EUROPEAN
BOARD EXAMINATION
.’ IN LARYNGOLOGY

EBEL - European Board Examination in Laryngology

Structured Reference Form

(to be read in conjunction with Guidance Notes for Referees and examination Regulations)

Section A — to be completed by Applicant

Examination Edition (year)

Applicant’s Last Name

Other Names in full

Date of Birth (day/month/year)

Home Address

Postcode

Section B

Referee’s Name

Position

Years of experience as a qualified
ORL-HNS surgeon

Hospital Address

Post Code

Telephone

Mobile

E-mail

Please tick relevant box(s)

[] Hospital Director

[] Head of Department

O Supervising Consultant

[ senior colleague in department
[ senior colleague other centre

Please tick boxes for confirmation

| hereby certified that the applicant is:

[] a qualified ENT-HN surgeon

[ a practitioner with a (partial) focus on laryngology

[] has practiced laryngology for two years or more

[] practices surgery in laryngology independently

[ is of good standing in the local/national medical community




Confirmation

[] 1 confirm that | as a referee am a qualified ENT-HN surgeon.
[ 1 confirm that I have direct knowledge of the applicant’s current clinical practice within the last 2 years.

] 1 confirm that | have examined the applicant’s logbook and CV and found it accurately reflect the clinical and
operative experience of the candidate.

[ 1 accept that | have a responsibility to the profession and confirm that the information contained in this reference is
true and accurate and referenced to Good Medical Practice.

[ 1 confirm that, to the best of my knowledge, the information I have given in this structured reference is true and
accurate. | understand that it will be used by the European Laryngology Examination Board in its evaluation of this
doctor’s application for entry to the post-doctoral European Board Examination in Laryngology.

Date:

Name:

Designation:

Signature:

It is the applicant’s responsibility to ensure that both references are uploaded at the time of online application.
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