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American Academy of Lower 
Extremity Medicine and 
Surgery  
 

 

  
Board Certification Application 

Applicant Information 
Full Name:    Date:  
 Last First M.I.   
 
Address:   
 Street Address Apartment/Unit # 
 
    
 City State ZIP Code 
 
Phone:  Email  
 
  

 Education 

High School:  Address:  
 

From:  To:  Did you graduate? 
YES 

 
NO 

 Diploma:  
 
College:  Address:  
 

From:  To:  Did you graduate? 
YES 

 
NO 

 Degree:  
 
Medical 
School:  Address:  
 

From:  To:  Did you graduate? 
YES 

 
NO 

 Degree:  

References 
Please list three professional references. 

Full Name:  Relationship:  

Company:  Phone:  

of 

Lower Extremity 
Medicine and Surgery 

  

www.aalemas.org 
Phone:(833)422-5367  Fax: 
3101 N. Central Avenue Suite 183 #547 
Phoenix, AZ 85012 

http://www.aalemas.org/


2 

Address:    
    
Full Name:  Relationship:  

Company:  Phone:  

Address:    
    
Full Name:  Relationship:  

Company:  Phone:  

Address:    

Residency 
Program 
Name:  Phone:  

Address:  
Residency 

Director:  
 

Program 
Type: 

  PSR 24/24+ 
 
      PPMR/PSR12   
 
RPR/PSR24 

 
 
From:  To:     
 
    

                                                                                               Hospital Affilation   
 

Hospital:  Phone:  

Address:  Contact:  
 
Staff Type:  
 
Position:  
 
From:  To:  Reason for Leaving:  
 

May we contact your previous supervisor for a reference? 
YES 

 
NO 

  
    

Surgery Center    
 

Company:  Phone:  

Address:  Contact:  
 
 
From:  To:  Reason for Leaving:  
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Practice History 

Address:  From:  To:  
 
Position:  
 

Disclaimer and Signature 
I certify that my answers are true and complete to the best of my knowledge.  

If this application leads to employment, I understand that false or misleading information in my application or 
interview may result in my release. 

Signature:  Date:  
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