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Dental Radiology Program Application


Full Name: ______________________________________________Date________________
		Last                                        First                                 MI


Address: ____________________________________________________________________
                Street Address                                                                                                                        Apt #


Phone: __________________________Email: ______________________________________


Date of Birth: ________________________________ SS#:____________________________
							      SS# required for dental radiology license application

Are you a citizen of the United States: ___Yes   ___No

If not, are you authorized to work in the United States ___Yes   ___No

Do you currently work in a dental office? ___Yes   ___No 

Will the office allow you to do your clinical time in the office? ___Yes   ___No
 


Education:


High School: _________________________________________________________________ 

Address: _____________________________________________________________________

If foreign diploma has it had a Credentialed Verification? ___Yes   ___No

Graduation Year: ____________

College: ___________________________________________ Graduation Year: ____________

Please attach a copy of your diploma or Credential Verification to this document








References:

Name: ____________________________________________ Relationship: ________________

Phone number: ______________________________ Email: _____________________________

Name: ____________________________________________ Relationship: ________________

Phone number: ______________________________ Email: _____________________________

Name: ____________________________________________ Relationship: ________________

Phone number: ______________________________ Email: _____________________________


Employment Information:

Office Name: ________________________________________ Phone #:__________________

Supervisor: _________________________ Your job title: ______________________________
May we contact your office for a reference? ___Yes   ___No

Disclaimer and Signature: 

I certify that my answers are true and complete tot the best of my knowledge.  If this application leads to employment, I understand that false or misleading information in my application or interview may result in my release.  



Signature:							Date:


_________________________________________             _________________________  




IQ Dental Education
353 Highway 46 West Bldg. “C” Suite 120
Fairfield, New Jersey 07006
O. 973.400.4173 F. 973.227.2444
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