ICDP - INTERNATIONAL COMMITTEE FOR DERMATOPATHOLOGY

sponsored by the UEMS, Section of Dermatology

International Board Certification in Dermatopathology

Application Form

Family name First name Title

Date of birth Nationality

University / Clinic / Institution

Address
Phone Fax
E-mail
Dermatologist Pathologist

Date of Board Certification in Dermatology and/or Pathology:

Training center — Dermatopathology (University, Institution):

Period of training in dermatopathology:

Cross-Border Training Center

(especially important, if a training center was not
available locally. Example: Training in New York
or San Francisco, etc.):

Specimens/year:



Name of Educational Supervisor /
Specialist Dermatopathologist
(in your center):

Additional training program:

Clinical dermatology (for pathologists) Period of training:

Anatomic / Surgical pathology (for dermatologists) Period of training:

Number of dermatopathology-related publications:

Fee: €800.00
Participation in the examination is possible only upon payment of the fee.

Please download the Payment Form

Date: Signature:

Required documents — Checklist:

Application form, filled out and signed

Copy of Board Certificate in either Dermatology or Pathology

Important: Letter of reference confirming training time in dermatopathology (from the
chairman of the institution or program director in dermatopathology): 12 months of
specialized training (full-time) or 2 years of experience training (post-board part-time =
50%) after completion of the residency training

Curriculum vitae

List of dermatopathology-related publications from the last 5 years

%k %k %k %k %k k

Only for non-European candidates from countries where a Board Certification in

Dermatopathology is already established: Copy of Board Certificate in Dermatopathology

Address for response:

Prof. Dieter METZE, MD
University Hospital
Department of Dermatology
Von-Esmarch-Strasse 58
D-48149 Munster / Germany

Fax +49 251 835 8973
e-mail: Dieter.Metze@ukmuenster.de
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