E.A.P.D. European Academy of Paediatric Dentistry

Application Form for Membership (please use capital letters)



Last Name…………………………..…..First Name.….…………………….Male      Female Institution (if you work in a State establishment) ………………………………………………..

Title……………………………..  Degrees…………………………………………………………

Corresponding Address…………………………………………………………………………… Postal Code……………..….City……………………………..Country…………………...………  

Telephone (+code) (office)………….….……….. (Home)…..……......……………
(Fax)……………..…. (Mobile) .……..…………… e-mail……………………………………….


Details of Specialist Practice:

Please designate the distribution that best describes your work 

University:     Yes       No        Percentage of time at University         %

                       Didactic/Teaching        %   Research       %  Clinical         %     

                       Academic Status                              Postgrad/Student Yes

Hospital:         Yes       No        Percentage of time at Hospital          %

                        Hospital Teaching        %  Research         %  Clinical         %


Public Health:  Yes       No        Percentage of time as Dental Officer       %

                         Clinic           % Administration          %  Research          %

Private             Yes        No         Percentage of time in Practice            %

Practice:



              TYPE:  Principal             Associate            Other


Areas of Special Clinical interest………………………………………………………………….. 

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

Areas of Special Research Interest………….……………………………………………………

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

SPECIALTY TRAINING IN PAEDIATRIC DENTISTRY

Please give details of the training you have received in Paediatric Dentistry. Specifically please give the dates of attendance for the program you have completed. Please attach a copy of the certificate/diploma/degree qualifying you as a Paediatric Dentist. In case that the specialty is recognized in your country please attach also a copy of your license. 

Training Programme:……………………………………….……………………
Dates attended…………………………. to…………………………………………

Any Other Courses in Paediatric Dentistry Attended: ……….……………..

…………………………………………………………………………………………

………………………………………………………………………………………....

CERTIFICATE or ACCREDITATION IN PAEDIATRIC DENTISTRY

Date awarded…………………….. By whom……………………………………..


Two ACTIVE members of the European Academy of Peadiatric Dentistry must support this application. Please have them sign below to support your membership application. The completed form should then be given to the Counselor for your country who should also endorse it and forward it to the Secretary. You may also send it directly to the Secretary.


Signature……………………………  Signature……………………..…………...


Member …………………….……….. Member………………..………………..


	Send this application form to:


 
	Include with this application form the following:

	Dr.  Paddy Fleming
Secretary EAPD

Senior Lecturer and Consultant in Paediatric Dentistry

Department of Public and Child Dental Health

Dublin Dental School and Hospital

Lincoln Place

Dublin 2

e-mail:   pfleming@dental.tcd.ie
	1. Copy of your diploma/ degree/certificate from your training program in Peadiatric Dentistry, translated in English.

2. Brief curriculum vitae, not more than two pages in English



 Signature of applicant…………………………………  Date………………...…

