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Dental Assistant Application Checklist
There are 3 ways to obtain a license as a dental assistant in the State of New Jersey.

1.  Successfully complete an educational program for dental assistants approved by the Commission on Accreditation within the  
 last ten years and successfully complete the Registered Dental Assistant Examination administered by the Dental Assisting  
 National Board (DANB) within ten years prior to the date of application; or 

2.  Obtain at least two years of work experience as a dental assistant within five years from the date of application; pass the  
 Registered Dental Assistant Examination administered by the Dental Assisting National Board (DANB) within ten years of  
 the date of application; successfully complete a Board-approved program in expanded functions; and pass the New Jersey  
 Expanded Functions Examination administered by DANB; or 

3.  Obtain at least two years of work experience as a dental assistant within five years from the date of application;  
 pass the Registered Dental Assistant Examination administered by DANB within ten years prior to application;  
 and successfully pass (challenge) the New Jersey Expanded Functions Examination administered by DANB. 

 Use this check-list to determine that you have complied with all of the requirements. Once your application is received, a file will be 
established and you will be notified if any documents are missing. The Jurisprudence Exam can be taken at any time during this process. 
Please refer to the Jurisprudence Examination information enclosed with this packet. 

______  Complete and return the Certification and Authorization Form For a Criminal History Background Check (now required by  
   law). Instructions will be provided in a follow-up letter once your application has been received and processed. 

______  Application Fee (Non-Refundable): $35.00 
         Checks should be made payable to "State of New Jersey" and sent with this application to: NJ Board of Dentistry,
   P.O. Box 45005, 124 Halsey Street, 6th Floor, Newark, NJ 07101 

______  Answer all questions on the application form. 

______  Staple one passport size photograph to the front page of the application. Please sign and print your name along with the date  
   on the back of the photo. 

______  Enter your social security number. 

______  Have your dental assistant school(s) (if applicable) complete the enclosed form verifying that you have completed a  
   CODA approved program in Dental Assisting. 

______  Have your dental assistant school(s) (If applicable) complete the enclosed form verifying that you have completed a  
   Board approved program in expanded functions (If applicable). 

_______  Provide proof of completion of the Certification Examination adminstered by DANB. 

_______  Provide proof of completion of the New Jersey Expanded Functions Examination adminstered by DANB (if applicable). 

_______  If you are applying on the basis of work experience, a Verification of Employment Form must be completed by each  
   employer demonstrating at least two years of work experience during the five year period immediately preceding your  
   application. 

_______  Please use additional paper if you cannot fit all of your information in the space provided on this form. Make  
   a notation by each question that more information has been attached. Please mark your attached answers with  
   the same number corresponding to the question that you are answering. 

_______  If you have answered 'yes' to any of the child support questions (16-19), please attach an explanation on a separate piece of  
   paper to this application form. 

_______  Fill out the Medical Conditions form (MC1.DH) from your packet and send back with your application. 

_______  Once the entire application has been completed, have it signed and sealed by a Notary Public. 

Upon approval of your application you will be notified by letter and requested to provide your initial biennial license fee.
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 CertifiCation and authorization form 
for a Criminal history BaCkground CheCk 

Directions: Answer all of the questions on this form. 

1.	 Name  _________________________________________________________  ( ________________________)
	 													Last																																																								First																																											Middle	 	 Maiden	Name

2. Address  ___________________________________________________________________________________________
                                      Street or P.O. Box                                 City                    State                     ZIP code  

3. Date of birth __ __ /__ __ /__ __   Sex:  Male  Female 
																																																			Month											Day												Year		 	 	 							

4. Social Security number  _________/ _____ / ________
                                                                                                                                                                                                                              

5. Have you completed the fingerprinting process for any Board or Committee of the New Jersey Division of Consumer 
Affairs since November 2003?     Yes       No

 If “No,” you will receive a separate mailing from the Board or Committee regarding the criminal history record background 
check process. No payment is necessary as of now.

 If “Yes,” please provide the following information and follow the instructions outlined below:

  _______________________________________________   _______________________________________________
                                      Board or committee requiring the fingerprinting                                                                                                                 Month and year you were fingerprinted

 If you were fingerprinted after November 2003 as part of the criminal history background process for licensure or 
certification by any other Board or Committee of the New Jersey Division of Consumer Affairs (a background check 
conducted for the Department of Education, another state agency or another state does not apply) you will not be required to 
be fingerprinted a second time. However, the Division must perform a criminal history background check each time you apply 
for licensure or certification. The fee for this service is $17.50. Payment should be made in the form of a check or money 
order payable to the State of New Jersey and should accompany your application packet.

6. Have you ever been arrested and/or convicted of a crime or offense? (Minor traffic offenses such as a parking or speeding 
violations need not be listed.)    Yes       No 

 Every such conviction on record must be disclosed. A true copy of every police report, judgment of conviction, sentencing 
 order and termination of probation order, if applicable, must be submitted with this form. Any documents (including employer 
 or supervisor letters of reference, if applicable) which present clear and convincing evidence of rehabilitation must be submitted 
 with this form. Failure to follow these instructions may result in the denial of an initial application.
 
 Note: Copies of judgments, sentencing and termination of probation orders may be obtained from the clerk of the county 
 where those orders, disposing of the conviction, were issued and filed.
 
 Your continuing responsibility to disclose convictions of crimes or offenses: You must notify the Board or Committee 
 within five (5) business days if you are convicted of any crimes or offenses after this form has been completed. 

Continuation on the reverse side ➨

	 Mr.
	 Mrs.
	 Ms.

Board	or	Committee
________________________	

Official Use Only

			Resubmit
________________________

Official Use Only
			Dual	License

License	Type	1
________________________

Applicant’s	Number
________________________

License	Type	2
________________________

Applicant’s	Number
________________________	



CertifiCation

I,	 ______________________________________________,	 in	 making	 this	 application	 to	 the	 Board	 or	 Committee	 for	
certification	 or	 licensure,	 certify	 that	 I	 am	 the	 applicant	 and	 that	 all	 of	 the	 information	 provided	 in	 connection	with	 this		
application	is	true	to	the	best	of	my	knowledge	and	belief.	I	understand	that	any	omissions,	inaccuracies	or	failure	to	make	full	
disclosures	may	be	deemed	sufficient	to	deny	certification	or	licensure	or	to	withhold	renewal	of	or	suspend	or	revoke	a	certificate	
or	license	issued	by	the	Board	or	Committee.

	
I	 voluntarily	 consent	 to	 a	 thorough	 investigation	 of	my	 present	 and	 past	 employment	 and	 other	 activities	 for	 the	 purpose		
of	 verifying	my	qualifications	 for	 certification	 or	 licensure.	 I	 further	 authorize	 all	 institutions,	 employers,	 agencies	 and	 all	
governmental	 agencies	 and	 instrumentalities	 (local,	 state,	 federal	 or	 foreign)	 to	 release	 any	 information,	 files	 or	 records		
requested	by	the	Board	or	Committee.

I	certify	that	the	foregoing	statements	made	by	me	are	true.	I	am	aware	that	if	any	of	the	foregoing	statements	made	by	me	are	
willfully	false,	I	am	subject	to	punishment.

__________________________________________________________ 	 	_________________________________	
																																																		Signature	of	applicant																																																																																																																																																																							Date

Rev. 10/1/16
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Jurisprudence Examination Registration Form
 If you are a New Jersey resident (or an out-of-state resident wishing to take the Jurisprudence Exam at the Board’s 
 administrative offices), please check off which date and time you would like to take the test. On each of the dates listed below,  
 the test is given at 10:00 a.m. and 1:00 p.m. Please send this form via fax or mail it to the address below. You will have one hour  
 to complete this closed book examination. If the session is full, you will be contacted to reschedule. Please include your daytime  
 telephone number.

The following is a schedule of the Exam dates for 2017
  January 4th  10:00 a.m.  1:00 p.m.
  January 18th  10:00 a.m.  1:00 p.m.

  February 1st  10:00 a.m.  1:00 p.m.
  February 15th  10:00 a.m.  1:00 p.m.

  March 1th  10:00 a.m.  1:00 p.m.
  March 15th  10:00 a.m.  1:00 p.m.

  April 5th  10:00 a.m.  1:00 p.m.
  April 19th  10:00 a.m.  1:00 p.m.

  May 3rd  10:00 a.m.  1:00 p.m.
  May 17th  10:00 a.m.  1:00 p.m.

  June 7th  10:00 a.m.  1:00 p.m.
  June 21st  10:00 a.m.  1:00 p.m.

  July 5th  10:00 a.m.  1:00 p.m.
  July 19th  10:00 a.m.  1:00 p.m.

  August 2nd  10:00 a.m.  1:00 p.m.
  
  September 6th  10:00 a.m.  1:00 p.m.
  September 20th  10:00 a.m.  1:00 p.m.

  October 4th  10:00 a.m.  1:00 p.m.
  October 18th  10:00 a.m.  1:00 p.m.

  November 1st  10:00 a.m.  1:00 p.m.
  November 15th  10:00 a.m.  1:00 p.m.

  December 6th  10:00 a.m.  1:00 p.m.
  December 20 th  10:00 a.m.  1:00 p.m.

 Applicant’s  name (please print) _________________________________________________

 Daytime telephone number (include area code) _____________________________________

 Please put a check in one box:           Dental            R.D.H.            R.D.A.

 Return this form to:                                      New Jersey State Board of Dentistry
124 Halsey Street, 6th Floor

P.O. Box 45005
Newark, NJ 07101

Fax number: (973) 273-8075
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