
 

 

Balkan Association of Orthodontic 
Specialists (BAOS) 

	
	
	

APPLICATION	FOR	INDIVIDUAL	MEMBERSHIP		
WITH	THE	

BALKAN	ASSOCIATION	OF	ORTHODONTIC	SPECIALISTS	(BAOS)	
	
	
	
I,	……………………………………………………………………………..….………………..,	orthodontic	specialist	and	

member	 of	 the	 ……………………………………………………………………………..….………………..,	 located	 in	

……………………………………………………………………………..….………………..,	hereby	apply	for		

§ active		 	 �		
§ associate		 �		
§ provisional		 �		

membership	with	the	Balkan	Association	of	Orthodontic	Specialists.	
	
I	read	carefully	the	Bylaws	of	BAOS	and	I	fully	understand	that	these	Bylaws	impose	a	number	
of	 responsibilities	 and	 privileges,	 including	 the	 right	 to	 hold	 office	 and	 vote,	 and	 that	
membership,	 if	 granted,	 can	 be	 withdrawn	 by	 the	 Balkan	 Association	 of	 Orthodontic	
Specialists.		
	
By	my	signature	below,	I,	…………………………………………………………………………….	acknowledge	my	
obligation	to	comply	with	the	purpose	and	objectives	of	the	Balkan	Association	of	Orthodontic	
Specialists	(BAOS)	and	I	confirm	that:	

§ I	am	a	qualified	orthodontic	specialist,	recognized	by	governing	law,	and/or	national	
association	bylaws,	within	my	country	of	residence.	

§ I	have	to	financially	support	the	activities	of	the	Association	by	an	Annual	Membership	
Fee.	

	
In	addition,	I	hereby	declare	that:	(a)	I	accept	my	personal	data	to	be	included	in	the	member	
list	of	BAOS	and	if	necessary	to	be	displayed	on	the	BAOS's	website	for	information	purposes	
and	(b)	I	wish	BAOS	to	communicate	with	me	electronically.	
	
Finally,	I	understand	that	the	final	decision	on	my	application	for	membership	will	be	taken	by	
the	Executive	Committee	of	the	Balkan	Association	of	Orthodontic	Specialists	(BAOS).	
	
	
	
Signature:	 	 	 	 …………………………………………………………..………………………………….	
	
Name:		 	 	 	 …………………………………………………………..………………………………….	
	
Date:		 	 	 	 …………………………………………………………..………………………………….	
	 	



 
	
	
	
Contact	details	of	the	applicant	

Surname:		 	 	 	 …………………………………………………………..………………………………….	

First	name:		 	 	 	 …………………………………………………………..………………………………….	

Mailing	Address:		 	 …………………………………………………………..………………………………….	

City:		 	 	 	 …………………………………………………………..………………………………….	

Zip/Postal	Code:		 	 …………………………………………………………..………………………………….	

Country:	 	 	 	 …………………………………………………………..………………………………….	

Tel:		 	 	 	 …………………………………………………………..………………………………….		

Fax:	 	 	 	 …………………………………………………………..………………………………….		

E-mail:		 	 	 	 …………………………………………………………..………………………………….	

	

Education	

Undergraduate	Studies	in	Dentistry		

University:		 	 	 	 …………………………………………………………..………………………………….	

Country:	 	 	 	 …………………………………………………………..………………………………….	

Duration	of	studies	(years	or	semesters;	from,	to):	……………………………..………..………………………………….	

Date	of	graduation:		 	 …………………………………………………………..………………………………….	

	

Postgraduate	Studies	in	Orthodontics		

University:		 	 	 	 …………………………………………………………..………………………………….	

Country:	 	 	 	 …………………………………………………………..………………………………….	

Duration	of	studies	(years	or	semesters;	from,	to):	……………………………..………..………………………………….	

Date	of	graduation:		 	 …………………………………………………………..………………………………….	

	

Title	of	Specialty	in	Orthodontics	

Number	and	date	of	the	certificate:	………………………………….………..………..………………………………….	

	
	
	
	
	
*This	form	along	with	the	corresponding	documents	must	be	sent	to	the	Honorary	Secretary	of	
BAOS,	Dr.	Athina	Chatzigianni	at:	Dept.	of	Orthodontics,	School	of	Dentistry,	Aristotle	University	
of	Thessaloniki,	54124	Thessaloniki,	Greece,	achatzigianni@dent.auth.gr.		


