Application for Certification Examination in N
Neurophysiologic Monitoring, Part | - Written

Please read the Application Instructions and the ABNM Policy and Procedure manual carefully before completing this Application.

Testing Period

Monitoring Testing period for which you are applying: Month: Year:
Candidate Information Please enter your Name exactly as it appears on your Government-Issued Photo 1.D.
Q Mr. First Name Middle Initial
O Wirs.
O Ms.
O br.
Last Name Suffix (Jr., Sr., etc.)
Number and Street Apartment Number
City State/Province Zip/Postal Code

Email Address (Please enter only ONE email address. Use two lines if your email address does not fit in one line.)

Daytime Phone Evening Phone

Eligibility and Background Information

Darken only one choice for each question unless otherwise directed.

A. HIGHEST ACADEMIC DEGREE: G. CHARACTER OF EMPLOYMENT:(Darken only one
OPD OMD O Other (specify) response.)
[ Foreign Graduate O Hospital based O Physician group
B. DO YOU HOLD ANY OTHER PROFESSIONAL O Private practice O Monitoring company
CERTIFICATION? O University/teaching QO Other (specify)
ONo O Yes H. PERCENT OF WORKING TIME SPENT IN
If yes, please specify: INTRAOPERATIVE MONITORING:
O Less than 25% O 51t075%
C. YEARS OF EXPERIENCE IN MONITORING: O 25 t0 50% O Over 75%
O3 Ofws ObwI0 Ol . PRIMARY METHOD OF REIMBURSEMENT:
D. NUMBER OF CASES MONITORED: O Salaried (not reimbursed per case)
O 300 to 400 cases O 801 to 1500 cases O Paid by hospital or surgeon per case
O 401 to 800 cases O Over 1500 cases O Bill HMO
E. REGIONS OF THE NERVOUS SYSTEM WHERE YOU O Bill private insurance

HAVE MONITORED AT LEAST 50 CASES:

O Other (specif
(Darken all that apply.) (specify)

[ Spine [ Cortical J. NUMBER OF MONITORING TECHNICIANS
[ Brainstem [ Peripheral nerve/plexi SUPERVISED AT ONE TIME:
F. PRIMARY HOSPITAL WHERE CASES ARE ONone O 1to3 O 4ormore
MONITORED:(Darken only one response.) K. TRAINING: (Darken all that apply.)
O University hospital/teaching O Children's hospital [ On the job [ Manufacturers training courses
O Private hospital (urban) O Veteran's Admin. hospital [ Seminars/workshops [ Training programs
O Private hospital (rural) O Other (specify) [ National meetings [ Fellowship
(Complete Page 2) 28804
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Application for Certification Examination in N
Neurophysiologic Monitoring, Part | - Written

Please read the Application Instructions and the ABNM Policy and Procedure manual carefully before completing this Application.

MARKING INSTRUCTIONS: This form will be scanned by computer,
so please make your marks heavy and dark, filling the circles
completely. Please print uppercase letters and avoid contact with
the edge of the box. See example provided. —
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Monitoring

Eligibility and Background Information

Page 2

L. PROFESSIONAL BACKGROUND: Darken all that apply.)

[ Neurophysiology/Neuroscience
[ Anesthesia
O Audiology
[ Neurology

O Neurosurgery
[ Orthopedics

[J Chiropractic Medicine

M. HAVE YOU TAKEN THIS EXAMINATION BEFORE?
ONo O Yes

If yes, indicate all instances and the month, year, and name
under which the examination was taken.

Date (month/year):

Name:

[ Other (specify)

[ Otolaryngology

Optional Information

Note: Information related to race, age, and gender is optional and is requested only to assist in complying with general guidelines pertaining to equal
opportunity. Such data will be used only in statistical summaries and in no way will affect your certification.

Race: Age Range: Gender:
O African American O Native American O Under 25 O 40t049 O Male
O Asian O White O 251029 O 50059 O Female
O Hispanic O Other 0O 30t039 O 60+

Candidate Signature
COMPLETE ENTIRE APPLICATION BEFORE SIGNING BELOW.
| have read the ABNM Policy and Procedure Manual, which is published on www.abnm.info, and understand that | am responsible

for knowing its contents. | certify that the information given in this application is in accordance with the ABNM Policy and Procedures
Manual and is accurate, correct, and complete.

CANDIDATE SIGNATURE: DATE:

CREDIT CARD PAYMENT  /fyou want to charge your application fee on your credit card
provide all of the following information.

FOR OFFICE USE ONLY

Name (as it appears on your card): Date
Address (as it appears on your statement):
Charge my credit card for the total fee of: $
Fee: | | | | |

Expiration date (month/year):

|/|||||

O American Express

Cardtype: Q Visa O MasterCard O cc [ Check

CardNumber:||||||||||||II|||

SIGNATURE:
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