Interventional Examination

Application for
Certification

Fellow of
Interventional Pain
Practice (FIPP)

(updated before September 3, 2009 FIPP ExaminatiorBudapest, Hungary
and
For use with 2010 FIPP Examination in USA-date aruace to be announced)



H 2 World Institute of Pain

Section of Pain Practice
Dear Pain Physician,

Please find enclosed a 2009 Interventional Exanendbformation packet.

The quota for the September 3, 2009 FIPP examinatian Budapest, Hungary is
55 examineesThe final deadline to submit the FIPP applicat®duly 27, 2009

This packet is for you to use or to pass alongdoleeague who might be interested
in the WIP examination for certification &ellow of Interventional Pain Practice
(FIPP).

As you know, the World Institute of Pain — SectafrPain Practice is dedicated to
promoting pain medicine and the practice of paimliciee interventional techniques.
As the interventional techniques continue to gromt enore physicians consider them
in their daily practices, certification becomeseggml for qualified physicians.

I hope you will encourage other physicians who granfinterventional techniques for
pain management to take this unique examinatiorthd short time since its
inception, the initial$1PP after a physician’s name have become recognizachdr
the world, and now number there are 539 certifi@PFRalumni from 33 countries
around the world. We invite you to join with thistinguished group of your
colleagues.

Sincerely,
Nagy Mekhail, MD, FIPP
Chairman — Board of Examination — WIP-Section ahHRractice
Maarten van Kleef, MD, FIPP
Co-Chair of the Examination
Serdar Erdine, MD, FIPP, President of World Institaf Pain

James Heavner, DVM, PhD, FIPP

Director of WIP FIPP Examination Applications
Texas Tech University Health Sciences Center
3601 4" Street MS: 8182, Room 1C282
Lubbock, Texas USA 79430
Paula Brashear, FIPP Examination Secretary
Phone: 806-743-3112 - Fax: 806-743-3965
E-mail: paula.brashear@ttuhsc.edu




August 31, September 1-2, 2008terventional Techniques Review Course-
Workshop — 1430 Euro (register for optional conferace-workshop online:
www.congressline.hu/pain

September FIPP Examination — Budapest, Hungary - $2,500 (regter for FIPP
examination by e-mail or post to address in Texas dax: 806-743-3965)

Please notify FIPP if you plan to register for thexam
(paula.brashear@ttuhsc.edlu
FINAL DEADLINE-July 27, 2009
No Late registrations will be accepted. Payment Ft#P Examination should be sent to Lubbock, Te
address (page 12 of this application. Do not semrdlit card by e-mail. Use fax or post for crechrd

Xas

information

Please print legibly or type all information. ALL boxes must be filled in.
Attached materials will not be accepted, except wihe specified.

1. Date of application

month day year

2. Name

Last First Middle

3. Degree T MD i OTHER

Specify

4. Mailing AddressAddress to which you want to receive ALL materials)

Address Line 1

Address Line 2

City State Zip Code Country
5. Telephone Numbers

Daytime ( ) Fax ( )

If unavailable, message may be left with

6. E-mall

7. Date of birth

Month date year
8. Social Security Number (optional)

9. Gender Female Mg[eor statistical purposes only)



EDUCATION

List in chronological order all completed undergraté, medical school and approved specialty
training. Applicants must have satisfactorily cdeted a four-year ACGME-approved
residency-training program that included pain mamaent.

Name of Institution | Degree Dates

Undergraduate

Medical School

Residency

Fellowship

Other

(Use separate sheet
if necessary)

LICENSURE
List all licenses to practice medicine you presentlhold. Each must be valid, unrestricted,
and current. Please enclose a copy of each license

State, Parish License Number Expiration Date Date of Original
Province or Issue
equivalent

If your license expires before the FIPP examinatioyou are applying for, you must provide
a copy of the renewed license prior to final eligiltity decision.

If you do not have a valid, unrestricted, and aurtigense to practice medicine in your country,
you do NOT meet the eligibility requirements.
You may omit any questions which do not relatesttfication in your country.
BOARD CERTIFICATION (or equivalent)
To be eligible, yoMUST be certified in your primary specialty by a membeard of the
American Board of Medical SpecialtiésBMS) in USA or equivalent in your country.

I am currently certified by the following MS or equivalent board(s).




Board

Date of Recertification if
applicable

Date of Certification

American Board of Anesthesiologyfor USA

applicants only) or equivalent for other applicant

from outside USA

[72)

American Board of Physical Medicine and
Rehabilitation (for US applicants only) or
equivalent for other applicants

American Board of Psychiatry and Neurology
(for USA applicants only) or equivalent of other
applicants (please specify)

Psychiatry Neurology

Other ABMS Board or equivalent

SUBSPECIALTY CERTIFICATION (or equivalent)

To be eligible, it is mandatory that USA candiddtietd one of the following Pain Boards or
have approval from ASIPP to sit for ABIPP Part I:

Acceptable Pain Boards

Date of Subspecialty Certifate

American Board of Anesthesiology/Pain
Management

American Board of Pain Medicine
Those outside of USA are required to have a let

from designated member of WIP-Section of Pain

Practice.

er

ABIPP STATUS: (American Board of Interventional Pain Practice)

I am planning to complete ABIPP
Part | (ASIPP) and Part Il (WIP-FIPP).

Date

Current Status: ABIPP Part |

ABIPP Part | - Competency

Passed (Date ) or

Have applied for

Coding, Compliance and Practice Passed (Date ) or
Have applied for
Controlled Substance Management Passed (Date ) or

Have applied for

| am approved to sit ABIPP Part |

| intend to apply ABIPP Part |

Further ABIPP status information:

CLINICAL PRACTICE EXPERIENCE

* Effective on the date of this application, youshhave been engaged in the clinical practice of

Pain Medicine for at least 12 months after compggt formal residency-training program.

» Total number of years in practice after resigenc




If you have successfully completed a pain fellowsinaining program in pain management that
lasted 12 months or longer, you may count theiedlap training as equivalent to | year
(maximum) of practice in Pain Medicine.

* Your professional practice setting is: (Cheltkrat apply.)

Medical School Private Pracsodo Private Practice, Group
Hospital Based OutpatieneBas Military
» What percentage of your clinical practice isha field of Pain Medicine? %

« List all practice experience in reverse chrogalal order starting with your current position.

Dates Name of Your Institution/Practice Your Title/Position




SCOPE OF PRACTICE

APPLICANT'S NAME Country
* Fill out this chart based on a one-month peti@ad would be representative of your personal
clinical Pain Medicine practice. Please note tiaat is provided here will be the basis of your
procedural examination. A certain number of inéetional procedures are expected for you to
be eligible. This must be completed and signethbyapplicant.

Total Number of individual (different) patients ysae in one month

Evaluation, Management, or Procedure # of Procedures or
Services you provide in

one-month period

Outpatient Visits — New Patient

Outpatient Visits — Established Patient

Inpatient Consultations

PERIPHERAL NERVE BLOCK PROCEDURES

Sympathetic nervous system blockade

Facet block (intra-articular or “median branch Iktc

Intravenous infusion trial (e.g., lidocaine, phédatoine)

Epidural steroid injection (cervical, thoracic, lbar, caudal)

Epidural/intrathecal opioid trial administratiorefgutaneous)
a. Single dose
b. Indwelling catheter

Epidural/intrathecal drug delivery system implaiotat
a. Tunneled epidural catheter

b. Patient-controlled external pump to: reservoir/eabatheter implant
c. Programmable drug administration pump implantation

Peripheral Nerve Stimulation generator implantsen

Spinal Cord Stimulation (SCS) electrode insertievigion
(percutaneous)

SCS Implanted Pulse Generator implant/revisiondstameous)

Peripheral, sympathetic and visceral neurolysis

Cryotherapeutic or RF techniques

Epidural or subarachnoid neurolysis (alcohol, pleno

Trigeminal gangliolysis (RF/Chemical)

Sphenopalatine gangliolysis

Brachial plexus or sciatic block and catheter plaeet

Discography and therapeutic procedures

| , confirm that | have correctly

filled in the information above and understand thatmy practical examination will include some of thes
procedures that | do perform in my practice. | have read the list of procedures shown on page 11-b2
FIPP Information Bulletin.

Verification of the applicant’s signature. Signatwe and declaration of Notary Public or equivalent.

Notary Signature Date

Seal of Notary Public or equivalent




RECOMMENDATIONS

Indicate in the spaces below the names of the piaysi whom you have asked to write letters of revemdation.
The form attached to this application entitRelquirement of Ethical and Professional StanddRISGE 14) must
be completed by at least two practicing physiceams submitted by them directly to the WIP Credé@@mmittee.
See the form and Requirement 5 in the Bulletimébimation for further detail.

1. Name Degree

Title / Institution

Mailing Address

Post Code

2. Name Degree

Title / Institution

Mailing Address

Post Code

Credentials Questionnaire
Please check boxes below. If “yes,” please gilledetails on a separate sheet of paper.

1. Has you license to practice your profession injangdiction ever been limited,
suspended, revoked, denied, or subjected to poolaay condition, or have ) )
proceedings toward any of those ends ever bestituited against you? I Yes! No
2. Have your clinical privileges at any hospital oaltlecare institution ever been

limited, suspended, revoked, not renewed, or stibjgarobationary conditions,
or have proceedings toward any of these ends @eer instituted or recommended i
against you by a standing medical staff committegoverning body? I Yes! No

3. Has your medical staff membership status ever bedted, suspended, revoked,
not renewed, or subject to probationary conditiamd)ave proceedings toward
any of these ends ever been instituted or recometeadainst you by a standing medical staff

committee or governing body? i Yes! No
4. Have you ever been sanctioned for professionalentact by any hospital, healthcare i
institution, or medical organization? I Yes! No
5. Have you ever been convicted of a felony retatmthe practice of medicine or one i
that relates to health, safety, or patient welfare I Yes! No
6. Do you presently have a physical or mental headndition that affects or is ) )
reasonably likely to affect your professionalqtiee.? I Yes! No
7. Do you have or have you had a substance ababtepr that affects or is reasonably )
likely to affect your professional practice? I Yes! No
8. Have there been any malpractice judgmentsttieseents filed or settled against ) )
you in the last five years? I Yes! No



DECLARATION AND CONSENT

l, , hereby apply forfazation offered by WIP-Section of Pain Practice
subject to its rules. | understand that the WIBtiSe of Pain Practice may use information accrined
the certification process for statistical purpoased for evaluation of the certification programfuither
understand that WIP-Section of Pain Practice welit any patient information | submit confidengall

| understand that WIP reserves the right to veaify or all information on this application, andttha
provide any false or misleading information, orasthise violate the rules governing the WIP-Section
of Pain Practice’s certification, so doing may ddate grounds for rejection of my application,
revocation of my certification, or other discipligaaction.

| recognize the sole and absolute discretion of \B&##tion of Pain Practice to determine my
qualifications to receive and to retain a certiécssued by v, and to have my name included inliahy
or directory in which the names of diplomats of WBBction of Pain Practice are published. | further
agree to indemnify and hold harmless individuatig @ollectively the officers, directors, committee
members, employees, appointed examiners, and agfedl, including its Section of Pain Practice
(hereinafter, the “above-designated parties”) for decision or action made in good faith in conioect
with this application, the examination, the scareapres given with respect to any examination, the
refusal of WIP-Section of Pain Practice to issueangertificate, or the revocation of my certificate

| understand and agree that in the consideratianycdpplication, the WIP-Section of Pain Practice
may review and assess my moral, ethical, and piofiesl standing (including but not limited to any
information regarding any disciplinary action reldto the practice of medicine by any state licensi
agency or any institution in which | have practicechave applied to practice medicine). | agree th
the WIP-Section of Pain Practice may make inquirguzh persons inspection of such records, and
copies of such materials as WIP-Section of PaistReadeems appropriate with respect to my moral,
ethical, and professional standing. | consentaarde that WIP-Section of Pain Practice may
investigate allegations against me, provided, hanehat should WIP-Section of Pain Practice wish t
revoke my credential or otherwise administer digogpagainst me based on any allegations, that WIP-
Section of Pain Practice agrees to first give megportunity to rebut such allegations. | underdta
and consent that in the event WIP-Section of Peagtiee presents me with allegations that WIP need
not advise me of the identity of the individualsoatave furnished adverse information concerning me
and that all statements and other information &lved to WIP-Section of Pain Practice in connection
with such inquiry may be maintained between theldgng parties and WIP and not subject to
examination by me or by anyone acting on my beHadigree to cooperate fully and promptly in the
event of any review by the WIP-Section of Pain Bcacof my eligibility for initial or continued
certification. Without limiting the generality dfie foregoing, | understand and agree that any
individual or institution providing information tine WIP-Section of Pain Practice regarding my fime
for certification shall be absolutely immune fromdildiability arising from any act, communication,
report, recommendation, or disclosure act, comnatiaig, report, recommendation, or disclosure is
performed or made in good faith and without malitbereby authorize WIP-Section of Pain Practice
to supply a copy of this Declaration and Consehiclvhas been executed by me, to any individual or
institution from which it requests information rtafey to me. | expressly give permission to WIP-
Section of Pain Practice to obtain information reigag my moral, ethical and professional behavior
from any individual or institution that could reasdly be expected to have such information. Furthe

| authorize the WIP-Section of Pain Practice ardabove-designated parties to communicate any and
all information relating to my WIP-Section of Pdnactice application and any review thereof
including but not limited to pendency or outcomediztiplinary proceedings to governmental licensing
and other authorities, hospital or healthcaretunsbins, employers, and others.

| understand that | must keep my license to pragtiedicine active and | attest that it is currently
active. | attest that | am not currently under egstriction or consent decree from any medical
licensing authority or under any court ordersitést that | will notify WIP-Section of Pain Prazzi
immediately should any of the following events acd) change in my license status; 2) any past or
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future conviction related to the conduct of my piccor for any crime relating to medical practice,
health, safety or patient welfare; or3) being pthoa probation by my licensing board or by any tour
ordered probation.

| have read the FIPRformation Bulletinand understand and agree to abide by the poli€ig®o
WIP-Section of Pain Practice and its Section ohFRamactice. | understand that the WIP reserves the
right to refuse admission to the certification ekaation if | do not have the proper identificatiaom,if
administration has begun. If | am refused admis&io any of these reasons or fail to appear at the
test site, | will receive no refund of the applioator examination fees and there will be no créatit
future examinations. | authorize the WIP-SectibRain Practice and its agents at my assigned test
site to maintain a secure and proper test admétistr in their discretion. In this regard, the WIP
Section of Pain Practice may relocate me befodudng the examination. | will not communicate
with other examinees in any way. | understand lthady only seek admission to sit for the WIP
certification examination for the purpose of segiiP-Section of Pain Practice certification, aod f
no other purpose. Because of the confidentialreaifithe WIP-Section of Pain Practice Examination,
I will not take any examination materials from test site, reproduce the examination materials, or
transmit the examination questions or answers yrf@am to any other person.

| understand that review of the adequacy of exatisinanaterials will be limited to providing hand
scoring. If I do anything which is not authorizexdwhich is prohibited by the WIP-Section of Pain
Practice in connection with any WIP-Section of Faiactice certification examination, | understand
that my examination performance may be voided,samth activity may be the subject of legal action.
In a case where my examination performance is @idill receive no refund of the allowable
application or examination fees and there will becredit for any future examination. | expressly
waive all further claims of examination review.

| pledge myself to the WIP-Section of Pain Pracktieical Standards and the highest ethical stasdard
in the practice of Pain Medicine. | understand thireceive WIP-Section of Pain Practice
certification, it will be my responsibility to rermain compliance with all WIP standards for
certification, to keep my certification current aiodsubmit a valid renewal application and fee imith
sixty (60) days of my certification expiration dateunderstand that to maintain FIPP certification
need to maintain an active membership in WIP-SeaifdPain Practice.

| have used all reasonable diligence in prepanmya@mpleting this application. | have reviewed th

completed application and, to the best of my kndgée | aver that the information contained herein
and in the attached supporting documentation & trarrect, and complete.

Signature of applicant

Print Name Date

VERIFICATION of the applicant’s signature

Signature DATE

Seal of Notary or equivalent
Expiration Date

Signature of Notary or equivalent

Date of Signature

10



Please check method of payment for FIPP Examination

Check : Cashier Check : Bank Transfer : Credit Card

OPTIONAL Course, pay online

August 31, September 1 and 2, 20@ptional Budapest
Conference and FIPP Interventional Techniques Rewmi€ourse-Workshop—
Budapest, Hungary. Pay 1430 Euro for both the Conference and Re@eurse.
Register online:website: http://www.congressline.hu/pain

FIPP Examination payment to FIPP office address siva below)

$2,500-September 3, 2009PP Examination — Budapest,

Hungary. When your application is approved by Credentialsn@uttee, you will receive a
study textbook (at no charge to you).

\ Check here if you would like to include the optioal study DVD to
reduce separate shipping costs for you.The DVD order form is shown on the
next page of this form.

OPTIONS FOR PAYING THE EXAMINATION FEE
* IF OTHER PARTY WILL PAY , give name, address and phone of authority that wi

pay:

* IF USING BANK TRANSFER for examination fee, give name and location of yioamk:

To wire payment, e-madaula.brashear@ttuhsc.edfor account and routing numbers.
You will wire your payment to

American State Bank ¢ 1401 Avenue Q ¢ Lubbock,sTé3401 USA

* Attention: Thelma, Account Manager

* IF PAYING BY CREDIT CARD , check one: Visa,; Master Card
(American Express not accepted)

Number of Account

Expiration Date:

Signature on Account

REGISTER FOR FIPP Examinationwith James Heavner, at TTUHSC, 3601-4
Street, MS: 8182 — Lubbock, Texas 79430 USA — PiBO®e743-3112 — Fax:
806-743-3965

E-mail:paula.brashear@ttuhsc.edu

You must PAY WIP DUES ($145) ONLINE before you cagceive FIPP Certificate:
at www.worldinstituteofpain.orgttp://www.worldinstituteofpain.org
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SPECIAL DISCOUNT on Study DVDs offered to
FIPP Examinees:

DVD # 1 Includes

Splanchnic Nerve Block
Hypogastric Block
Lumbar Sympathetic Block

DVD # 2 Includes

Stellate Ganglion Block
Cervical Facets Median Branch Block
T2 and T3 Sympathetic Block

DVD # 3 Includes

Ganglion Impar Block
Trigeminal Nerve Block
Glossopharyngeal Nerve Block

DVD # 4 Includes

Epiduroscopy
Sphenopalatine Ganglion Block
Suprascapular Nerve Block

DVDs are normally priced at $200 each. Special &f for FIPP Examinees

Save 10% when you purchase 1 DVD

Save 20% when you purchase 2 DVDs

Save 30% when you purchase 3 DVDs

Save 40% when you purchase the complete set.

_____DbhVvD1 @%$170 _____ Choose 2 @$%$320
____DbVvD2 @%170 _____Choose 3 @%$420
~_ DVD3 @$170 A4 @$480
~_ _DVD4 @$170

TOTAL: $ usS

* If you order the DVDs by sending this form andhecking (previous
page) the DVDs will be shipped with your study teotk from the
Lubbock, Texas address at no charge to you. Thddr@ss will be used
for all communications with FIPP Office.

12



Attach a copy of your primary board (specialty)tiéeate(s) here

13




UTE OF
Y 2%

FIPP

INTERVENTIONAL
EXAMINATION

The application is not complete without tvdentical photographs. One is to be stapled on page
9 of the application. The second (placed herd)heilused to identify you when you register for
the examination. Photographs should be identiichéad and shoulders only (passport style), be
no larger than3” x 4”, and be signed the front of each photo, with your name legiiyntedin

ink on the back of each. The photograph must &l®agp, clear photo which can be reproduced
on documents and should not be a fax or copy ofqgnaph.

(Please send a CLEAR photograph...this will be usedd check at the examination site and
reproduced on your FIPP certificate.)

Print Name

Signature

14



REQUIREMENT OF
Ethical
And Professional Standards

Please give this form to each recommending physicia

Two (2) letters of recommendation from practiciritygicians must be submitted on behalf of
each applicant for certification.

Both lettersmust be from physicians who can speak to the applisgnctice in

Pain Medicine. ONLY ONE (1) letter may be fromlaypician partner. The second letter
MUST be from another physician who can speak tapi@icant’s practice in pain medicine.
Letters from relatives will not be considered.

REQUIREMENTS
1. The letter must b@ YPED on the letterhead of the recommending physician and
Should be mailed to:

Address Examination application and information request to

James Heavner, DVM, PhD, FIPP

Director of WIP FIPP Examination Applications

Texas Tech University Health Sciences Center

3601 4" Street MS: 8182, Room 1C282

Lubbock, Texas USA 79430

Phone: 806-743-3112 - Fax: 806-743-3965

E-mail: paula.brashear@ttuhsc.edu

Paula Brashear, FIPP Examination Secretary

Nagy Mekhail, MD,PhD, FIPP, Chair of FIPP Examiiwat Board

2. The lettermust be addressed:
Dear Credentials Committee

3. ALL lettersmust contain the following information:
a. Name of applicant.

b. Number of years and in what capacity the recommmenghysician has known
the applicant.

c. A statement about the applicant’'s competence iri¢tae of Pain Medicine.

d. A statement concerning the applicant’s adhereneghical and professional
standards.

15



e. A description of the applicant’s scope of pracasat relates to Pain Medicine.

f. The name, title, and signature of the recommengimgician.
As the recommending physician, it is expected thgbour letter of recommendation will
speak to the applicant’s practice in Pain Medicineas well as serve as additional
confirmation that the applicant has met the other WP Certification Requirements.

Specifically, please include a summary of his ardwerall practice, including information
concerning specific evaluation, management andggiares in Pain Medicine.

For your information, the WIP-Section of Pain Pieetdefines the field of Pain medicine as
the following.

Definition of Pain Medicine

The specialty of Pain Medicine is the study evatugttreatment, and rehabilitation of
persons in pain. Some conditions may have pairaasdciated symptoms arising from a
discrete cause, such as postoperative pain orgsawciated with a malignancy, or may be
conditions in which pain constitutes the primarglgem, such as neuropathic pains or
headaches. The evaluation of painful syndromedsades interpretation of historical data;
review of previous laboratory, imaging, and eledtagnostic studies; assessment of
behavioral, social, occupational, and a vocatisgles; and interview and examination of
the patient by the pain specialist. It may reqspecialized diagnostic procedures, including
central and peripheral neural blockade or monitalredy infusions. The special needs of the
pediatric and geriatric populations, and patieatstural contexts, are considered when
formulating a comprehensive treatment plan.

The pain physician serves as a consultant to gtimggicians but is often the principal
treating physician and may provide care at varleusls, such as direct treatment,
prescribing medication, prescribing rehabilitatbezvices, performing interventional
procedures, directing a multidisciplinary team, rciiaating care with other health care
providers and providing consultative services tbljguand private agencies pursuant to
optimal health care delivery to the patient suffgrirom pain. The pain physician may work
in a variety of settings and is competent to ttlkatentire range of pain conditions in all age
groups.

REGISTRATION INFORMATION
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Address Examination application and information request to

James Heavner, DVM, PhD, FIPP

Director of FIPP Examination Applications
Texas Tech University Health Sciences Center
3601 4" Street, MS: 8182

Lubbock, Texas USA 79430

Phone: 806-743-3112 - Fax: 806-743-3965
E-mail: paula.brashear@ttuhsc.edu

Paula Brashear, FIPP Examination Secretary

Nagy Mekhail, MD, PhD, FIPP, Chair of Examinationdd
Serdar Erdine, MD, FIPP, Immediate Past Chair ofEwnation Board
Prithvi Raj, MD, FIPP, Organizing Chair of FIPBxamination Board

Serdar Erdine, MD, FIPP President World Institute of Pain

World Institute of Pain Membership Application



SECTION OF PAIN PRACTICE
Individual Membership Information -

2009 (Exam applicant)
PLEASE PRINT CLEARLY

PAY WIP DUES ONLINE
at www.worldinstituteofpain.orgttp://www.worldinstituteofpain.org

NAME

ADDRESS

CITY STATE ZIP CODE
E-MAIL PHONE NUMBER

Membership dues*: $145 * Dues include the cost af one-year subscription to the WIP’s
official journal, Pain Practice

Type of Facility where employed: Specialty:
____ Hospital ____Anesthesiology ____Orthopedic Surgery
____University ____Internal Medicine ____Pharmacology
____Pain Center ____Neurology ____Physical Therapy
____ Other: Neurosurgery ____Psychiatry
___ Nursing ____Surgery, general
____Oncology ____ Other:
PAYMENT OPTIONS

[1 Check Enclosed — made payable to WIP in US $ Drawva US Bank.
1 Charge My | MasterCard [1Visa [ American Express

TOTAL
Card Number Exp. Date

Signature
RETURN TO: Dianne Williard, WIP Executive Secretary: Fax336-765-8492 «
Phone: 1-336-714-8385 « 145 Kimel Park Drive #3Mnston-Salem, NC 27103

* You must be a paid WIP member before you can retve the certificate
awarded to successful FIPP examinees.
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Application Checklist

Did you remember to...

19

a

Complete all items on application accurately argibley?

Sign your application?

Include Notary (or suitable substitute) signature?

Include the application fee

Make check or money order payable to the World Ingtute of Pain —
Section of Pain Practice ($2,500 (Memphis Exam) fuge February 1,
2007 - FINAL DEADLINE.

Include a copy of your current medical license?

Include a copy of your ABMS board certificate oua@lent?

Include a letter documenting your Pain Medicinénirey?

Request and allow sufficient time for receipt déers of recommendation
by WIP-Section of Pain Practice before the dea@line

Include any additional information required by yamswers to the
Credentials Questionnaire?

Include two 3” x 4”ldentical andsignedphotographs (head and shoulders
only)?

Are you a current WIP member? You must be a Wéiniver before you
receive the FIPP Certificate awarded to successfaminees. Return
enclosed application form to Dianne Willard, WIPeEutive Secretary: Fax:
1-336-765-8492 « Phone: 1-336-714-8385 « 145 KiRak Drive #310,
Winston-Salem, NC 27103

The WIP-Section of Pain Practice Credentials Commiee will consider
only complete applications for review. If you failto submit a properly and
fully completed application by the deadline, you wi not be eligible to sit
for the Examination in Interventional Techniques



