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

FULL-TIME FACULTY LICENSE RE-APPLICATION

APPLICANT INSTRUCTIONS
(See 234 CMR 4.006 Effective August 20, 2010)

* A lull-Time Faculty License allows a {ull-time faculty member 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 licensed under MGLL. ¢, 112 §45.
Private practice is not permitted. Faculty Limited Licenses may be re-
applied for annually long as otherwise eligible.

* A licensee who has been initially issued a hmited full-time faculty license by the
Board pursuant to M. G Lo P120§ 45A may apply to the Board annually to
renew his her limited license by submitting the applications. fees. documents and
information required by the Board including the applicant’s compliance with
continuing education requirements at 234 CMR 8.02 (2).

*  Anndividual who holds a license to practice denustry pursuant 1o M. G L. ¢.
112, §45A on or before August 20, 2010 shall be exempt from demonstrating
yoficiencey in Fnglish (See 234 ONR 4.05 (7).

f . ¢

PLEASE NOTLE:

»~ Incomplete applications will delay license processing.

»  Please retain a copy ol all application materials {or your records.

»  Upon board approval. a certilicate and a license number will be issued in your
name and sent to your supervising dentist. Confirmation ol your license number
will be available under ~Online Services Cheek a License™ on our website
www.mass.eov fdph/boards/dn as soon as the Board approves the license.
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The Commonwealth of Massachuseits
. 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

T,

BOARID USE ONLY
Receipt i
l'ee .

Jurisprudence:  Pass Fail

FULL -TIME FACULTY LICENSLRE RE-APPLICATION

I APPEIC A% BN
(1 ast) (1irst) (Middie)

2N BOARIE O R NANIE .

SCADDRISS OF Ricory
{No } (Street) (Apt ) (City or Toun) (State or Country)  (Zip Code)

Note: | he address of record may be home or business and is. by faw, public information

OMOSTRY CFRT PRI VION S ADDRISS.

S LECTPHONT NEAIBELIE ASD AL ADDRESS: Day Cell:

I mail Address

O Iyl Coror:
Date of Birth imnn dd vyvsy) Place of Birth (city state country )

VG Ieet Inches WiIGH | 1 bs. Mot ' s Maibin N

T OSOCIN SEOREDY NTABER (SSN) (disclosure is mandatory )

Purstint o MG L. ¢, 62C, 5. 47A the Division of Health Protessions Licensure is required 1o obtain your
SSN and torward it to the Massachusetts Department of Revenue. The Department of Revenue will use
vour SSN o ascertain whether or not you e i compliance with Massachusetts tax lvws (MG Loe 6208
17A) and child support laws (M.GL. ¢ TI9A 5. 16).
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EDUCATION

8. COMPLIAWCE W 2H CMR 8.02(2) CONTINUING EDUCATION REQUIRENMENTS
1 certily that 1 have completed 20 hours of continuing educiition in the 12 monihs preceding tis
appheation.

Signature of Applicant Print Nume

Signature ol Supervising Dentist Print Name

VERIFICATION OF OTHER LICENSES/BOARD REGISTRATIONS

Q0 LIST BETOW ALL PROVESSIONAT TICENSES OR REGISTRATIONS INCELDISG PROFLSSIONS OTHI R 1AM
DENTISTRY SEE TTRER ORNOTYOU HAVE PRACTICED U MDER BE FICERSE OR REGISTRATIO N,

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

(3 1DONON CURRESTUY HOUD AND HAVE NEVER GFLD A PROFESSIONAD 1ICENSE O/ CFREIECATION
INANY SEALE ORJURISPIC HION

1 BCURRENTUY HOUD AND IV T A PROFESSION AL TICENSE OR REGISTRATION AS FOLLOWS:

Issuing Jurisdiction Prolession [ 1cense Certificaton Numbeg
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PRACTICE LOCATION(S .

FOL(A) NASE OF SPONSORING INSTTHU TTON CTiNE
ADDRISS

PHIOR) ¥ PrRACTICT 1O B GING
MM DD YYYY

SUPLRVISING DINTIST NAR
MASSACHIUSE LIS DENEAE Licrnse DN

FCERTIFY, UNDER PAINS AND PEN WLTIES OF PERJURY, THAT THE INFORM (TION T HAVE PROVIDED
PURSEU ANT TO THES \PPLICLTTON FOR LICENSURE (S TRUTHEUL IND ACCURITE,

SUPTEVISING DDENTIS T SIGR AT R

FOL(BY QLRSI D PRACTIOT 100 A Lo
ADDRI SS

P ¢ PRACICH TO BRGNS
MM DD YYYY

SUPLRVISING DERNTIST NARI
MASSACHUSE LIS N AR DICEHsE DN

FOCERTIFY, E ADER P UNS IND PENALTIES OF PERJURY, THAT THE INFORM UTION  HAVE PROTIDED
PURSUANT TO TINS \PPLIC TTION FOR LICENSURE IS TRUTHEUL AND WCCURATE,

SEPERVISING [ 1S S1oNAdl it

PO Y OFt R AN D PR T o s o
ADDRESS

IPHIONE ¢ P bt v Bt
MM DD YYYY

SUPERVISING DENTISE NAR
NASSACHUSE TS DSl g rsst DN

FOERTIEY, UNDER P UNS IND PENALTIES OF PERIURY, TH 1T THE INFORMVATION T HAOVE PROVIDED
PURSEANT TO THIS APPHIC VFION FOR LICENSURE IS TRUTHEUL AND 1CCURITE,

SUPERVISING [X NS SIGNATTRE
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Goop MoraL CHARACTER QUESTIONS :

IFYOU ANSWER "YESY TO ANY OF 1RE FOLTOWING QOUESTIONS PLEASE ATUACI ASEPARATE SHEELT
EXPEAINING LIE CICUMSTANCES, ALSOPROVIE ATD REDTEMANT CPRUIFIED DOCUSMENTATLON
(PO ICE REPORTS, COURD RECORDS, DISCIPUINARY ACHON REPORTS, ETC) INCLUDING FINAD
PISPOSTIION O 1IE MATLER,

L1, Have you ever applied for and been denied a professional license in the United States
or any country or foreign jurisdiction?

Yes 1 No Ll

12. Has any licensing or certilication 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 EINo L)

13, Are 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 O No [

14 Have you ever voluntarily surrendered any professional license or board certification

in the United States or any country or foreign junsdiction?
Yes [INo T

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

Yes [ No ol
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RELEASE '

I hereby authorize all hospitals. institubons, credentialing agencies, organizations, personal physicians,
ceoployers (past and present). business and deptal associates (past and present), and all government
agencies and entities (local, stne, federal, or foreign) to 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 to release information contained
n this application m association with ils processing.

AFFIDAVIT OF APPLICANT

1o the best of my knowledge and beliel, T have filed all state tax returns and paid adl state taxes required
by staie Ll and do not owe child support [ am aware ol my professional obligations under M GLL ¢
119 s 51A, the reporting ol suspected child abuse.

Eunderstand that the Board 1s certified by the Massachusetts Criminal History Systems Board for access 1o
Criminal Ollender Record Information ¢CORD. including conviction and pending criminal case dita. As
an applicant tor @ license to practice as full-tme faculty limited licensed dentist [ understand that a COR
check may be conducted by the Board for conviction and pending criminal case information only and that
the CORI pesults will not necessarily disgqualify mwe

[ understand that [ am responsible for reading and understanding the Taws and regulations governing
practice as a full-time faculty Timued licensed dentist in Massachusetts and 1 hereby agree to comply with
such laws and regulations

[ understand that this application for licensure shall be deemed no longer valid it requirements for
licensure as a full-time facults limited licensed dentist are not met within one (1) year [rom the date of
Board receipt. L also understand that fees are non-refundable and non-transierable,

[ certity, under the pains and penalties ot perjury, that the information 1 have provided pursuant 1o this
application for licensure is truthful and accurate. I understand that any failure to provide ruthful and
accurate information in connection with this application {or licensure may be grounds for the Board of
Registration in Dentistry to deny issuance of a license: to suspend or revoke a license issued (o me, and
10 deny renewar of 5 icense issued 1o me. all in accordance with Massachusetts law

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

APPLIC AN SIGRATTR DAL

PRING N

NOTARY PUBIRON NS
NOTARY LB CONMISSION APLA S, | Seal or Stamp|

SUBMIT A NON-REFUNSBABELE AND NOS=TRANSFERABLE FFE FOR SO0 (CUECK OR MONEY ORDER)
PAYARLE 1O THY COMVIMIONWEAL 1HOF MASSACHUSE LTS
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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 (CORI)
ACKNOWLEDGEMENT FORM

TO BE USED BY ORGANIZATIONS CONDUCTING CORlI CHECKS [FOR
EMPLOYMENT. VOLUNTELR, SUBCONTRACTOR. LICENSING, AND HOUSING
PU'RPOSI:S.

['he Board of Registration in Denuistry is registered under the provisions of M.GLL. ¢.
6. § 172 1o receive CORI for the purpose of screening cuwrrent and otherwise qualificd
license applicants and current licensees.

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

FOR FMPLOYMENT. VOLUNTEFROAND LICENSING PURPOSES ONLY:

Ihe 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 lirst provide me with writlen notice of this check.

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

SIGNATURE

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

CRIMINAL OFFENDER RECORD INFORMATION (CORI)
ACKNOWLEDGEMENT FORM

SUBIH:CT INFORMATION: (An asterisk (*) denotes a required lield)

HlLast Name “Iirst Name Middle Name Suffix

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

*Date ol Birth Place of Birth

#Last Six Digits of Your Social Security Number: -

Sex: Height: . in. dyeColor Race:
Driver's License or 11 Number: State of Issue:
Mother's Full Name (Mother's Maiden Name) Iather's TFull Name

Current and 1 ormer Addresses.

Street Number & Name City Town State /ip
Street Number & Name City Town State Zip

[he above information was verified by reviewing the following form(s) of government-
issued identification:
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VERIFIED BY: ON
Name of Veritving DIHPL Employee (Please Priny) Date

Signature of Verifying DEHPL Lmployee OR Nowry Public

NOTARY Nangt e

COMMISSION L NPIRE S | Seal or stamp)]
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CHECKLIST

Your application camot be processed withow all of the follovwing, as applicable:

Attachment 1: Licensing Fee - Personal or business check or money order made payable to the
Commaomwealth of Massachusetts tor $90,00. Cash is not accepied. All fees are non-refundable
and non-transferable. Please do not staple check or money order 1o the application.

Attachment 2: Docomentation of Current CPR/AED for the Professional Rescuer or
Current BLS Certilication

Attachment 3: Confirmation of Full-Time Faculty Appointment - An original letter
signed by a school official on institwtional stationery. 1o include dates of faculty appointment.

Attachment 4: Letters of Standing  Veritication of Prolessional Licensure Trony cach 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 ol the license. license number, the
official seal of the jurisdiction’s licensing Board. and any disciplinary actions taken, A photocopy
ol a license 15 notaceeptable,

Attachment 5 : National Practitioner Data Bank Self-Query Report (1t vou have ever held a
professional healthcare license in the United States) o request a self-query report, please contact
the Data Bank at 1-800-767-6732 or www.npdb-hipdb.hrsa.gov. The Data Bank will mail the
report to you. Only an original report from NPDB will be aceepted for this application,
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