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AAOM CERTIFICATION/RECERTIFICATION APPLICATION

(Applications are reviewed and approved by the AAOM Certification Committee)
Demographic Information:

Full Name _____________________________________________________________

Degree(s) _____________________________________________________________

Address City/State/Zip (Postal) Code_________________________________________
Country________________________________________________________________Telephone/Fax__________________________________________________________
Email _________________________________________________________________

Website Address_________________________________________________________
Professional and Educational History:

Medical Specialty(s) __________________________________________________________________

Sub-specialties_______________________________________________________________________

Board Eligible/Field___________________________________________________________________

Board Certified/Field__________________________________________________________________

Professional Degrees/Training and Schools where obtained:

Undergraduate_______________________________________________________________________

Graduate_____________________________________________________________________________

Medical School_______________________________________________________________________

Other________________________________________________________________________________

Internship____________________________________________________________________________

Residency____________________________________________________________________________

Other________________________________________________________________________________

Practice Information:

Type of Current Practice_ ____________________________________________________________

How Long? __________________________________________________________________________

How Many Years RIT/Prolotherapy __________________________________________
License:
Submit as an attachment a copy of your current active state license.

Signature:___________________________________
Date:___________
Certification/Recertification Application

1)  Submit active membership Number for the AAOM ______________________  

2) Recommendation of two Physicians, one of which is an active member of AAOM.  List the names of the recommending physicians on the lines provided below.  __________________________________________________________________________________________________________________________

3) Attendance at 2 out of the last 4 AAOM Annual Conferences:

Year


Location



CME’s awarded
___________________________________________________________________________________________________________________________________________________________________________________________________

4) Completion of 100 course hours from AAOM programs or AAOM approved provider program courses (see Approved Provider List below)

Date

Provider

Location

CME’s awarded___
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5) Completion of course hours from non - AAOM approved provider program courses (The CME’s from non-AAOM approved provider programs may not exceed 30 hours.  The CME’s from non-AAOM approved provider programs will be reviewed for approval by the AAOM Certification Committee upon submission and on a case by case basis.)
Date

Provider

Location

CME’s awarded___

___________________________________________________________________________________________________________________________________________________________________________________________________

6) Teaching/Lecturing

Date

Course


Provider

# of Hours_________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7) Article/Chapter Authorship (you must be listed as first author.  A copy of the article or chapter must be included or referenced to allow the AAOM Certification Committee review.  CME’s will be awarded based upon review and on a case by case basis.)
