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VOLUNTEER DENTAL ASSISTANT PROGRAM APPLICATION  

 

NAME:  Last____________________________First:______________________________ MI: ____ 

SSN#:_________________________________ DOB: _______________________________________ 

CURRENT ADDRESS: _____________________________________________________________  

City: __________________________ State: ________________ Zip: _________________________  

DAYTIME PHONE NUMBER: ______________________ Evening: ____________________ 

EMAIL: ______________________________________________________________ 

OCCUPATION: _________________________________________________________ 

EMPLOYER: ___________________________________________________________ 

BUSSINESS ADDRESS: ___________________________________________________ 

City: _____________________________ State: ______________ Zip: ___________ 

PHONE NUMBER:  ________________________ 

STUDENT? (Y/N)_______________________  HIGH SCHOOL DIPLOMA? (Y/N)_____________ 

HIGHEST LEVEL OF EDUCATION COMPLETED: _____________________________________ 

SCHOOL: _________________________________________________________________________ 

DEROS: __________________________________________________________________________ 

REFERENCE CONTACT: ____________________________________________________________ 

RELATIONSHIP: _________________________ CONTACT NUMBER: ______________________ 

 

SIGNATURE: ______________________________________ DATE: _________________________ 


