completion of the Application for Testing Ac-
commodations and appropriate checklists. Applicants seeking disability accommodations should download the appropri-
ate application from the ABPN website at http://www.abpn.com/downloads/forms/adaform.pdf.

For Office Use Only
Date Application Received in ABPN Office:
Check Number: Check Amount:
Check Payee:
Notes:

|:| Credit Card Declined
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2150 E. Lake Cook Road, Suite 900
Buffalo Grove, IL 60089

Dear Doctor,
If you would like confirmation that your application was received in the Board office, please self-address
this mailer, affix postage above, and enclose it with your application when you send the application to the

Board office. We will date stamp the mailer and return it to you.

Due to the large volume of applications processed, we are unable to verify receipt of applications by
phone. Your cancelled check may also serve as your receipt.

PLEASE NOTE: For verification of receipt, this mailer must be sent to the Board in the same envelope as
the application, must include your address, and must have the proper postage affixed.

AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC.
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