APPLICATION FOR EUROPEAN BOARD OF SURGERY QUALIFICATION IN BREAST SURGERY

1.It is mandatory that a signed hard copy of the application and all the relevant documents (Logbook, certificates of attendance of educational activities, certificates of eligibility and training in breast surgery) will be mailed to the office of the UEMS Section and Board of Surgery, address: c/o Professional Board of German Surgeons, Langenbeck-Virchow-Building, Luisenstr. 58/59, D-10117 Berlin, Germany (name and contact details will be provided).  It is useful to also e-mail the application to office@uemssurg.org
2. Please attach a copy of your CV.

3.  Please provide two passport size photographs.

4. Please attach at the end extra pages with any information that does not fit in the space provided.
FAMILY NAME 




FIRST NAMES

……………………………………….

………………………………………………………….

NATIONALITY 




DATE AND PLACE OF BIRTH 

………………………………….


…………………………………………………………....

ADDRESS FOR CORRESPONDENCE 

HOME ADDRESS (if different)



…………………………………………………
………………………………………………………………………

…………………………………………………
………………………………………………………………………

TELEPHONE



FAX




E-MAIL

…………………………………

……………………………..

…………………………..

PRESENT APPOINTMENT (title, department and hospital address)

………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………..

FEES

The amount of 500 Euros must be paid to the Working Group of Breast Surgery UEMS/ EBS.  This can be done only by direct transfer to the following account:

	Name of the Bank account: 
	UEMS, Section of Surgery

	Bank:
	Berner Kantonalbank,CH-3001 Bern, Switzerland

	IBAN:
	CH 19 0079 0016 2596 86880

	BIC CODE: 
	KB BE CH 22

	Transfer text:
	EBSQ Examination Breast Surgery

<Name and Address of candidate>


PLEASE ATTACH CERTIFICATES (TRANSLATED IN ENGLISH IF NOT IN ENGLISH ORIGINALLY) CONFIRMING THAT :

You have completed your surgical training in one specialty (including but not limited to general/ abdominal/ visceral/ gastrointestinal/ digestive surgery, vascular surgery, urology, paediatric surgery) and you are a board certified/ specialised surgeon in a country which is a member of the EU or the UEMS.
The translated in English certificates need to be co-signed by one of the representatives in the Division of the country where the certificates provided by the applicant were originated.  If the member of the Division raises any concerns further documentation will be required.

UNDERGRADUATE AND POSTGRADUATE MEDICAL EDUCATION

Medical Degree (please provide certified copies of the relevant certificates translated in English if not in English originally)

Institution



Dates (from-to)




Degree

………………………………..

……………………………………


……………………

………………………………..

…………………………………….


…………………….

……………………………….

……………………………………


……………………

………………………………..

……………………………………


……………………

………………………………..

…………………………………….


…………………….

……………………………….

……………………………………


……………………

Surgical specialty training (please provide certified copies of the relative certificates translated in English if not in English originally)

Institution



Dates (from-to)




Degree

………………………………..

……………………………………


……………………

………………………………..

…………………………………….


…………………….

……………………………….

……………………………………


……………………

………………………………..

……………………………………


……………………

………………………………..

…………………………………….


…………………….

……….……………………….

……………………………………


……………………

BREAST SURGERY TRAINING (please provide certified copies of the relative certificates translated in English if not in English originally)

Institution



Dates (from-to)




Degree

………………………………..

……………………………………


……………………

………………………………..

…………………………………….


…………………….

……………………………….

……………………………………


……………………

………………………………..

……………………………………


……………………

………………………………..

…………………………………….


…………………….

……………………………….

……………………………………


……………………

TOTAL DURATION OF TRAINING IN BREAST SURGERY

Years ……………………………
Months ………………………………….

DECLARATION BY APPLICANT

I wish to apply for Eligibility of the European Board of Surgery Qualification (EBSQ) in Breast Surgery which I understand may be awarded upon the recommendation of the Working Group of Breast Surgery based upon assessment of my training experience.  I declare that all information provided on this form in support of my application is correct.

Signature  
……………………………………………………………………

Print name 
…………………………………………………………………...

Date 

…………………………………………………………………..

NAME AND HOSPITAL ADDRESS OF TWO PRINCIPAL TRAINERS IN BREAST SURGERY

1 ………………………………………………………………………………………………………………..

2 …………………………………………………………………………………………………………………

The applicant will be informed by mail and e-mail for the acceptance or rejection of his/ her application by the Working Group of Breast Surgery.   
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1

