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(A) HOME ADDRESS & PREVIOUS ADDRESS HISTORY

Current Home Address: City: State: Zip code:
Mailing Address: This is the address that all correspondence from NSBDE will be mailed. D

If same as current home address please check box.

Mailing Address (If different): City: State: Zip Code:

Telephone Residence: Telephone Cell:

Email address:

(B) PREVIOUS STREET ADDRESSES

List all home addresses for the past seven (7) years. If you cannot recall certain information please indicate cannot recall. Do not
leave blank. Please be sure that if you were in school you have a home address listed in the same state you went to school.

(Please add additional pages as needed)

1. Address : City: State: Zip Code:
County: Dates: to
2. Address : City: State: Zip Code:
County: Dates: to
3. Address : City: State: Zip Code:
County: Dates: to
4. Address : City: State: Zip Code:
County: Dates: to
5. Address : City: State: Zip Code:
County: Dates: to
6. Address : City: State: Zip Code:
County: Dates: to
7. Address : City: State: Zip Code:
County: Dates: to
8. Address : City: State: Zip Code:
County: Dates: to
9. Address : City: State: Zip Code:
County: Dates: to
10. Address : City: State: Zip Code:
County: Dates: to
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Have you ever been employed as a dental hygienist?

(H) DENTAL HYGIENE PRACTICE & EMPLOYMENT HISTORY

Yes |:| No |:|

If yes, list the following information for the past ten years including the dates you practiced dental hygiene: the names of all
employers and the reason for leaving each practice. If you were unemployed for any period of time please write the month and
year of unemployment. (Use additional sheets if necessary)

Current Practice Address (If any): City: State: Zip Code:
Telephone: Fax: Email address:

(1) PREVIOUS EMPLOYMENT

1. Address: City: State: Zip Code:
From: To: (Include month/year) Telephone:

Name of Employers: Reason for leaving:

2. Practice Address: City: State: Zip Code:
From: To: (Include month/year) Telephone:

Name of Employers: Reason for leaving:

3. Practice Address: City: State: Zip Code:
From: To: (Include month/year) Telephone:

Name of Employers: Reason for leaving:

4. Practice Address: City: State: Zip Code:
From: To: (Include month/year) Telephone:

Name of Employers: Reason for leaving:

5. Practice Address: City: State: Zip Code:
From: To: (Include month/year) Telephone:

Name of Employers: Reason for leaving:
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(K) MALPRACTICE

Have you ever had any claims of malpractice filed against you? Yes |:| No []
If yes, list all malpractice, neglience lawsuits and claims you have ever had against you. Include dates, names, settlements
or resolutions. Please include malpractice and lawsuits that were dismissed. Provide additonal pages as needed.

Do you or have you ever carried malpractice (professional liability) insurance? Yes [ ] No |:|
List all malpractice carriers since licensed or for the past 10 years (which ever is longer). Leave no time gaps and
account for periods with no insurance. Provide additional pages as needed.

Carrier: Policy Number:

Address : City: State: Zip Code:
From: To: (Include month/year) Telephone:

Carrier: Policy Number:

Address : City: State: Zip Code:
From: To: (Include month/year) Telephone:

Carrier: Policy Number:

Address : City: State: Zip Code:
From: To: (Include month/year) Telephone:

Carrier: Policy Number:

Address : City: State: Zip Code:
From: To: (Include month/year) Telephone:

Carrier: Policy Number:

Address : City: State: Zip Code:
From: To: (Include month/year) Telephone:

Carrier: Policy Number:

Address : City: State: Zip Code:
From: To: (Include month/year) Telephone:
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Nevada State Board of Dental Examiners

6010 S. Rainbow Blvd., Bldg. A, Ste. 1
Las Vegas, NV 89118
(702) 486-7044 + (800) DDS-EXAM - Fax (702) 486-7046

NOTARIZED AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

1, , designate the Nevada State Baord of Dental Examiners to collect, verify and
maintain information, and copies of documents and records that can subsequently be provided to professional licensing boards,
hospitals and other entities when | apply for licensure, staff membership, employment, or other privileges.

| request and authorize every person, institution, professional licensing board or any state in which | hold or may have held a
license to practice my professional, Joint Commission on National Dental Examinations, hospital, clinic, government agency
(local, state, federal or foreign), law enforcement agency, or other third parties and organizations, and their representatives to
release information, records, transcripts, and other other documents, concerning my professional qualifications and
competence, ethics, character, and other information pertaining to me to the Nevada State Board of Dental Examiners.

| further request and authorize that the requested information, documents and records be sent directly to:

Nevada State Board of Dental Examiners
6010 S Rainbow Blvd., Suite A-1
Las Vegas, NV 89118

| hereby release, discharge, and hold harmless the Nevada State Board of Dental Examiners, or representatives and any person
furnshing information, records, or documents of any and all liablilty. | authorize the Nevada State Board of Dental Examiners to
release information, material, documents, orders or the like relating to me or this application to any entity at my request.

By my signature below, | acknowledge that information, documents and records required to be furnished by another
organization, educational institutions, individual, or any person or groups must be sent directly by such persons to Nevad State
Board of Dental Examiners. | understand that Nevada State Board of Dental Examiners will not accept such information, records,
or documents forwarded by me.

A photocopy or facsimile of this authorization shall be as valid as the orginal
and shall be valid for a period of one (1) year from the date of signature.

APPLICANT NOTORY

State of County of

Applicant Signature

The statement on this document are subscribed and sworn
before me this

Applicant (printed) Last Name, First, MI, Suffix (e.g., Jr.)

day of ,20
Date of Signature (must correspond with notory date)
Applicants Date of Birth (month/day/year) Notory Public
Social Security Number My Commission Expires
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Nevada State Board of Dental Examiners

6010 S. Rainbow Blvd., Bldg. A, Ste. 1
Las Vegas, NV 89118
(702) 486-7044 » (800) DDS-EXAM « Fax (702) 486-7046

N\

REQUEST FOR OFFICIAL TRANSCRIPTS
DENTAL HYGIENE

Pursuant to NAC 631.290 and NAC 631.030, applicants for dental hygiene
licensure in the State of Nevada must present official certified copies of
your transcripts indicating you have been awarded a degree in dental
hygiene from an ADA accredited dental hygiene school or college.

Please be advised, you will be required to request a certified copy of your
dental hygiene school transcript be sent to the Board office at the address
listed above. If you hand deliver a certified copy of your transcript, the
documents must be in a sealed envelope.

Please be advised, your application will not be deemed complete until our
office has received the official transcript from your dental hygiene
program.





https://www.npdb.hrsa.gov/ext/selfquery/SQHome.jsp
mailto:nsbde@nsbde.nv.gov
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