
__________DENTAL ASSISTING PROGRAM_________

OCEAN AND PHELAN AVENUES     SAN FRANCISCO, CALIFORNIA 94112     (415) 239-3479


PROGRAM APPLICATION
(Please type or print)

Date of Application _____________________________                              

Name ____________________________________________________      

           
Last                  
First               

Middle
CCSF Student ID Number __________________________                           

Address  ________________________________________________               Number & Street       
   City & State        
Zip Code
Telephone              Birthplace               Ethnic __________         

How long have you been a resident of California?            years

Will you need financial assistance during the program?  yes   no

Have you applied for financial aid at CCSF?


 yes   no

Are you a high school graduate?                         yes   no

High school attended ____________________________________________                                              
If you are not a high school graduate, have you taken the test of  
General Development (G.E.D)




 yes
  no

or

Certificate of California High

School Proficiency Examination?                    yes
  no

Are you presently attending CCSF?                       yes   no

Colleges attended (including CCSF):

_________________________________________________________________

Have you taken the CCSF Placement Test?



 yes   no

English 

yes 
no
Score _____________            
Math    

yes
no
Score  ____________              

Health  

yes
no 
Score  ____________           
Please request official transcripts from previously attended schools (including CCSF) and have them sent to the Dental Assisting Office.

WORK EXPERIENCE

List the work you have done during high school, following graduation, or attending college.  Include all volunteer work.  This list will provide information on your interests and

general activities before applying to the Dental Assisting Program.

Write in your own words why you wish to become a registered dental assistant.
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__________DENTAL ASSISTING PROGRAM_________

OCEAN AND PHELAN AVENUES     SAN FRANCISCO, CALIFORNIA 94112     (415) 239-3479

MEDICAL HISTORY
Please print, use ink
Name   ________________________________________________________    
Last




First



Middle
Address _______________________________________________________   

Number & Street


City & State


Zip Code
Telephone (Day)                     (Evening)__________________                 
Person to contact in case of emergency:
Name                          
Phone  _________________                    
Address ___________________________________________________                                                      
Family dentist                     
Phone __________________                     
Address ___________________________________________________                                                      
Date of last dental examination ___________________________                              
Family doctor                       
Phone __________________                     
Address ___________________________________________________                                                      
Are you currently under treatment?


Yes       No ______      

If yes, what? _____________________________________________                                                
Do you take any medicine such as insulin, thyroid, dilantin, phenobarbital, digitalis, reducing pills, vitamins, allergens, liver, iron, penicillin, or other medications regularly?

Yes       No ______  
If yes, what?                                       __          


Dose ___________________________________________________________                                                         

TO ALL APPLICANTS:

Given the limitations of routine health history information, it is not possible for dental practitioners to know the infectious disease status of patients.  Since there may be some individuals you come into contact with during the program who may have an infectious disease, Universal Precautions are taught and used.  For additional information and/or a copy of the Dental Assisting Program’s “Policies and Procedures on BLOOD BORNE Infectious Diseases.” 

Since the CCSF Dental Assisting Program is approved by both credentialing available to California Dental Assisting Program - the American Dental Association and the California Board of Dental Examiners, we encourage all our graduates to sit for and successfully complete both the Dental Assisting National Board Examination and the Registered Dental Assistants Examination.  All applicants for the Registered Dental Assistants Examination must complete a finger print card provided by the Committee on Dental Auxiliaries.  This card is submitted to the California Department of Justice and will be checked for the applicants previous felony violations.  Upon evaluation of past record(s) the applicant maybe refused their Registered Dental Assisting License by the Committee on Dental Examiners even though the applicant successfully completed both their written and practical examinations.

I have received and understand this application and health procedures and eligibility requirements packet.

                                   
_______________________ Signature






Date

		


City College





SAN FRANCISCO





SAN FRANCISCO





SAN FRANCISCO





SAN FRANCISCO





SAN FRANCISCO





SAN FRANCISCO





		


City College








