
E.A.P.D. European Academy of Paediatric Dentistry

Application Form for Membership Date of Application .......- .......- 20...

Last Name........................................................................................ First Names............................................................................

Title ................................................................................................. Sex: Male Female

Address ................................................................................................................. Degrees .............................................................

..........................................................................................................................................................................................................

................................................................................................................Telephone (Office) ...........................................................

Country Postal Code.....................................(Home) .............................................

Fax .............................................

Details of Specialist Practice:

Please designate the distribution that best describes your work

University: Yes   No Percentage of time at University .......... %

Didactic Teaching .......... % Research .......... % Clinical .......... %

Academic Status .........................................................or Postgraduate Student Yes

Hospital: Yes   No Percentage of tirne at Hospital .......... %

Hospital Teaching .......... % Research .......... % Clinical .......... %

Practice: Yes   No Percentage of time in Practice .......... %

Type: Principal Associate Other

Public Health: Yes   No Percentage of time as Public Health Dental Officer .......... %

Clinic .......... % Administration .......... % Research .......... %

Areas of Special Clinical Interest ....................................................................................................................................................

..........................................................................................................................................................................................................

Areas of Research Interest ..............................................................................................................................................................

..........................................................................................................................................................................................................
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SPECIALTY TRAINING IN PAEDIATRIC DENTISTRY

Please give details of the training you have received in Paediatric Dentistry. Specifically please give the dates of
attendance for the program you have completed. Please attach a copy of the certificate/diploma/degree qualifying you as
a specialist in Paediatric Dentistry in your country.

Training Program: .....................................................................................................................................................................

dates attended ....................................... to ........................................

Any Other Courses in Paediatric Dentistry Attended: ............................................................................................................

......................................................................................................................................................................................................

......................................................................................................................................................................................................

CERTIFICATE or ACCREDITATION IN PAEDIATRIC DENTISTRY

date awarded .............................................. by whom ........................................

This application must be supported by two ACTIVE members of the European Academy of Paediatric Dentistry. Please
have two members counter sign below to support your membership application. The completed form should then be
given to the Counsellor for your country who should also endorse it and forward it to the Secretary. You may also send
it directly to the Secretary.

Signature: Signature:

Member ............................................................................ Member ............................................................................................
(please print)

Send this pplication form to: Professor M.E.J. Curzon
Department of Paediatric Dentistry
Leeds Dental Institute
Clarendon Way, Leeds, LS2 9LU

Include with this application form the following:
1. Copy of your diploma/degree/accreditation certificate from your training program in Paediatric Dentistry .
2. Brief curriculum vitae, nor more than two pages.

Signature of applicant: Date: ...........................................................
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A la atención del Presidente de la Sociedad Española de Odontopediatría

DATOS PERSONALES

NOMBRE ....................................................... APELLIDOS......................................................................................................

CENTRO: ......................................................................................................................................................................................

C.P.: .................................................... CIUDAD: .........................................................................................................................

PROVINCIA: ............................................................................ PAÍS: ..........................................................................................

TELF.: ...................................................... MÓVIL: ..................................................... FAX: .......................................................

EMAIL: ................................................................................ WEB: ..............................................................................................

DNI: ........................................................ COLEGIADO EN: .........................................................................................................

� No acepto que mis datos se publiquen en el directorio de la página web de la SEOP

DOMICILIACIÓN BANCARIA DE LOS RECIBOS ANUALES

Por la presente solicito ser admitido como miembro ordinario en la
Sociedad Española de Odontopediatría

Fecha Firma

ENVIAR A:
Sercretaría Técnica de la SEOP. Bruc, 28, 2º-2ª - 08010 Barcelona

Telf.: 650 424 355 - Fax: 922 654 333 e-mail: secretaria@odontologiapediatrica.com

Sociedad Española
de Odontopediatría

Residentes en España

ENTIDAD ............................. OFICINA .......................... DC ................................ CUENTA ....................................................

No residentes

TRANSFERENCIA BANCARIA A LA CUENTA DE LA SEOP

SOLICITUD DE ADMISIÓN
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�

DIRECCIÓN Y TELÉFONO DE CONTACTO: .........................................................................................................................

Firmado en a de 2008

NOMBRE: ................................................................................................................................................................................

1.er APELLIDO.................................................................. FECHA NACIMIENTO .................................................................

2.º APELLIDO ................................................................. DNI o CIF: ....................................................................................

DIRECCIÓN PARTICULAR: ....................................................................................................................................................

CÓDIGO ................................... CIUDAD ...............................................................TELF. ...................................................

DIRECCIÓN: ...........................................................................................................................................................................

CÓDIGO ................................... CIUDAD ...............................................................TELF. ...................................................

CARGO QUE DESEMPEÑA: ...................................................................................................................................................

¿QUÉ TANTO POR CIENTO DE SU PRÁCTICA DIARIA DEDICA A LA ACTIVIDAD PÚBLICA?...........................................

COLEGIADO: .............................................................................................................................. N.º .....................................

DIRECCIÓN CLÍNICA 1ª: .......................................................................................................................................................

CÓDIGO ................................... CIUDAD ...............................................................TELF. ...................................................

DIRECCIÓN CLÍNICA 2ª: .......................................................................................................................................................

CÓDIGO ................................... CIUDAD ...............................................................TELF. ...................................................

¿QUÉ TANTO POR CIENTO DE SU PRÁCTICA DIARIA DEDICA A LA ODONTOPEDIATRÍA? ............................................

FECHA Y LUGAR DONDE TERMINÓ SUS ESTUDIOS DENTALES: ....................................................................................

.................................................................................................................................................................................................

TÍTULO OBTENIDO MÁS ALTO: ...........................................................................................................................................

RECIBIÓ ENTRENAMIENTO EN LAS ESPECIALIDADES DENTALES

DE: ....................................... LUGAR: ........................................................................AÑOS: ....................................

DE: ....................................... LUGAR: ........................................................................AÑOS: ....................................

OTROS: .........................................................................................................................................................................

NOMBRE DEL BANCO: ..........................................................................................................................................................

DIRECCIÓN DE LA SUCURSAL: ............................................................................................................................................

N.º DE CUENTA: .....................................................................................................................................................................

CUOTA: 69 €

DATOS PERSONALES

PRÁCTICA PÚBLICA

PRÁCTICA PRIVADA

CURRÍCULUM

DATOS BANCARIOS
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