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V. Declaration and Consent 
 
 

I, ____________________________________________________ hereby apply for recertification 
offered by ABIPP subject to its rules.  I understand that the ABIPP may use information accrued in 
the certification process for statistical purposes and for evaluation of the certification program.  I 
further understand that ABIPP will treat any patient information I submit confidentially. I understand 
that ABIPP reserves the right to verify any or all information on this application, and that if I provide 
any false or misleading information, or otherwise violate the rules governing the ABIPP certification, 
so doing may constitute grounds for rejection of my request for recertification, revocation of my 
certification, or other disciplinary action. 
 
I understand and agree that in the consideration of my application, the ABIPP may review and assess 
my moral, ethical, and professional standing (including but not limited to any information regarding 
any disciplinary action related to the practice of medicine by any state licensing agency or any 
institution in which I have practiced or have applied to practice medicine).   
 
I attest that I will notify ABIPP immediately should any of the following events occur: 1) change in my 
license status; 2) any past or future conviction related to the conduct of my practice or for any crime 
relating to medical practice, health, safety or patient welfare; or 3) being placed on probation by my 
licensing board or by any court-ordered probation. 
 
I pledge myself to the highest ethical standards in the practice of interventional pain management. 
 
I have used all reasonable diligence in preparing and completing this application. I have reviewed this 
completed application and, to the best of my knowledge, the information contained herein and in the 
attached supporting documentation is true, correct, and complete. 
 

 
 

Signature of applicant ___________________________________DATE______________ 
 
 
 

VI.  Recertification Fee  
 

 ABIPP Part I Written Examination        $1,000 
 Recertification Fee (For those who are not required to take examination)  $1,000 

 
 

Method of Payment 

Check #_____________________(Payable to ABIPP, 81 Lakeview Drive, Paducah, KY 42001) 

Bill my:  MasterCard  Visa  Discover  American Express   Visa 

 

Credit Card # _________________________________ Exp. Date____________ Security Code___________ 

 
 
Authorized Signature ________________________________________ (Required on all credit card orders) 

Enclose All Appropriate Documentation Along With Fee 


