States that grant limited license to international Dentist

Minnesota (MN)

Minnesota law allows internationally-educated dental graduates to apply for
Minnesota licensure without additional education. There are no formal rules
for the request for licensure process. The Board will review application
materials on a case-by-case basis. Limited License: Graduates of non-
accredited dental programs, who pass the clinical licensure examination and
meet all other requirements, may obtain a three-year “limited general dentist
license” permitting them to practice under general supervision pursuant to a
written agreement with a Minnesota-licensed dentist. At the conclusion of
three years, the board will grant an unlimited license without further
restrictions if all supervising dentists who had entered into an agreement with
the limited licensee recommend unlimited licensure and if no corrective or
disciplinary actions have been taken by the Board against the limited licensee.

Ohio (OH)

Applicant must send a certified attestation, acceptable to the Board, from the
faculty of an accredited dental college, that she/he completed a laboratory
examination and clinical training in all phases of general dentistry, and that
she/he possesses clinical skills at least equal to the graduates of that school.
Since the vast majority of American dental schools do not offer a laboratory
examination, and the laboratory examinations that are offered may not be
accepted by the Ohio Board, it is recommended that the applicant enroll in a
two-year program in an accredited dental school that includes clinical training,
and which is commensurate with the final two years of dental school.




Massachusetts (MA)

Dental Limited License Registration: Applicants for licensure by applicants
who have graduated from a non ADA accredited program may request limited
license registration to provide dental services in a specific hospital, school, or
government clinic which will sponsor the applicant. Practice in a private office
is not permitted. Limited licensees must work under the supervision of a
specified Massachusetts licensed dentist. Limited licenses are valid for one
year and may be renewed for up to five years. To extend the license beyond
the five year period the applicant is required to pass the examination
administered by the North East Regional Examining Board (NERB). Faculty
Practice Registration: When a foreign trained dentist has been appointed to the
Faculty at a dental school he or she may apply for a faculty limited license.
Faculty licenses are renewed on a yearly basis but unlike the limited license
can be renewed indefinitely. As with limited licensees, faculty practice
applicants are limited to a hospital, school, or clinic setting.

South Dakota (SD)

Must submit certification from an accredited dental school stating that the
applicant has been tested and received whatever training necessary for the
school to certify, in writing, that the applicant is equal in knowledge and
ability to a graduate of an accredited dental school in the United States or
Canada within the five years preceding the date of application.

Vermont (VT)

Must submit evidence of successful completion of a minimum of one year of
study in a school of dentistry accredited by the Commission on Dental
Accreditation of the American Dental Association, resulting in the awarding
of a dental degree (D.D.S. or D.M.D.) by that institution.




Wisconsin (WI)

Must submit to the board evidence of graduation from a foreign dental school
and evidence of the successful completion of an ADAaccredited postgraduate
program in advance education in general dentistry (AEGD) or a general
practice residency (GPR). The program can be either one or two years in
length. Completion of a minimum of two years in an accredited dental
program that results in a DDS or DMD is also accepted.




The Commonwealth of Massachusetts
Division of Health Professions Licensure
Board of Registration in Dentistry
239 Causeway Street, 5th floor, Suite 500
Boston, MA 02114
(617) 973-0971
www.mass.gov/dph/boards/dn

INITIAL (FIRST-TIME) DENTAL INTERN LIMITED

LICENSE APPLICATION INSTRUCTIONS
(See 234 CMR 4,05 I-Zl'fccliw.f August 20, 2010)

A Dental Intern Limited License allows you to perform all the duties of a dentist but only in a
specifically named prison. hospital. school. or public clinic under the supervision of a dentist
registered in accordance with MLGLL. Chapter 112, Section 45, Practice in a private office is not
permitied. Dental Intern Limited Licenses are valid for one (1) year from date of issue

Please Note: A licensee who has been initially issued a limited dental intern license by the Board
pursuant to M. G, L. ¢. 112§ 45A may apply to the Board annually to renew hisfher limited
license(s) for a maximum of five one-year periods, except that said licensee may. upon _
permission of the Board. take the NERB Clinieal Examination in Dentistry (CED) or suceessor
examination required by the Board. A limited license dental intern who successfully completes
and passes the NERB /CED may therealier apply to the Board annually to renew his/her license
1o practice dentistry in the Commonwealth in settings specified in MG L e 11208 45A and in
compliance with 234 CMR 8.02(2).

I'he Board may approve a limited license provided the [ollowing documentation is received.

= Anaceurate, complete, and signed application including CORI request form.

= Applicant must have secured employ ment before apply ing for the license.

= Payment of a non-refundable licensing fee

*  Proof satisfactory to the Board that the applicant has received a diploma in dentistry.
Graduates of non-CODA or foreign dental schools shall submit an original transcript. with
college seal that indicates the date of issuance of a dental diploma from a reputable dental
college. I the rranseript is not in Lnglish, the applicant shall provide a certilied translated
copy of the original dental college transeript demonstrating the applicant received a dentaf
degree from a repuiable dental college. ‘

= Docmmentation demeonstrating cusrent certilication in American Red Cross Cardiopulmonary
Resuscitation’ Automated Lxternal Defibrillation for the Professional Rescuer (CPRAALED) or
current certification in the American Heart Association Basic Life Support for Healtheare
Providers (BLS).

= If the applicant has graduated from a dental school where the language of written or oral
instruction (including textbooks) or both. is in a language other than English. the applicant
shall submit documentation satisfactory to the Board that the applicant has achicved a
minimum score on TOLFL or IELTS.
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= A physician’s statement that is the result of an examination. condueted within six months of
the date ol application, attesting to the health of the applicant and reporting impatrments
which may altect the applicant’s ability to practice dentistry.

o Certified letters of standing from all jurisdictions in which the applicant has ever been issued
a license to practice dentistry attesting to the standing of hisfher license, including report of
any past or pending disciplinary action. or any pending complaings against the applicant.

« A practice history, if applicable.

= Anoriginal report from the National Practitioner Data Bank (NPDB) Seli-query.

* A statement disclosing any disciplinary action, civil and/or criminal action taken against the
applicant at any time prior o the date of application. with supporting documentation as may
be required by the Board.

= Proof satisfactory to the Board of good moral character.

»  Successful completion of the Massachuseus Dental LEthies and Jurisprudence Examination.
Email the Board it dentistrs .admin ¢ stateana.us 1o request a copy of the exam.

*  Altach a passport-size photograph in color (2x2) to application where indicated. See
hip: wavelstate.gov passportégnide composition/composition 87-Lhiml

s Anaffidavit. signed under pains and penalties of perjury, and witnessed by a Notary Public.

PLEASE NOTE:

~ Incomplete applications will delay license processing,

~  Please retain a copy of all application materials lor your records.

~ Upon board approval. a certificate and a license number will be issued in your
name and sent to your supervising dentist. Confirmation of your license number
will be available under ~Online services/Check a License™ on our website
wun,mass.gov dph boards dn as soon as the Board approves the license.

~ See other public health sites. clinics. faculty. and/or cducational opportunitics

Hospitals www . nahospitaleareers.com
Community Health Ceaters www.massleague.org
Massachusetts Department of Corrections www.mass. gov/doc
Harvard University School of Dental Medicine www. hsdm.harvard.cdu
Boston University Goldman School of Dental Medicine www. bu.edufdental!
Tufts University School of Dental Medicine www lufts.edu dental
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The Commonwealth of Massachusetts
Division of Health Professions Licensure
Board of Registration in Dentistry
239 Causeway Street, 5th Floor, Suite 500
Boston, MA 02114
(617) 973-0971
www.mass.gov/dph/boards/dn

BOARD USE ONLY
Receipt #
Fee: .

Jurisprudence:  Pass Fail

APPLICATION
INITIAL(FIRST- TIME) DENTAL INTERN LIMITED LICENSE

LAPPHICAN T NAR
(I ast) (lirst) (Middle)

2oMAIEN NN OHER NANI

3.ADDRISS OF Ri ORI
(No.) (Street) (Apt ) (City or Jown) (State or Country)  (Zip Code)

Note: The address of record nany be home or business and is. by law. public information,
I MosT RGN PREYIOLUS ADDRESS

5 L PHONE NUABER AND TN ADDRESST Days Cell:

I mail Address

0. -y Cotor.
Date of Birth (mm dd vyyy) Place of Bicth (city state country )

HiGieg: Jeet Inches Wiion: Lbs, MO RS MAIDEN NAMD

7. SoCiAl SECLREEY NU A R (SSN) (disclosure is mandatory):

Pursuant to MLGLT, ¢. 62C. s, 47A, the Division of Health Prafessions | icensure is required 1o obtain your
SSN and forward it to the Massachusetts Department ol Revenue. The Department of Revenue will use
your SSN to ascertain whether or not you are in complisnce with Massachusetts tax aws (M.G 1. ¢. 62C, s,
47A) and child support laws (MLGLL. ¢ T19A,5.16).
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N "~ EDUCATION

8. GrRADU AR O
Name of Dental School
City State Provinee Postal Code Country

9. DA DAl DEGrREE CONPLRRED Dail DGRt
MM DD YYYY

ALL APPLICANTS MUST ATTACH:

AN OFFLICIAL FRANSCRIPT OF ORIGINAL DFGREF OR L ETTER FROMYOU R DENTAL SCHOOL INCLUDING
DATE (MONTIL, DAY, YEAR) OF GRADBUATION AND DEGREE CONFERREDS AND,

IF APPLICABL b, AN ACAREMIC CREDENTLALS EVALU AHION N ENGLISIL

VERIFICATION OF OTHER LICENSES/BOARD REGISTRATIONS

10, LISTBEFOW A1 PROVESSIONAS PICERSTS ORREGISER VEIONS== INCTUDING PROTSSIONS OFHER THAN
DENFISTRY WHE LHER OR NOT YOU TAVE PRACTICEDUSNDER FIEAT FICTRSEOR REGISTRATION,

NotE: Applicants must obtain official verification of cach prelessional license or registration
from cach state or jurisdiction and submit it with this application,

) 100 SNOTCURRENTLY HOLD AND HAVE NEVER BELD A PROVESSIONAL VICENSE OR CERIINCATION
INANY STATE ORJURISDIC TION

[ J TCtRRESTEY HOLD ANDIHAYE A PROEFFSSIONAL 1 HCENSF OR RFGISTRATION AS FOILOWS

- LR 4

suing Jurisdiction Prolession License Certification Number
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PRACTICE LOCATION(S)

L1 (A NAME OF SPONSORING INSTIIU THION CHINIC
ADDRISS

PrHoNT & PRACLHIC) 1O B Gl
MM DD.YYYY

SUPERVISING DUaci st NAAY
MASSACHESE T ES DENEAT LICTRSE #DN

[ CERTIFY, UNDER PAINS AND PENALTIES OF PERJURY, TH AT THE INFORMATION | 11 WE PROVIDED
PURSUANT TO TINS \PPLICATION FOR LICENSURE 1S TRUTHEUL AXND 1CCURITE,

SUPERVISING IR NTIST SIGNATL RE

L1 B O RANIAD D PRACHICE LOCYTIONS
ADDRISS

ProNg & Prac ticE §O B Gise
MMDDYYYY

SUPERVISING DT NTIST NANY
MASSACHUSEEPS DErei A LacErsl DN

T CERTIFY, UNDER P UNS AND PEN ALTIES OF PERJCRY, 1 AT THE INFORN\TION ITVE PROVIDED
PURSUEANT TO THIS APPLIC UTION FOR LICENSURE IS TRUTHEFUL AND (CCURTE.

SUPHRVISING DI HEIST Sl v TR

CLGCYL OB R ALTIENTED PRACTICT TOCATIONS

AoDIIESS

PrioNg PRACICE TO BEGIN
MMDD.YYYY

St PERVISING DENTIS§ N
M ASSACTIESE EES DENTAL LICHNSE #DN

T CERTIFY, UNDER P AUNS OND PENALTIES OF PERJURY, TH (T THE INFORMATION T 1w EPROVIDED
PURSU INT TO TIIS APPLIC CTION FOR LICENSURE 1S TRETHEFUL AND 1(CCURITE

SUPTRVISING DER ST Sloreagt i
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ATTESTATION OF COMPLIANCE WITH 234 CMR 4.05 (5)EDUCATION REQUIREMENTS

12, CHUOR BRI ARPEICABE L BOX BULOW, FHEN SIGS PO INDICATT YOUR CERTIFICATION OF THE CHECRLED
STATEAEME, THE SIGNARURDE OF THE SUPLRVISENG DUNTIST IS ATSO REQUIRED ON LIS PAGE .

03 [ eentify. under paing and penalties of perjury that [ have completed or shall complete. within

one year of the date of initial licensure. all of the following continuing education units (CEUSs):

A minimum of 3 CEUs in CDC Guidelines:

A minimum of 3 CEUs in OSIHA Standards a1 29 CFR:

A minimum ol 6 CEL s in treatment planning and diagnosis:
A minimum of 3 CEUs in record-keeping:

A minmum of 2 CEUs in risk management: and

A minimum of 3 CEUs in pharmacology with emphasis on preseription writing:

OR

) Feertily, under paing and penalties of petjury that |am enrolled in a CODA-aceredited dental

school academic program that includes all arcas of study listed above,

NANE OF SCHE)

REQUIRED SIGNATURES:

SIGN AT RE OF APPEIC AN

SIGN VT RE OF SUPEFRYISING DENIIST AS WHENISS TO AIPEICANT S ATTESEAbioN

Rev 02/16
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GooD MORAL CHARACTER QUESTIONS

IF YOU ANSWER "YES" 10 ANY OF FIE FOLLOWING OUESTIONS PEEASF ATTACIH A SEPARATE SHEE Y
FXPEAINING THE CIRCUMSUANCES, ALSO PROVIDE ALL REVEVANT CERUTFIED DOCUMEN A TON
(POLICE REPORLS, COURD RECORDS, DISCIPLINARY ACHTON RFPORIS, F1C.) INCLLDING FINAL
MISPOSHTON OF 1IF MATIER, )

13, Have you ever applied for and been denied a professional license in the United States
ot any country or foreign jurisdiction? '

Yes {1 No 3

4. Has any licensing or certification board. government authority. hospital or health
care facility or professional medical association located in the United States or any
country or foreign jurisdiction taken any disciplinary action against you?

Yes O No 3

15. Arc you the subject of pending disciplinary actions by any licensing or certification
board. government authority. hospital or health care facility or professional medical
association located in the United States or any country or foreign jurisdiction?

Yes [1 No 7]

16. Ttave you ever voluntarily surrendered any professional license or board certification
in the United States or any country or foreign jurisdiction?

Yes [T No i

17. Have you ever been arrested. charged. arraigned. indicted. prosecuted. convicted or
been the subject of any eriminal investigation or any court proceeding in relation to any
criminal violation”? Do not report minor vielations for which a fine of $100 or less was
imposcd.

Yes [1 No dd
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' ' RELEASE '

1 hereby authorize all hospitals, institutions, eredentialing agencies, organizations, personal physicians,
cemployers (past and present). business and dental associates {past and present), and all government
agencies and entities (local. state, federal, or toreign) 1o release to the Board of Registration in Dentistry
any information, files or records requested by the Board in connection with the processing of my
application. [ further authorize the Board of Registration in Dentistry (o release information contained
m this application in association with its processing.

AFFIDAVIT OF APPLICANT

{0 the best of my knowledge and beliel, 1 have filed all state tax returns and paid all state taxes requived
by state kaw and do not owe child support. Tam aware of my professional obligations under M.G.LL. c.
119 5. 5TA. the reporting of suspected child abuse.

[ understand (hat the Board is certified by the Massachusetts Criminal History Systems Board for aceess to
Criminal Offender Record Information (CORI). including conviction and pending criminal case data. As
an applicant for a license o practice as a limited licensed dentist 1 understand thata CORI cheek may be
condueted by the Board lor conviction and pending criminal case information only and that the CORI
restlts will not necessarity disqualify me,

[ understand that | ant responsible for reading and understandiog the kiws and regalations governing
practice as o limited licensed dentist in Massachusetts and Fhereby agree to comply with such s and
regulations.

\
1 understand that this application for licensure shall be deemed no longer valid i requirements for
licensure as a timited licensed dentist are notmet within one ¢ 1) year from the date of Board reeeipt. Talso
understand that fees are non-refundable and non-transierable.

i certify, under the pains and penalties of perjury. that the information 1 have provided pursuant 1o this
application for licensure is truthiul and accurate T understand thatany failure 1o provide truthful and
aceurate information in connection with this application for licensure may be grounds for the Board of
Registration in Dentistry (o deny issuance of a license: 1o suspend or revoke a license issued to me: and
to demy rencwal of a license issued 10 me, all in accordance with Massachusetts lav

To be completed, signed and witnessed by the applicant and a Notary Public.

APPLICANT SIGN AT RE DAt

PrIS TN AN
Attach o receat color

27 27 passport-sized
hoto

NOPARY PUBIC N e
NOTARY PUBLIC COMMISSION EXPIRIS! (Seal or Stamp]

SUBMIL A NONREFUNDABLE AND NONTRANSFFRABLE FEE FOR $90 (CHFCK OR MONEY ORDER ) PAYABLE
1O THE COMMONWEFALTH OF MASSACHLSETES
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The Commonwealth of Massachusetts
Division of Health Professions Licensure
Board of Registration in Dentistry
239 Causeway Street,5™ Floor, Suite 500
Boston, MA 02114
(617) 973-0971

www.mass.gov/dph/boards/dn

CRIMINAL OFFENDER RECORD INFORMATION (CORID
ACKNOWLEDGEMENT FORM

TO BE USED BY ORGANIZATIONS CONDUCTING CORI CHECKS FFOR
FMPLOYMENT. VOLUNEER. SUBCONTRACTOR. LICENSING. AND HOUSING
PURPOSES.

The Board of Registration in Dentistry is registered under the provisions of M.G.L. c¢.
6. § 172 1o reecive CORI for the purpose of screening current and otherwise qualified
license applicants and currest licensees.

As a prospective or current license applicant or current licensee. | understand that a
CORI cheek will be submitted for my personal information to the Department of
Criminal Justice Information Systems (DCIS). [ hereby acknowledge and provide
pesmission (o the Board of Registration in Dentistry to submit a CORI check for my
information to the DCHS. T'his authorization is valid for one year [rom the date ol my
signature. | may withdraw this authorization at any time by providing written notice of
my intent Lo withdraw consent to a CORI check.

FOR EMPLOYMENT. VOLUNTEFER, AND LICENSING PURPOSIES ONLY:

The Board of Registration in Dentistry may conduet subsequent CORT cheeks within
one year of the date this Form was signed by me provided. however. that Board of
Registration in Dentistry must first provide me with written notice of this check.

By signing below. I provide my consent to a CORI check and acknowledge that the
information provided on Page 2 ol this Acknowledgement Form is true and accurate.

SIGNATURE

DATI
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NOTE: The Board of Registration in Dentistry cannot aceept this form unless it is cither
(1) signed in person at the Board's offices in the presence of a DHPL employee who has
verilied the applicant's identity through aceeptable identification. or (2) signed in the
presence of a notary public who has likewise verified identity and then mailed or hand-
delivered to the Board's offices at the address set forth above.

CRIMINAL OFFENDER RECORD INFORMATION (CORD
ACKNOWLEDGEMENT FORM

SUBJECT INFORMATION: (An asterisk (*) denotes a required ficld)

#]ast Name *irst Name Middle Name Suffix

Maiden Name (or other name(s) by which you have been known)

*ate of Birth Place of Birth

*[Last Six Digits of Your Social Security Number: -

Sex: Height:  fi. in. Lye Color Race:
Driver's [icense or 11> Number: State of Issue:
Mother's Full Name (Mother's Maiden Name) IFather's Full Name

Current and Former Addresses:

Street Number & Name City Town State Zip
Street Number & Name Cin Town Staie Zip

The above information was verilied by reviewing the following formis) of government-
issucd identification:

Rev 0216 Page 10 0¢ 12




VERIFIED BY:
Name of Verifying DHPL Employee (Please Print)

Signature of Verifving DIPIL Employee OR Notary Public

NOTARY NAMI ¢

CONMISSION FXPIRES:

Riv §2/16

ON
Date

[Scal or stamp|
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MENT CHECGKLIST

Your upplication cammor be processed withow all of the follinving.

Attachment 1: Licensing Fee - Personal or business check or money order made payvable to the
Commonwcalth of’ Massachusetts for $90.00. Cash is not aceepted. All Jees are non-refundable
and non-transferable. Do not staple cheek or money order to the application,

Attachment 2: Proof of Graduation from a Dental School - Provide an official transeript or
letter from your dental school including date of graduation and degree conferred. and translated
into Lnglish. it necessary. Photocopies will not be aceepted. Diplomas will not be aceepted.

Attachment 3: English Language Proficieney - 11 your dental degree is from a school where
instruction (written or oral) was in a language other than English, documentation of a minimum
score on the TOL)M or the academic format 111 TS must be attached.

Test of English as a Foreign Langaage (1OFL)
90 (internet-based) OR 377 (paper-based)
OR
Academic Format International English Language Testing System (11:1.18) 7.0
Attachment 4: Physician’s Statement - Signed statement on physician’s stationery certifving
that the candidate has been examined within 6 months prior o the date ot application and is
deemed tit 1o practice dentisiry.

Attichment 3;: Docamentation of Carreot CPR/AED for the Professional Rescucer or
Current BLS Certification

Attachment 6: Massachusetts Dental Ethies and Jurisprudence Exam—Answer sheet only.

IF APPLICABLE

Attachment 7: Letters of Standing  Verification of Professional Licensure from each state or.
jurisdiction in which you hold or have ever held a license must be included in the application. The
letter of verification of licensure must include the current status of the license. license aumber. the
official scal of the jurisdiction’s licensing Board, and any disciplinary actions taken. A photocopy
ol a license 1s not aceeptable.

Attachment 8: Practice History - I you have ever practiced dentistry in another jurisdiction or
state. please include an up-to~date resume or practice history. including employers” contact
information and dates of employment.

Attachment 9: National Practitioner Data Bank Self-Query Report  (If you have ever held a
professionay healtheare ticense in the United States) To request a selt-query report, please contact
the Data Bank at £-800-767-6732 or www.npdb-hipdb.hrsa.gos . The Data Bank will mail the
report 0 you. Only an original report from NPDB will be accepted for this application.
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The Commonwealth of Massachusetts
Division of Health Professions Licensure
Board of Registration in Dentistry
239 Causeway Street, 5" floor, Suite 500
Boston, MA 02114
(617) 973-0971
www.mass.gov/dph/boards/dn

INITIAL (FIRST-TIME) FULL-TIME FACULTY LIMITED

LICENSE APPLICATION INSTRUCTIONS
(See 234 CMR 103 Effective August 20, 2010)

A full- time Faculty Limited License allows a full-time facuily member to perform all the duties of a
dentist but only in a specifically-named hospital. school, public clinic, or prison Private practice is
not permitted at any time  Full-Time Facuity Limited Licenses are valid for exactly one year from
date of issue and may be re-applied for annually The Board may issue a Full- Time Faculty
Limited License provided it receives the following documentation:

*  Anaccurate. complete. and sigued application including CORY report. ‘

*  Payment of a nonrefundable, nontransterable licensing fee,

*  Proofsatistactory (o the Board that the applicant has received a diploma in demistry
Graduates of non-CODA or forcign dental schools shall submit an original transcript.
with college scal that indicates the date of issuimce of a dental diploma from a reputable
dental college. It the trimseript is not in Lnglish. the applicant shall provide a certified
translated copy of the original dental college transeript demonstrating the applicant
received a dental degree from a reputable demtal college.

* A full-time member of facuhy shall submit an original letier with the college scal that
confirms the applicant’s status and dates of appointment as a full-time faculty member. The
application for licensure shall atso include the printed name. signature and ticense number of
the applicant’s supervising dentist. who shill hold a valid license issued by the Board
puesuant o M. G Loco FT20§ 45 and be in good standing with the Board.

*  Docamentation demonstrating current certilication in American Red Cross Cardiopulmonary
Resuseitation Automated [ xternad Delibrillation lor the Professional Rescuer (CPRIAEID) or
current certification in the American Heart Association Basie U ife Support for Healtheare
Providers (BL.S).

= 1t the applicant has graduated from a dental school where the language of written or oral
instruction (including textbooks) or both. is in a language other than English. the applicant
shatl submit documentation satistactory 10 the Board that the applicant bas achicved a
minimum score. as specified by the Board, on a Board-designated test of English proficiency.

A physician’s statement that is the result of an examination. conducted within six months of
the date of application. attesting to the health ol the applicant and reporting impairments
which may affecet the applicant’s ability to practice dentistry.

» [fapplicable. certified letters of standing from all jurisdictions in which the applicant has ever
been issued a license to practice dentistry attesting, to the standing of his‘her license.
including report of any past or pending disciplinary action. or any pending complaints against
the applicant.

* A practice history. if applicable.
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= Anoriginat report from the National Practitioner Data Bank (NPDB) Self-query.

*  Astatement disclosing any disciplinary action. civil and‘or eriminal action taken against the
applicant af any time prior to the date of .1pp’|u.an0n. with supporting documentation as may
be required by the Board,

e Successiul completion of the I\/lass.u.husdls‘I)cm.ll IEthics and Jurisprudence Examination.
Lmail the Board at dentisin admin ¢ stitemaus o request a copy of the exam,

= Attach a passport-size photograph in color (’\") to application where indicated. See
hitp: travelstage.gon passport guide wmpusulmn unnpuxllwn §7 Lhenl

*  Analfidavit. .slgm.d under pains and |‘|Lll.l]llT'.\ ol perjury. and witnessed by a Notary Public,

|

PLEASE NOTE:

# Incomplete applications will delay license processing,

~  Please retain a copy of all application materials lor your records.

~ L pon board approval. a certificate and a/ license number will be issued in your name and
sent to your supervising dentist. Confirmation of your license number will be available
under “Online Services/Check a License™ on our website www.mass.gov/dph/boards/dn
as soon as the Board approves the license.

~ To contact potential employers or dental educational programs or educational
opportunitics

Hospitals www.mahospitaleareers.com

Community Health Centers wivw massleague,org
~ 1 M ’

Massachuscetts Department of Corrections www. mass.eov Jdoc

|
Harmvard University School of Dental Medicine www, hsdm.harvard.cdu

Y .. ; :
Boston University Goldman School of Dental Medicine wwiv,bu.edu/dental’
Tutts University School of Dental Medicine www tlis.edu dental
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The Commonwealth of Massachusetts
Division of Health Professions Licensure
Board of Registration in Dentistry
239 Causeway Street, 5th Floor, Suite 500
Boston, MA 02114
(617) 973-0971
www.mass.gov/dph/boards/dn

BOARD USIE ONLY
Receipt #
lee :

lurisprudence: Pass il

APPLICATION
INITHAL (FIRST-TIME)FULL-TIME FACULTY LICENSE

1. APPE CANT NN
(L ast) (JFirst) (Middle)

2oMADES NN O R NANE .

3 ADDRESS UF RECORD:
(N0} {Strect) (Apt#) (City or lown)  (State or Country)  (Zip Code)

Note: The address of record may be home or business and is. by law, public intormation
4. Mosi Recrqd Pl vioos ADDaess

SOLETEEmoOND NOABER AN T ADDIRESS. Daye Cell:

I mail Addiess.

0. Fyr Color:
Date of Birth timin dd vy sy Place of Birth (¢ity state country )

st eet Inches WiiGi: I bs MOTIER™S MAIDEN N

70 S 1Al St RHY NUABIER (SSN) (disclosore is mandatory):

Pursuant to MLGLL, ¢ 6200 s, JTAL the Division of Health Professions 1icensure is required Lo obtain your
SSNind forward it 1o the Massachusetts Department of Revenue. Fhe Department of Revenue will use
your SSN o aseertain whether or not you are in compliance with Massachusents tax laws (MLG.L. ¢, 62C. s,
A7A)Y and child support laws (M.GLL. ¢ TT9AL 5.10).
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EpucATION

8. GRADCAN O
Name of Dental School
Street City State Provinee Postal Code Country

O, DA DINLAE DIGRET CONERRID Dit DGRt
MM DD YYYY

LL APPLICANTS MUST ATTACIH:

AN OFFICIAL LRANSCRIPL OF ORIGINAL DEGRFE ORTETTER FROMMYOUR DENTAL SC Il()()l INCLY DING
DATE (MONUIL DAY Y EAR) OF GRADU NHON AND DFGREF ( ONFERRED; AND,

I APPLICABLE, AN ACADEMIC CREFDENTIALS EVAUUATION IN ENGI IS

VERIFICATION OF OTHER LICENSES/BOARD REGISTRATIONS

1O, LIS BETOW AL PROVESSIONAT 3 ICERSES OR REGESTRATONS INCELDING PROTE SSIORS OFHER 11148
DENDSTRY WHE 1R OR NOTYOU TIANE PRACTICEDUNDIR THATTICTRSE OR REGISTRATION

No1E: Applicants must obtain olficial verilication of each professional license or registration
From each state or jurisdiction and submit it with this application,

L] EDONOT CURREXEDY HOLD AND HAVE NEXFRIIFUD A PROFESSIONAT TICENSE OR CERIVIFICATION
INANY STATE ORJURISBEC TION ’

L] 1 CERRENTTY HOUD AND HAVE A PROFESSIONAE LICENSE OR RFGISTRATION ASTONLOWS:

Issuing Jurisdiction Profession License Centilication Number

Rev. 02/16
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PRACTICE LOCATION(S)

[2.(A). Nant oF SPONSORING INSTHUTION CTINIC
ADDRISS

Pro~g & PRACTICE 10 Bl GING
MM DD.YYYY

SUPERVISING DINTIST NAMI
MASSACHUSHPES DN LI inst 2N

FCERTIFY, UNDER PAINS AND PEN ALTIES OF PERIURY, TH UT THE INFORMATION FHAVE PROVIDED
PURSUANT TO THIS A\PPLICATION FOR LICENSURE IS TRUTHHFUL AND ACCUR AT

SEUPERVISING DIENTISTE SIGR AR RE

12,03, Ot R A B INEED PRACTIT LOC ATION

ADDRESS

PrioN 3 PRACIHCE 10 BEG:
MM DD YYYY

SUPERVISING DI NS NAaan
MASSACHUST LIS DENTAE Lichasy #DN

[ CERTIFY, UNDER PUNS AND PEN ALTIES OF PERIERY, TH AT THE INFORM ATION [ 1 AVE PROVIDED
PURSEU ANT TO THIS (PPLICATION FOR LICENSURE 1S TRUTHIEIFCL AND 1CCURITE,

SUPERVISING 1 NTIS T SIGNA T R]

1200100 C AR D LD PR o Toe vieos

ADDRESS

PHONE # PRAC e b I3 G
MM DD YYYY

SoPERVISING DENTES TN WA
MASSACHUST 2IS DENE AL TICINS DN

[ CERTHY, UNDER PUNS AND PEN VLTIES OF PERIERY, TH AT THE INFORV ATION Fuure PrROVIDED
PURSU INT TO TINS 1PPLICATION FOR DICENSURE IS TRU UL AAD ACCUR WL

St RVISING DESTIST SENATE R

Riv §2/18 Pastt 5or 12




ATTESTATION OF COMPLIANCE WITH 234 CMR 4.05(5) EDUCATION REQUIREMENTS

13, CHECKR EHE APPEICABEL BON BELOW, THER SION TO INDICATT YOUR CERINICATION OF P ¢HECRLD
SENTEMENG. THE SKENATURD OF THIESEPERVISING DEREEST IS VSO REOUIRI D ON LIS PAGL.

(3 T eertify. under pains and penalties of perjury that T have completed or shall complete. within
one year ol the date of initial licensure. all of the following continuing education units (Cl:U's):

A minimum of 3 CEUs in CHC Guidelines:

A minimum of 3 CLUs in OSHA Standards at 29 CER:

A minimum of 6 Cl:U's i treatment planning and diagnosis:

A minimum of 3 CLUs in record-keeping:

A minimum of 2 CEUSs in risk management: and

A minimum of 3 CLU s in pharmacology with emphasis on prescription writing:

OR

{3 1eertily. under pains and penaltics of perjury that | am enrolled in a CODA-aceredited dental
school academic program that includes all arcas of study listed above.

Nas o1 Sc oo GRADU ATION Y AR

REQUIRED SIGNATURES:

SIGNATTRE O APPEIC AN

SIGNATURE 08 S8 RVESENG D)5 IS AS WEHIRESS 10 APPSO US ATTESTATION

Riv 02916 . Pae B 12




Goob MoRAL CHARACTER QUESTIONS

[FYOU ANSWER "YES" FOANY OF 11E FOLLOWING O ESHONS PLEASE ATTACH A SEPARATE SUEE T
EXPLAINING THE CIRCUMSLANCES, ALSO PROVIDE ALL RELEV ANT CERVIFIED DOCUMENTATION
(POLICE REPORIS, COURT RECORDS, DISCIPLINARY ACHON REPORTS, E1C.) INCEUDING FINAT
DISPOSHION OF 110E MATIER.

14. Have you ever applied for and been denied o professional license in the United States
or any country or foreign jurisdiction?

Yes ) No

[5. Has any licensing or certification board. government authority. hospitat or health
-are facility or professional medical association located in the United States or any
country or foreign jurisdiction taken any disciplinary action against you?

Yes {1 No 3

16, Are you the subject of pending disciplinary actions by any licensing or certification
board. government authority . hospital or health care tacility or professional medical
association located in the United States or any country or foreign jurisdiction?

Yes [T Not

17. Have you ever voluntarily surrendered any prolessional license or board certification

in the United States or any country or foreign jurisdiction?
Yes [ No 13

18. Have you ever been arrested. charged. arraigned. indicted. prosecuted. convicted or
been the subject of any eriminal investigation or any court proceeding in relation to any
criminal violation? Do not report minor violations for which a fine of $100 or less was
imposcd.

Yes L No il

Rtv 0216 Pack Taf 12,




RELEASE

I hereby authorize @] hospitals, institutions. credentialing agencies, organizations, personal physicians,
cployers (past and present), business and dental associates (pastand present), and all govermment
agencies and entities (Jocal. state. federal. or Toreign) 1o release to the Board of Registration in Dentistry
any information. files or records requested by the Board in connection with the processing of my
application. I further authorize the Board of Registrition in Dentistry 1o release information contained
in this application in association with its processing.

AFFIDAVIT OF APPLICANT

To the best of my knowledge and belief, I have filed all state rax retums and paid all state taxes reguired
by state faw and do not owe child support. | am aware ol my prolessional obligatons under MG L. ¢.
119 5. 51A, the reporting of suspected child abuse.

[ understand that the Board is certified by the Massachusetts Criminal History Systems Board for aceess 1o
Criminal Offender Record Information (CORL. including conviction and pending criminal case data - As
an applicant for a license 1o practice as a full-time faculty limited licensed dentist [ understand that a COR1
check miy be conducted by the Board for conviction and pending criminal case information only and that
the CORI results will not necessarily disqualily me.

1 inderstand that I am responsible for reading and understanding the faws and regulations governing
practice as a full-time Gcudty limited licensed dentist in Massichusetts and 1 hereby agree to comply with
such laws and regulations

[ unelerstand that this application for Heensare shabl be deeased no longer valid if requirements tor
licensure as & full-time fculty limited ficensed deniist are not met within one (1) vear from the date of
Board receipt. | also understand thas tees awre non-refundable and non-tansferable.

I certifi, under the pains and penaltics of perjury. that the information { have provided pursuant to this
application for ficensure is trathful and accurate, [understand thatany failure to provide truthful and
accurate information in conneetion with this application for licensure may be grounds for the Board of
Registration in Dentistry 10 deny issuance of a license: o suspend or revoke a license issued to me: and
10 deny renewal ol a license issued to me, all in aecordanee with Massachuseits Jaw.,

To be completed, signed and witnessed by the applicant and a Notary Public,

AFPLIC AT S v RE (BEYH

Pring Nag
Attach a recent color

27x 27 passport-sized
Photo

Ny Proies Nanige:
Nert ARY PUsty Connusstone | NPIREs: [Seat or Stamp)

SUBMIL ANONRIFUSDABUL AND NONTRANSIERABUE VT F FOR SO0 (¢ HECK ORMONEY ORDIR ) PAYARLY
1O THE COMMONWE AL THOF MASSACHUSH LIS

Riv 02:16, ‘ Passe 8 12




The Commonwealth of Massachusetts
Division of Health Professions Licensure
Board of Registration in Dentistry
239 Causeway Street,5™ Floor, Suite 500
Boston, MA 02114
(617) 973-0971

www.mass,qov/dph/boards/dn

CRIMINAL OFFENDER RECORD INFORMATION (CORI)
ACKNOWLEDGEMENT FORM

TO BE USEFD BY ORGANIZATIONS CONDUCTING CORI CHECKS FOR
EMPLOYMENT, VOLUNTEER. SUBCONTRACTOR. LICENSING. AND HOUSING
PURPOSES.

The Board ol Registration in Dentistry is registered under the provisions of M.G.L, ¢.
6. § 172 10 receive CORI tor the purpose of sereening current and otherwise qualified
license applicants and current ficensces.

As a prospective or current license applicant or current licensee. I understand that a
CORI cheek will be submitted for my personal information to the Department of
Criminad Justice Intormation Systems (DCIS). 1 hereby acknowledge and provide
permission o the Board of Registration in Dentistry to submit a CORF check for my
information to the DCHS. Fhis authorization is valid for one year [rom the date of my
signature. 1 may withdraw this authorization at any time by providing written notice of
my intent to withdraw consent to a CORI check.

FOR PMPLHOYMENT. VOLUNTEFR. AND LICENSING PURPOSES ONLY

I he Board of Registration in Dentistry may conduct subsequent CORI checks within
one year of the date this Form was signed by me provided. however. that Board of
Registration in Dentistry must fiest provide me with written notice of this check.

By signing below, | provide my consent to a CORI check and acknowledge that the
information provided on Page 2 of this Acknowledgement Form is true and accurate.

SIGNATURI

DATE

Rev 0216 PAGE 9 0f 12




NOTLE: The Board of Registration in Dentistry cannot aceept this form unless it is cither
(1) signed in person at the Board's oftices in the presence of a DIHPL employee who has
verified the applicant's identity through acceeptable identification, or (2) signed in the
presence of a notary public who has likewise verified identity and then mailed or hand-
delivered to the Board's offices at the address set forth above,

CRIMINAL OFFENDER RECORD INFORMATION (CORI)
ACKNOWLEDGEMENT FORM

SUBJECT INFORMATION: (An asterisk (*) denotes a required [ield)

*Last Name ' irst Name Middle Name Sufhix

Maiden Name (or other name(s) by which you have been known)

*Date of Birth Place of Birth

*Last Six Digits of Your Social Security Number: -

Sex: Height . m. EyeColor Race:
Driver's License or 1D Number: State of Issue:
Mother's Full Name (Mother's Maiden Name) FFather’s Tull Name

Cutrent and Former Addresses:

Street Number & Name City lown State Zip
Street Number & Name Cits Town State Zip

The above information was verificd by reviewing the following form(s) of government-
issued identification:

Rty 0216 ‘ Pessg 1008 12




VERIFIFD BY: ON

Name of Verilving DHPL Employee (Please Print) Date
Signature of Verifying DHPL Employee OR Notary Public
NOTARY NAAL:
COMMISSION [ RPIRES [Seal or stampl

Rtv 02/16.
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ATTACHMENY CHECKLIST

Your application cannot be processed withour all of the following,

Altachment 1: Licensing Fee - Persona) or business check or money order made pavable 10 the
Conmonwealth ot Massachusetts for $90.00. Cash is not aceepted. All fees are nonrelundable
and nontransferable. Please do not staple check or money order 10 the application.

Attachment 2: Proof of Geaduation from a Dentat School - Provide an official wanscript or
letter from your dental school including date o) graduation and degree conferred. and translated
into Eaglish. if necessary, Photocopies will not be accepted. Diplomas will not be aceepted.

Attachment 3: Eaglish Language Proficiency - 1 vour dental degree is from a school where
nstruction (writien or oral) was in a language other than English. documentation of a minimum
score on the TOLIL or the academic format (€118 must be attached.

Test of English as a Foreign Language ( TOEEL)
90 (internet-based) OR 577 (paper-based)
OR
Acadenie Format International English Language Testing System (11:1,15) 7.0

Attachment 4: Physician’s Statement - Signed statement on physician’s stationery certifyving
that the candidate fas been examined within 6 months prior to the date of application and is
deemed fin 1o practice dentistry.

Attachment 5; Documentation of Curveat CPR/AED for the Professional Rescoer or
Current BLS Certification

Attachment 6: Massachusetts Dental Ethics and Jurisprudence Exam  Answer sheet only,

PRI LH 18 AL LENE

Attachment 7: Confirmation of Full-Time Faculty Appointaent - An original letter
signed by a school official on institutional stationery . including dates of faculty appointment.

APPLICABLE

Attachment 8; Letters of Standing  Vesification of Prolessional Licensure from cach state or
jurisdiction in which you hold or have ever held a license must be included in the application. The
fetter of verilication of licensure must include the corrent status of the license, license number. the
ofliciai seal ol the jurisdiction’s licensing Board, and ans disciplinars actions taken. A phatocopy
ol a license is not aceeptable

Attachment 9: Practice History - {(f you have ever practiced dentistry in another jurisdiction or
state. please include an up-to-date resume or practice history. including employ ers™ contact
information and dates of employment.

Attachment 10: National Practitioner Data Bank Self-Query Report  (1'you have ever held
a professional healtheare license in the U nited States) To request a sell-query report. please
contact the Data Bank at 1-800-767-6732 or waww.npdb-hipdb.hrsa.gov. Fhe Data Bank will mail
the report 10 you. Only an original report front NPDOB will be accepted for this application.
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