THE AMERICAN BOARD OF ORTHODONTICS
INITIAL CERTIFICATION EXAMINATION
AFFIDAVIT FOR CRANIOFACIAL TREATED CASES
(Rev. 6/22/2016)
(Please print)

I, Dr. __________________________________________________________________, do hereby affirm and certify I am the:        
___ Chairman/Program Director of ___________________________________________(CODA Accredited Orthodontic Program)
___ Craniofacial Team Director of ___________________________________(Recognized Craniofacial Team Practice)
I further certify that:

Dr.________________________________________________________________(Examinee’s name)
Please select one:
____ is/will be a graduate of our orthodontic program and concentrated residency on Craniofacial Orthodontics.  I can verify that each case listed below, to be presented by this examinee, was treated solely by him/her under the direct supervision of our faculty, inclusive of all craniofacial orthodontic treatment involving appliance placement through appliance removal.  

____ Is a 0.6 Full Time Equivalent (FTE) or greater Craniofacial Orthodontist in our recognized craniofacial team practice. I can verify that each case listed below, to be presented by this examinee, was treated solely by him/her under the direct supervision of the craniofacial team director, inclusive of all craniofacial orthodontic treatment involving appliance placement through appliance removal.  

Please identify cases by patient name:
1. ____________________________________________
2. ____________________________________________
3. ____________________________________________
4. ____________________________________________ 
5. ____________________________________________ 
6. ____________________________________________ 
Signature ____________________________________________________________________ Date _________________

