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APPLICANT'S INFORMATION: (please print legibly) 
NAME:  	
DOB: 	 	 	 	 	 	 	 
GENDER: 
ADDRESS LINE 1: 
ADDRESS LINE 2: 
CITY: 
STATE: 
ZIP CODE: 
HOME/CELL PHONE NUMBER: 
WORK PHONE NUMBER: 
BEST EMAIL FOR FUTURE CONTACT: 
 
WERE YOU EVER KNOWN TO ANY SCHOOL, EMPLOYER, AGENCY, OR REFERENCE BY ANOTHER NAME? 
*IF YES, INDICATE WHAT NAME: 
 
PRESENT DENTAL ASSISTING STATUS: 
ARE YOU CERTIFIED BY DANB (DENTAL ASSISTING NATIONAL BOARD)? (SEND IN COPY OF CERTIFICATION IF SO)
*IF YES, WHAT YEAR DID YOU TAKE THE DANB EXAM? 
*IF NO, HAVE YOU PASSED ANY SECTIONS OF THE DANB EXAMS BELOW, AND IF SO, WHEN? 
GENERAL CHAIRSIDE ASSISTING: 
INFECTION CONTROL (ICE): 
DENTAL RADIOGRAPHY EXAM: 
 
HAVE YOU PASSED THE NYS DENTAL ASSISTING EXAM? 
HAVE YOU APPLIED TO NYS FOR LICENSURE AS A NYS REGISTERED DENTAL ASSISTANT? 
*IF YES, WHAT WAS THEIR RESPONSE AND/OR WHAT AREAS WERE YOU DETERMINED TO BE DEFICIENT IN? 
IS YOUR CPR CERTIFICATION CURRENT? (IF NOT, PLEASE GET CURRENT)
*IF YES, DATE OF LAST COURSE/RENEWAL: 
 
 
  
DO YOU HAVE A DENTIST THAT IS WILLING TO FUNCTION AS YOUR PRIMARY PRECEPTOR FOR THE DURATION OF THE PROGRAM? 
DENTIST NAME: 
TYPE OF DENTAL PRACTICE/SPECIALTY: 
ADDRESS LINE 1: 
ADDRESS LINE 2: 
CITY: 
STATE: 
ZIP CODE: 
OFFICE PHONE NUMBER: 
OFFICE/DENTIST EMAIL: 
 
*WHICH TIER LEVEL DO YOU PRESENTLY THINK YOU QUALIFY FOR? (See www.cdamp.net for breakdown of tiers) 
 
EDUCATIONAL INFORMATION: (SEND IN ANY DOCUMENTATION WITH THIS APPLICATION)
HIGHEST LEVEL OF COMPLETED EDUCATION: 
NAME AND LOCATION OF HIGH SCHOOL AND EXACT GRADUATION DATE: 
COLLEGE/UNIVERSITY ATTENDED-MAJOR/FOCUS-CREDIT HOURS: 
1.) 
2.) 
3.) 
 
FORMAL DENTAL EDUCATION PROGRAMS ATTENDED 
(ASSISTING/HYGIENE/ETC.), WHAT COURSES/HOURS/YEARS COMPLETED: (IF APPLICABLE) (SEND IN ANY DOCUMENTATION IF SO)
1.) 
2.) 
3.)  
 


CONTINUING DENTAL EDUCATION COURSES ATTENDED: (IF APPLICABLE) 
1.) 
2.) 
3.) 
 DENTAL/MEDICAL RELATED WORK EXPERIENCE: 
APPROXIMATELY HOW MANY TOTAL HOURS OR YEARS OF DENTAL WORK EXPERIENCE DO YOU HAVE? (THERE ARE APPROXIMATELY 1750 HOURS IN A YEAR) 
PRESENT OR MOST RECENT DENTAL PRACTICE INFORMATION: 
DENTIST/OFFICE NAME: 
TYPE OF DENTAL PRACTICE: 
ADDRESS LINE 1: 
ADDRESS LINE 2: 
CITY: 
STATE: 
ZIP CODE: 
OFFICE PHONE: 
OFFICE EMAIL: 
YOUR POSITION HELD AT THIS OFFICE: 
HOURS/YEARS WORKED: (THERE ARE APPROXIMATELY 1750 HOURS IN A YEAR): 
PREVIOUS DENTAL/MEDICAL EXPERIENCE: 
DOCTOR/OFFICE NAME: 
TYPE OF PRACTICE: 
ADDRESS LINE 1: 
ADDRESS LINE 2: 
CITY: 
STATE: 
ZIP CODE: 
OFFICE EMAIL: 
POSITION HELD: 
HOURS/YEARS WORKED: 

PLEASE LIST ANY ADDITIONAL PREVIOUS DENTAL/MEDICAL RELATED EXPERIENCE BELOW, INCLUDE AS MUCH INFORMATION AS POSSIBLE: 
1.)

2.)  
  
DO YOU HAVE ANY CURRENT PROFESSIONAL LICENSES AND ASSOCIATIONS?  PLEASE LIST BELOW: (PLEASE SUBMIT A COPY WITH THIS APPLICATION IF SO)
1.) 

2.) 

TELL US A LITTLE BIT ABOUT YOURSELF; FAMILY, PETS, INTERESTS OUTSIDE OF WORK, ETC….













 
 
	**BY SUBMITTING THIS FORM, I CERTIFY THAT ANSWERS GIVEN HEREIN ARE TRUE AND

	COMPLETE TO THE BEST OF MY KNOWLEDGE. **
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