THE ROYAL COLLEGE OF SURGEONS OF EDINBURGH – FACULTY OF DENTAL SURGERY

APPOINTMENT OF EXAMINERS – REFEREES FORM

PLEASE COMPLETE AND RETURN

DETAILS OF APPLICANT – MEMBERSHIP IN IMPLANT DENTISTRY
	APPLICANTS DETAILS

	Surname:    


First names: 


Title:    

Email address:   
	Contact address:



Post code:   



	PERSONAL DETAILS OF REFEREE 

	Surname:    

First names:  

Title:  

Telephone:   

Email address: 
	Contact address:


Post code:    




For the Referee: Please complete the following sections in TYPE in as much detail as possible.
	In what capacity do you know the applicant:







	Comments on suitability of candidate to join Faculty of Examiners

	Teaching experience / Skills






	Examining / Assessing experience / skills





	Other relevant experience / skills





I confirm that I support the above applicant’s application to join the Faculty of examiners.

Signed:						Date:

PLEASE ENSURE THAT SIGNATURES ARE INK OR ELECTRONIC.  ANY FORM WITHOUT A SIGNATURE OR WITH A TYPED SIGNATURE WILL NOT BE ACCEPTED.


Please return your completed and signed referee form to the applicant’s address provided at the top of the document. 
	For official use:

	Date Received
          /          /
	Date Acknowledged
         /          /
	Criteria Met  Yes / No

	Date submitted to SAB
          /          /
	Date submitted to DC
          /          /
	Approved Yes/No



