GLOBAL ALLIANCE APPLICATION / QUESTIONNAIRE
FOR IBCFPRS/EBCFPRS DUAL CERTIFICATION

Application for IBCFPRS Diplomates Requesting Dual Certification with the EBCFPRS

Date of Application:

Day Month Year

Name:

Title First Last

Preferred Name:

. Title of Medical Degree: (i.e.) M.D., MR, MBBS, MBBCH, MOCM

. Current Mailing Address (check one): Home Office
Address Line 1
Address Line 2
City Province/State Country Postal Code

Name/Institution for Current Practice:

. Academic Appointment (if applicable):

. How many facial plastic and reconstructive procedures have you performed during the last 12 months?
(Go to the IBCFPRS website to see the list of acceptable procedures at ibcfprs.org )

. Telephone Numbers:

Office: Fax:
Country Code + Number Country Code + Number

Residence: Fax:
Country Code + Number Country Code + Number

Mobile: Fax:
Country Code + Number Country Code + Number

10: Preferred Email:




Questionnaire for IBCFPRS diplomates who are applying for dual certification with EBCFPRS

Place a checkmark beside “Yes” or “No” as appropriate. If “Yes”, give full details on a separate sheet of paper. (The Global
Alliance reserves the right to verify information given below with your provincial /state/national board of medical examiners
or others.)

YES NO
A. Has your license to practice your profession in any jurisdiction ever been
disciplined, limited, suspended, revoked, denied, or subjected to probationary ] ]
condition, or have proceedings toward any of those ends ever been instituted?

B. Have your clinical privileges at any hospital or healthcare institution ever been
limited, suspended, revoked, not renewed, or subject to probationary conditions,
or have proceedings toward any of these ends ever been instituted or []
recommended by a standing medical staff committee or governing body?

C. Has your medical staff membership status at any hospital ever been limited,
suspended, revoked, not renewed, or subject to probationary conditions or have ] ]
proceedings toward any of these ends ever been instituted or recommended by a
standing medical staff committee or governing body?

D. Have you ever been denied membership on a hospital staff or advancement in ] ]
medical staff status?

E. Has your specialty board certification or eligibility ever been denied, revoked,
relinquished, not renewed, suspended, reduced, or have proceedings toward any ] ]
of those ends ever been instituted?

F. Has your controlled substance authorization ever been denied, revoked,
suspended, reduced, voluntarily surrendered or not renewed, or have proceedings ] ]
toward any of those ends ever been instituted?

G. Have you ever voluntarily relinquished a medical staff membership, a clinical
privilege, a medical organization or professional society membership, or a [l [
narcotics registration in lieu of formal action?

H. Have you ever been charged with or convicted of a felony? [] []

l. Do you presently have a physical or mental health condition that affects or is
reasonably likely to affect your ability to perform your professional duties? [] ]

J. Do you have or have you had a substance abuse problem?

K.. Are there currently pending any professional medical misconduct proceedings [] []
against you in any country, state, or province?



Once you have completed this survey, please include:

e Additional information required on any question answered with a “Yes” on the above questionnaire.
e Copy of your current Medical Licenses (copies of online license verification or copies of wallet card are acceptable).

e Copy of current board certifications (copies of congratulatory letter on letterhead or copies of online verification are
acceptable).

Since you have already submitted operative experience that has been accepted for completion of IBCFPRS certification,
you will not need to duplicate that requirement.

l, attest that all the information included in this
Application/Questionnaire is correct and that any mis-statements may not only invalidate my application, but might also
invoke other professional consequences.

Name (Printed)

Signature

Date

Email or fax your payment information payable to the IBCFPRS - LNovitsky@abfprs.org or +1(703) 549-3357.
(See attached payment form)

Applications will be reviewed only after payment is received.

The Global Alliance
January 2025


mailto:LNovitsky@abfprs.org

PAYMENT FORM
Application for IBCFPRS/EBCFPRS Dual Certification

Use this form to submit credit card authorization payable to IBCFPRS with your application. Please forward to Lisa Novitsky
at Lnovitsky@abfprs.org or contact her for information on paying by bank wire transfer.

Application Fee: - $500

Applicant’'s Name

Please charge $500 to my credit card (check one):

Visa Mastercard American Express Discover
Card Number
Expiration Date CID (3 or 4 digit code)
Name Printed on the Credit Card
Address (Line 1)
Address (Line 2)
City Province/State Country Postal Code
Mobile Phone Other Phone

Preferred Email Address


mailto:Lnovitsky@abfprs.org
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