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 Effective 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 ol a dentist
registered in accordance with M.GLL. Chapter 112, Section 45, Practice in 2 private office is not
permitted. Dental Intern Limited Licenses are valid for one (1) year from date of issue

Please Note: A licensee who has been imvally issued a limited dental intern license by the Board
pursuant o M. Gl Loco T120§ 45A may apply o the Board annually to renew histher limited
license(s) for a maximum of five one-year periods. except that said licensee may. upon
permission ol the Board. take the NERB Clinteal Examination in Dentistry (CED) or successor
examination required by the Board. A limited license dental intern who successtully completes
and passes the NERB /CLED may thereafier apply to the Board annually o renew his'her license
to practice dentistry in the Commonwealth in settings specified in MLG. Lo e 112, § 45A and in
compliance with 234 CMR 8.02(2).

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

= Anaccurate. complete. and signed application including CORI request form.

= Apphcant must have secured employment before applying for the heense,

*  Payment of a non-refundable licensing fee

= Proof sausfactory to the Board that the applicant has received a diploma in dentistry
Graduates of non-CODA or foreign dental schools shall submit an original transeript. with
college seal that indicates the date of issuance of a dental diploma from a reputable dental
college. I the transeript is not in English, the applicant shall provide a certilied translated
copy of the original dental college transeript demonstrating the applicant received a dental
degree from a reputable dengal college.

*  Documentation demonstrating current certification in American Red Cross Cardiopulmonary
Resuscitation’ Automated Lxternal Defibrillation for the Professional Rescuer (CPR/AED) or
current certification in the American Heart Association Basice Lite Support for Healtheare
Providers (BLS).

= [Ithe applicant has graduated from a dental school where the language of written or oral
instruction (including textbooks) or both. is in a fanguage other than Inglish. the applicant
shall submit documentation satisiactory to the Board that the applicant has achieved a
minimum score on TOLEL or IELTS.
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e A physician’s statement that is the result of an examination. conducted within six months of
the date of application. attesting to the health of the applicant and reporting impairments
which may aflect the applicant™s ability to practice dentistry.

o Certified letters of standing from all jurisdictions in which the applicant has ¢ver 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 peading complaints against the applicant.

* A practice history, if applicable.

= An original report from the National Practitioner Data Bank (NPDB) Sell-query.

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

*  Proof satisfactory to the Board of good moral character.

*  Successiul completion of the Massachusetts Dental Lthics and Jurisprudence Examination.
Lmail the Board at dentistes .admin ¢ state,ma. s 10 request a copy of the exam.

»  Attach a passport-size photograph in color (2x2) to application where indicated. See
W travelstate,goy passport guide composition’composition §7 4.l

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

PLEASENOTE:

»  Incomplete applications will delay license processing.,

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

~ Upon board approval. a certificate and a license number will be issued in your
name and sent o your supervising dentist. Conlirmation of your license number
will be available under ~Online services Check a License™ on our website
wa . mass.gov dph hoards dn as soon as the Board approves the license.

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

Hospitals www.mahospitaleareers.com

Community Health Centers www. massleague.org
Massachusetts Department of Corrections ww i, mass. govidoe
Plarvard University School of Dental Medicine www. hsdm.harvard.edu
Boston University Goldman School of Dental Medicine www bu.cdu/dental’
Tults University School of Dental Medicine wavw (ufls.edu dental

Rew 020118 Pace 20F 12




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 #
Fec:

Jurisprudence:  Pass Fail

APPLICATION
INIHAL(FIRST- TIME) DENTAL INTERN LIMITED LICENSE

IoAPPIIC AN E NN
([ ast) {Iirsty {Middle)

2OMAIDENN AN Ot R NANI

3CADDRIESS OF REcorD,
(No.) (Street) (Apt ) {(City or Jown) (State or Country)  (Z1p Code)

Note: [he addiess ol record may be home or business and is. by Taw. public information,
T Most RiCNT PREMIOES ADDRISS

SoLvnrpiont NCOSBER AND T A ADDRESST Dy Cell:

I mail Address

0. Iy Coror,
Date of Birth (mm dd vyyy) Place of Bath (eity state couniry)

RTRI I Jeet Inches Wi Lbs, MO RS MAIDEN Nan

7. 50018 Ston RIEY NUABER (SSN) (diselosure is mandatory):

Pursuant to MLGLL L ¢ 620, s, 47A, the Division of Health Professions I icensure is required to obtain your
SSN and forward it to the Massachusetis DPepartment ol Revenue. The Department ol Revenue will use
vour 5N 1o ascertain whether or not you are in compliance with Massachusens tax laws (MO L.c. 62C, s,
A7AY and child support s (MG e TTOAL S 160),
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EDUCATION

8. GRrRA AQL D
Name of Dental School

iy State Province Postal Code Country

9 DA Deseal Drore CoNpLRRIED DA I Gret
MM DD YYYY

ALL APPLICANTS MUST ATTACIL:

AN OFFICIL TRANSCRIFT OF ORIGINAY DEGREF OR U ETIER FROMYOUR DENT AL SCHOOL INCLUDING
DATE (MONDIL BAY, YEAR) GF GRADUATION AND DEGREE CONFERREDS AND,

IEAPPLICABE L, AN ACABFMIC CREDENTIALS EVALU ATTON IN ENGLISIL

VERIFICATION OF OTHER LICENSES/BOARD REGISTRATIONS

100 LASTBETOW ALL PROFESSIONAD PICERSES OR REGIS TR ATIOMNS== INCTUDING PROVESSIONS OFHLER THAM
DENFISTRY SWHETHE R ORNOTYOU TTAVE PRACTICED LSDER EEENT FICERSE OR REGISTR ATION,

No1E: Applicants must obtain official verification of cach professional license or registration
from cach state or jurisdiction and submit it wath this application,

(3 100OSNOTCURRFNTTY HOLE SNDHAVE NEVER IIFLD A PROFESSIONAL FICENSE OR CERTINICATION
INANY SEATE ORJURISBHC TION

[] 1TCtmriNIny HorD aD HAVE A PROFESSIONAL LICENSE OR REGISTRATION AS FOLLOWS;

lssuing Jurisdiction Profession License Certification Number
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PRACTICE LOCATION(S

(A NAME OF SPONSORING TRS T Tios CHINIG
ADDRESS

[PHosg Praciict v Bl
MM DD YYYY

SUPERVISING DI RIS N
MASSACHUSE VIS TIEREAL L0 msE #1DM

FCERTIFY, UNDER PAINS AND PEN ALTIES OF PERJURY, TH AT THE INFORMATION LI OVE PROVIDED
PURSUANT TO THIS LPPLIC VFION FOR LICENSURE IS TRUTHEUL AND (CCURATE.

SUPERVISING TH S TIST SIGNALTL RE

T (B OLHERATNTIA T D PRAC IO LOCATIONS
ADDRISS

PrONI & PracHict 10 Blaise
MM DD YYYY

SUPFRVISING DENDIST NN
MASSACTIUSE E S DR s 2D

FCERTIFY, UNDER P UNS AND PENALTIES OF PERJURY, THAT THE INFORVOTION LHAVE PROVIDED
PHRSUANT TO TIUS APPLICTTION FOR LICENSTURE IS TRUTIFCL AND ACCUR 1TE,

SUPERVISING I RIS SR v e R)

T ACL OB R ADTINENTED PRAC IO L o v ToNS
AoDIIDSS

PPHONE PRACIICE TO BEHGIN,
MM DD YYYY

SiPERVISING IR TISE NAMI
MASSACTIESE EIS DEsTAr Licr=s ¢ DN

FCERTIFY, UNDER PP UNS IND PEN WLTHES OF PERJURY, TH T THE INFORMATION T IOV E PROTIDED
PURSUANT TO TIHHS APPLIC UFION FOR LICENSURE IS TRUTHEUL AND (CCURATE,

SUPTRVISING IR TS T ShoNa g
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ATTESTATION OF COMPLIANCE WITH 234 CMR 4.05 (5)EDUCATION REQUIREMENTS

12, CHECKR TR APPEE AR BON BEEOW. TN SIGS TOINDICATT YOUR CETRIIFIC A NON OF 1L CHECKED
STATEMEME, THE SIGRATTRE OF THE SUPTRVISING DERHTISTIS ALSORFOUIRLD ON TS PAGE.

[J I certify. under pains and penalties of perjury that I have completed or shall complete. within
one year of the date ol initial licensure, all of the following continuing education units (CEUS):

A minimum of 3 CEUSs in CDC Guidelines:

A minimum of 3 CEUs in OSIHTA Standards at 29 CFR:

A minimum of 6 CEU s i treatment planning and diagnosis:

A minimum of 3 CEUs o record-keeping:

A nummom of 2 CEUS nnsk management: and

A nunimum of 3 CEEU s in pharmacology with emphasis on preseription writing:

OR

O3 Feertify. under pains and penalties of perjury that Fam enrolled in a CODA-aceredited dental
school academic program that includes all arcas of study Jisted above.

NANE OF S ORADU N TEON Y AR

REQUIRED SIGNATURES:

SIGN AT RE OF APPLIC AN

SIGNATURE OF SUPTRNVISINGEENTIST AS WHINISS TOAPPEICANES ATTESE A on




GooD MoRrAL CHARACTER QUESTIONS

IEYOU ANSWER"YES" 10 ANY OF FEF FOLLOWING OV ESTIONS PLEASE ATTACI A SEPARATE SHEER
EXPOAISING THE CIRCUMSTANCES, ALSO PROVIDE AUL RETEVANTCERTIFIED DOCUMENTATION
(POLICE REPORTS, COURD RECORPES, DISCIPLINARY ACTTON REPORIS, FULC) INCLUDING FINAL
DISPOSTIION OF 110F MATTER,

13. Have you ever applied for and been denied a professional license in the United States
or any country or foreign junisdiction?

Yes {1 Nold

f<. 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 loreign jurisdiction taken any disciplinary action against you?

Yes O No O

I35, Are vou 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 [ No O

16. Have you ever voluntarily surrendered any professional license or board certification

in the United States or any country or foreign jurisdiction?

Yes [T No U3

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

Yes [ No UJ
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RELEASE '

1 hereby authorize all hospitals, institutions. credentialing agencies, orgamzations, personal physicians,
ciployers (past and present). business and dental associates (past and present), and alk government
agencies and entities (local. state, federal, or toreign) to release Lo 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 Registrition in Dentistry to release information contained
in this appheation i association with its processing,

AFFIDAVIT OF APPLICANT

{0 the best ol my knowledge and beliet, 1 have filed all state tax retuens and paid all state taxes reguired
by state T and do not owe child support. T am aware of my professional obligations under M.G.L. ¢.
119 5, 31AL the reporting of suspected child abuse.

[ understand that the Board is certified by the Massachusetts Criminal History Systems Boacd for aceess 1o
Criminal Offender Record Information (CORID. including conviction and pending crimmal case data. As
an applicant for a license 1o pracuce as a limited licensed dentist T understand that a CORD check may be
conducted by the Board Tor conviction and pending eriminal ciese intormation only and that the CORI
results will not necessarily disquality me,

[ understand that 1 am responsible for reading and understanding the laws and regulations governing
practice as a limited licensed dentist in Massachusetts and Fhereby agree to comply with such faws and
regulalions.

L understand that this application for heensure shall be deemed no fonger valid il requirements for
licensure as a limited licensed dentist are not mer within one (1) year from the date of Board receipt. Talso
understand that fees are non-refundable and non-teansferable.

1 certity, under the pains and penalties of periury, that the information | have provided pursuant 1o this
application for licensure is truthlul and dccurate T understand that any failure 1o provide truthlul and
accurite information in connection with this application for licensure may be grounds for the Board of
Registration in Dentistry o deny issuance of a license: to suspend or revoke a license issued to me; and
o deny renewal of a license issued 10 me, all in accordance with Massachusetts law

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

APPLIC AN SIGN Vit R DA

PRIN TN WL
Attach o recent color

27 27 passport-sized
IPhoto

NOPARY U R NN
NOTARY PUBLIC COMMISSION F NPIRIS: [Seal or Stamp|

SUBMIT A NONREFUNDABELF ASNBNONTRANSFERABLE FEE FOR SO0 (CHECK OR MONEY ORDER ) PAYARBLE
1O THE COMMONWE AL TH OF MASSACHUSETLTS
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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.qov/dph/boards/dn

CRIMINAL OFFENDER RECORD INFORMATION (CORD)
ACKNOWLEDGEMENT FORM

'O BE USED BY ORGANIZATIONS CONDUCTING CORI CHECKS TFOR
FMPLOYMENT. VOLUNFEER. SUBCONTRACTOR, EICENSING. AND HOUSING
PURPOSIS.

The Board of Registration in Dentistry is registered under the provisions of M.GLL. ¢.
6. § 172 1o receive CORI for the purpose of screening current and otherwise qualified
license applicants and current licenseces.

As a prospective or current license applicant or current licensee. T understand that a
CORI cheek will be submitted for my personal information to the Department ol
Criminal Justice Information Systems (DCIIS). | hereby acknowledge and provide
permission o the Board of Registraton in Dentistry to submit a CORI check for my
information to the DCHS. This authorization is valid for one year lvom the date ol my
signature. | may withdraw this authorization at any ume by providing written notice of
my intent 1o withdraw consent to a CORI check.

FOR EMPLOYMENLT. VOLUNTEER AND LICENSING PURPOSES ONLY:

‘The Board of Registration in Dentistry may conduct subsequent CORI cheeks within
one year of the date this Form was signed by me provided. howeser. that Board of
Registration in Dentistry must first provide me with written notice ol this check.

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

SIGNATURE

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

CRIMINAL OFFENDER RECORD INFORMATION (CORD)
ACKNOWLEDGEMENT FORM

SUBJECT INFORMA TTON: (An asterisk (*} denotes a required ficld)

#*1.ast Name st Mame Middle Name Suflix

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

Date of Birth Place of Birth

“Last Six Digits of Your Social Sceurity Number: -

Sex: Height: it. . Lye Color Race:
Drver's License or 11D Number: State of Issue:
Mother's Full Name (Mother's Maiden Name) l-ather’s Full Name

Current and Former Addresses:

Street Number & Name City Town State Zip
Street Number & Name City lTown State Zip

The above information was verified by reviewing the following form(s) ol government-
issued identification.
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VERIFIED BY:
Name of Verifving DHPL Employee (Please Print)

Signature of Verifyving DIPL I'mployvee OR Notary Public

NOTARY NANMI

COMMISSION FSPIRES:

Riw 02115

ON
Date

|Scal or stamp|
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ATTACHMENT CHECKLIST :

Your application caimnor be processed without afl of the following.

Attachment 1: Licensing Fee - Personal or business check or money order made payable to the
Commonwealth of Massachuseits for $90.00. Cash is not aceepred. Al Tees are non-retundable
and non-transierable. Do not staple check or money order 1o the application,

Attachment 2: Prool of Graduation from a Dental School - Provide an official transcript or
letter from your dental school including date of graduation and degree conterred, and translated
into Inglish. it necessary. Photocopies will not be accepted. Diplomas will not be accepted.

Attachment 3: English Language Proficiency - I your dental degree is from a school where
instruction (written or oral) was in a Janguage other than English. documentation of a minimum
seore on the TOLF or the academic format 1.1 1S must be attached.

Test of English as a Foreign Language (1OFFL)
90 (internet-based) QR 377 (paper-based)
OR
Academic Format International Faglish Language Testing System (1121 18) 7.0

Attachment 4: Physician’s Statement - Signed statement on physician’s stationery certifying
that the candidate has been examined within 6 months prior 1o the date of application and is
deemed it 1o praciice dentistry.

Attachment 3: Documentation of Current CPR/AED for the Professional Rescuer or
Current BLS Certification

Attachment 6: Massachuscetts Dental Ethies and Jurisprodenee Exam—Answer sheet only.

IF APPLICABLE

Attachmeat 7: Letters of Standing  Verification of Professional Licensure from each stale or
jurisdiction in which you hold or have ever held a license must be included in the application. 1he
letter of verification of licensure must include the current status of the license. license number, the
official seal of the jurisdiction’s licensing Board. and any disciplinary actions taken. A photocopy
of a license is not aceeplable

Attachment 8: Practice History - H you have ever practiced dentistry in another jurisdiction or
state. please include an up-to-date resume or practice history, including emplovers' contact
information and Jdates of employment

Attachment 9: National Practitioner Data Bank Self=Query Report (1 vou have ever held a
prolessionan healtheare Ticense i the United States) To request a selt-query report, please contacl
the Daty Bank at 1-800-767-6732 or waw.npdb-hipdb.hrsa.gov. The Daa Bank will mail the
report to you, Only an original report from NPDB will be aceepted for this application,
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