The American Board of Laser Surgery, Inc. 

APPLICATION for CERTIFICATION

The American Board of Laser Surgery uses this convenient form for all applications.  The Board has streamlined the application process and we do not require physical copies of any documents, such as your medical license, specialty certification(s), procedure log, or letters of recommendation at this time (we do require that you do list two references).  The ABLS requires only minimum qualifications to study for and take the written Basic Science and Safety examinations.  We reserve the right to check any references, or verify the information provided in this application.  Full certification by the Board also requires passing an Oral Examination administered by a Diplomate of the Board.  As part of the Oral Examination process, you will be asked to provide additional information including your clinical training and experience.

Please fill out this application form and sign it electronically by typing in your name at the end, save it, and email it to us as an attachment to lasers1060@aol.com.   

The application fee is $150 U.S.  We offer two options for payment:

Online, using a convenient button on our website’s Contact and Application page that links to our secure PayPal page.  U.S. residents may pay using a major credit card, or by using a PayPal account if you have one.  Our PayPal page accepts most major credit cards (including MasterCard, Visa, American Express and Discover) from U.S. residents.  Please visit www.americanboardoflasersurgery.org/contact.html    

Non-U.S. residents may pay online by setting up a PayPal account funded with USD; credit cards are not accepted from outside of the U.S. by PayPal.  

If you choose to pay online, click on the PayPal Application Fee link on our Contact and Application page and follow the instructions.  When you have completed your online payment, you will receive an email from PayPal that confirms your payment, as well as a notification from the ABLS.  

By check.  This option may be selected by both U.S. and non-U.S. residents.  If you pay by check, you may still apply online by filling out and emailing to us the application form, or you may fill out the application form, print it out and physically sign it, and send it to us along with your check for $150 U.S. payable to “The American Board of Laser Surgery”, and mailed to

The American Board of Laser Surgery

Administrative Office c/o DHC 

55 Corporate Drive, 3rd Floor

Trumbull, CT 06611 

U.S.A.  

For non-U.S. residents paying by check, please be sure the check is written against a bank with a U.S. correspondent bank.
Should you have any questions, please email the Board at lasers1060@aol.com.

Please be sure all information is correct. Your application will be reviewed and you will be notified within one to two weeks.  Thank you very much!   The application begins on the next page.

Please fill in the information below to submit your Application.  The shaded fields will expand as you type in your information.  Simply click on the fields and begin typing.  The text in this form is locked and cannot be changed.    

Basic Contact Information

Your Name: First          M.I.            Last      
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:      
Your Email Address (PLEASE BE SURE TO INCLUDE THIS):      
Office or Business Telephone:      
Citizenship:     FORMCHECKBOX 
 U.S.        FORMCHECKBOX 
 Other (specify):                                  

            If other, are you a permanent U.S. resident? (yes, no)        

Medical License and Education

Type of Primary Medical License:          (MD, DO, RN, etc.)

Specialty:      
Your Medical License Number:      
Where Licensed: state / province       country      
Valid License Dates (mm/yyyy): from       to      
Medical School / Professional Education:      
Year Graduated (yyyy):      
Certifications and Clinical Experience with Lasers

Please List Any Board or Specialty Certifications: (if none type “None”)
     
Please List Any Memberships in Professional Societies: (if none type “None”)
     
How Many Years Have You Been Treating Patients with Lasers: (at least one year is required)

     
What Is the Total Number of Laser Procedures You Have Performed? (at least 100 are required)

     
Please Summarize Your Work with Lasers – type of training, types of lasers used, and types of procedures performed:

     
Please List and Describe Briefly Any Continuing Education in Lasers during the Past Three Years: (if none type “None”)
     
Have You Had Any Legal Issues or Been the Subject of a Lawsuit during the Past Five Years? (if so please describe briefly)
     
Why Do You Wish to Become Certified with the ABLS?

     
How Did You Hear about the ABLS?  (Egs., visited website, referred by a colleague, received information by email, etc.) 

     
Please List Two References From Outside of Your Practice
ONE: First and Last Name:        

Institution or Practice:        

Address:      
Email:       

Office Phone:      
TWO: First and Last Name:        

Institution or Practice:        

Address:      
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.

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: __________________
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