AMERICAN BOARD OF CLINICAL NEUROPHYSIOLOGY
APPLICATION FOR RECERTIFICATION
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PRINT CLEARLY OR TYPE

LAST FIRST
NAME

HOME
ADDRESS

CITYy STATE ZIP

DAYTIME HOME
PHONE PHONE

E-MAIL
ADDRESS

DATE OF BIRTH

YEAR ABCN
CERTIFICATION
AWARDED
YES NO NOT
ELIGIBLE
I hold a current medical license
I have completed primary specialty boards in:
Neurology/Psychiatry/Child Neurology (circle one)
I have complete the ABPN Subspecialty Examination in Clinical
Neurophysiology (Added Qualification in Clinical Neurophysiology)
METHOD OF PAYMENT
VISA
MasterCard
Check
Money Order

I have read the Candidate Handbook and Recertification Information, and understand that I am responsible for knowing their
contents. | certify that the information given in this Application is in accordance with instructions and is accurate, correct and
complete.

SIGNATURE DATE

SEND APPLICATION AND FEE TO: ABCN Executive Office 1904 Croydon Dr., Springfield, IL 62703




CREDIT CARD PROCESSING FORM

In order to charge your examination you must fill out this form and fax or mail with your application.
ABCN charges an $8.00 processing fee for all credit card charges.

NAME

ADDRESS

CITY STATE ZIP

DAYTIME HOME
PHONE PHONE

E-MAIL
ADDRESS

METHOD OF PAYMENT

VISA

MasterCard

Card Number

Expiration Date

CVV (Security) #

Name that appears on the card if
other than your name

Credit card billing address if other
than the address listed above

SIGNATURE DATE

By signing above, | understand and accept ABCN’s $8.00 processing charge

You may either mail your application and processing form to the
ABCN Executive Office
1904 Croydon Dr.
Springfield, IL 62703
or fax the application and form to (217) 585-6663




