FLORIDA DEPARTMENT OF HEALTH
BOARD OF DENTISTRY

APPLICATION FOR LIMITED LICENSURE
DENTIST/DENTAL HYGIENIST

Statute and Rule References:
-Section 456.015, Florida Statutes
-Rule 64B5- 7.007, Florida Administrative Code

General Requirements and Information
The following criteria MUST be met in order to obtain dentist/dental hygienist limited licensure in
Florida:
-The applicant has retired or intends to retire from the practice of dentistry/dental hygiene
and intends to practice only pursuant to the restrictions of the limited license; AND
- The applicant was licensed to practice dentistry/dental hygiene in any jurisdiction in the
United States for at least 10 years.

The limited licensee can practice only in the employ of public agencies or non-profit agencies or
institutions which meet the requirements of s. 501(c)(3) of the Internal Revenue Code, are
permitted under rule 64B5-7.006 and which provide professional liability coverage for acts or
omissions of the limited licensee. Limited licensees may provide services only to the indigent or
critical need populations within the state.

Continuing Education Requirement:
Pursuant to Rule 64B5-7.007(1)(d), F.A.C, the board shall require each limited licensee to complete
continuing education requirements of active licensees.

Dentists: 30 continuing education hours to include a 2 hour course in the prevention of medical
errors each biennium. A course in HIV/AIDS is required no later than the first renewal and a 2
hour course in domestic violence is required every third biennium. In addition to the 30 continuing
education hours, re-certification in CPR at the basic life support level and as defined in Rule 64B5
-12.020, FAC is required.

Dental Hygienists: 24 continuing education hours to include 2 hour course in the prevention of
medical errors each biennium. A course in HIV/AIDS is required no later than the first renewal
and a 2 hour course in domestic violence is required every third biennium. In addition to the 24
continuing education hours, re-certification in CPR at the basic life support level and as defined in
Rule 64B5-12.020, FAC is required.

MAILING ADDRESS

The original application and fee should be mailed to the following address: Department of
Health, Post Office Box 6330, Tallahassee, FL 32314-6330. Make checks or money orders
payable to DOH-Board of Dentistry.

Applications that do not include a fee and/or supporting documents should be mailed to

Department of Health, Board of Dentistry, 4052 Bald Cypress Way, Bin #C08, Tallahassee FL
32399-3258.
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FLORIDA DEPARTMENT OF HEALTH
BOARD OF DENTISTRY

REQUIRED DOCUMENTATION INCLUDES
-Proof of completion of a minimum 2 hour course in the Prevention of Medical Errors from a Florida

Board of Dentistry approved provider
-Proof of current CPR certification
-Verifications of licensure MUST be sent directly to the board office from the respective agency.

-Proof of graduation from dental school

PLEASE TYPE OR PRINT LEGIBLY ALL INFORMATION.
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FLORIDA DEPARTMENT OF HEALTH
BOARD OF DENTISTRY

APPLICATION FOR DENTIST/DENTAL HYGIENIST LIMITED LI  CENSURE
PART |- PROFILE DATA FORM

APPLICATION METHOD: Please check the box applicable to your propossttipe setting.
[0 Non-Remunerated (Volunteer - not paid for services). Must subRge Waiver Affidavit.

O Remunerated (Paid employe€)otal due: $305.00 — Dentist ~ $105.00 — Dentdygienist

List your full, legal NAME as it should appear otMITED license(no nicknames or shortened versions)

FIRST: MIDDLE: LAST:

Have you ever changed your nhame through marriagetimm of a court, or have you been known OYES [ONO
by any other namef#f "YES', give the name(s) and date(s) of changes below:

Social Security Number - RequiredEnter on separate City/State/Country of Birth: Date of Birth (myad)

page provided in application)

MAILING Address(street address, city, state, ZIP)

Primary Telephone Number: ( ) Business Telephone Number: ( )
Name of Dental/Dental Hygiene School you attended: Type of Degree: Date Graduated:
OD.D.s.
O D.M.D.
School Name (attach copy of diploma) OAS. Other
City State

PART Il - LICENSURE DATA

Please list below all licensure/certificationsptactice dentistry/dental hygiene or any healthtee profession in any jurisdiction in the
U.S. territory, including, Florida, or foreign cdmnthat you current hold or have ever held, relgasiof status.

State License Title License Number Original Issiag¢eD Expiration Date
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FLORIDA DEPARTMENT OF HEALTH
BOARD OF DENTISTRY

PART Il - PRACTICE AFFIRMATION AND HISTORY

Do you affirm that you have practiced dentistrytdéhygiene as a licensed dentist/dental hygidmisit least ten YES NO
years in the United States?

Do you affirm that you have retired or intend ttresfrom the practice of dentistry/dental hygiene? YES NO
Please give the date (mV/d/yr) of actual or intended retirement:

Do you affirm that you will practice only as spéif in Rule 64B5-7.007, Florida Administrative Coderanted a YES NO
limited license in Florida?

List Place of Practice in Florida. The director of the agency or institution mugirsit a letter of intention to employ. Sectior64BL5,
Florida Statutes, requires that within 30 daysnyfehange of employment, the department must benbodf the new address and place of
employment.

Place of Employment Location Addresset, city, state, and ZIP) Employment Setting one)

[0 Public or non-profit agency
[0 Indigent or critical need
populations within the state

PART IV - PERSONAL AND LICENSURE HISTORY

ALL OF THE FOLLOWING QUESTIONS MUST BE ANSWERED.
If you answer "YES" to ANY of the following questis, explain in full by addendum to the applicatidfou must make a statement that includes, budtis 1
limited to, the date(s), location(s), specific aimstances, practitioners and/or treatment involet, pertaining to the "YES" answer. If you haeen
under treatment for a mental or physical illnessasdition that affects your ability to practicentlstry/dental hygiene, you must request that each
practitioner, hospital, and program involved in yoreatment submit a full, detailed report of stlhe board office. Any "YES" answer must be
substantiated by either official documents sergatliy to the board office from the respective sliaensing board or official copies of court recardA
"YES" answer is NOT an automatic cause for derfiitensure.

In addition to your submission of necessary docuatiem for any “YES” answer to these questions,ryamswers may result in your being referred to the
Physicians Recovery Network (PRN) for evaluatidhe PRN is a consultant to the State of Floriddrested to evaluate practitioners to ensure thulitya
to practice with reasonable skill and safety toghblic. If you have any questions, the board stafy be able to assist you in determining whetier
evaluation will be necessary in your case. Adddity, a personal appearance before the board mesguested in some cases, regardless of wheéher th
PRN is involved.

NOTE: Obtaining or attempting to obtain a license by bribery, fraud, or knowing misrepresentation is a violation of the Dental Practice Act and may result
in the denial of licensure, suspension or revocation of license, and/or other penalty under section 466.028, Florida Statutes, or Rule Chapter 64B5-13, F.A.C.

A. Have you ever been convicted of, or enterecka pf guilty, nolo contendere, or no contest toime in any YES NO
jurisdiction other than a minor traffic offense?uwmust include all misdemeanors and felonies, dven
adjudication was withheld by the court so that wawld not have a record or conviction. Driving enthe
influence or driving while impaired is not a mirteaffic offense for purposes of this question.

If yes, please list date, jurisdiction (state andnty), offense, disposition, and all other refeviaformation
On reverse side or an attached sheet

B. IMPORTANT NOTICE: Applicants for licensure,rtification or registration and candidates for
examination may be excluded from licensure, cestfon or registration if their felony convictioalls into
certain timeframes as established in Section 436, Florida Statutes. If you answer YES to ahthe
following questions, please provide a written erplion for each question including the county aatesof
each termination or conviction, date of each teatiim or conviction, and copies of supporting doeatation
to the address below. Supporting documentatiomiétes court dispositions or agency orders wherecgipé.

1. Have you been convicted of, or entered a plaailtiy or nolo contendere to, regardless of adjation, a
felony under Chapter 409, F.S. (relating to soama economic assistance), Chapter 817, F.S. (rgl&di

fraudulent practices), Chapter 893, F.S. (relatingrug abuse prevention and control) or a sinfidiony YES NO
offense(s) in another state or jurisdiction? f y@u responded “no”, skip to #2.)
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FLORIDA DEPARTMENT OF HEALTH
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a. If “yes” to 1, for the felonies of the first second degree, has it been more than 15 yearsffi@oate YES NO
of the plea, sentence and completion of abgaguent probation?

b. If "yes” to 1, for the felonies of the third deg, has it been more than 10 years from the dake @lea, YES NO

sentence and completion of any subsequent prolratf@his question does not apply to felonies oftktiel

degree under Section 893.13(6)(a), Florida Statutes

c. If “yes” to 1, for the felonies of the third deg under Section 893.13(6)(a), Florida Statutas,itbeen YES NO

more than 5 years from the date of the plea, seatand completion of any subsequent probation?

d. If “yes” to 1, have you successfully completedrug court program that resulted in the pleater YES NO
felony offense being withdrawn or the chardissnissed? (If “yes”, please provide supporting
documentation).

2. Have you been convicted of, or entered a plaguitfyy or nolo contendere to, regardless of adjation, a YES NO

felony under 21 U.S.C. ss. 801-970 (relating toticmled substances) or 42 U.S.C. ss. 1395-1396t{ngl to

public health, welfare, Medicare and Medicaid is3@e

a. If “yes”to 2, has it been more than 15 yea®ie the date of application since the sentendeaag YES NO
subsequent period of probation for such coicbr plea ended?

3. Have you ever been terminated for cause frenftorida Medicaid Program pursuant to Section YES NO

409.913, Florida Statutes? (If “No”, do aoiswer 3a.)

a. If you have been terminated but reinstatede lyawa been in good standing with the Florida Meidica YES NO
Program for the most recent five years?

4. Have you ever been terminated for cause, potsadhe appeals procedures established by ttee sta YES NO
from any other state Medicaid program (If do,not answer 4a or 4b.)

a. Have you been in good standing with a statdidééd program for the most recent five years? YES NO

b. Did the termination occur at least 20 yearsmio the date of this application? YES NO

5. Are you currently listed on the United StatepBrtment of Health and Human Services Office of YES NO
Inspector General's List of Excluded Indivitbuand Entities?

6. If “yes” to any of the questions 1 through ®ad, on or before July 1, 2009, were you enroliedn YES NO
educational or training program in the proi@ssn which you are seeking licensure that wasgezed

by this profession’s licensing board or the Deparitrof Health? (If “yes”, please provide official

documentation verifying your enrollment status.)

7. Have you ever been denied the right to takeraiftey or Dental Hygiene examination in any state? YES NO
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FLORIDA DEPARTMENT OF HEALTH
BOARD OF DENTISTRY

competence as a Dentist or Dental Hygienist orrdtbensed professional?

If Questions 7-11 above are answered “YES”, youtmtsvide complete details as to state(s), licenss
number(s), dates, and relevant circumstances @nseside or on attached sheets.

8. Have you ever been refused a license to prabicgistry, Dental Hygiene or any other licens¢har renewal YES NO
thereof in any state?

9. Have you ever had a license revoked or a azatédiof registration to practice Dentistry, Detigijiene or YES NO
any other licensed profession revoked, suspendetherwise acted against (including probation, fine

reprimand) in a disciplinary proceeding in anyestat

10. Are you now or have you ever been a defendeivil litigation in which the basis of the compiaagainst YES NO
you was in alleged negligence, malpractice or Eghrofessional competence?

11. Is there currently pending against you in amisgliction a complaint against your professioraiduct or YES NO

in any way affect your candidacy for licensure.
Sex:OF OM Areyou a US Citizen?d Yes O No If no, give alien number

We are required to ask that you furnish the follapinformation as part of your voluntary compliamgth Section 2, Uniform Guidelines or
Employee Selection Procedure (1978) 43 FR39298gu&b, 1978). This information is gathered fotistiaal purposes only and does no

Ethnic Origin: [ Caucasian Black [ Hispanic [ Asian [ Native American [0 Pacific Islander
Other
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FLORIDA DEPARTMENT OF HEALTH
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PART V - APPLICANT RELEASE AND AFFIDAVIT
THE FOLLOWING STATEMENT MUST BE COMPLETED:

APPLICANT RELEASE AND AFFIDAVIT:

l ,_State that | am the person referred to in theglming limited licensure
application and supporting documentation, that apfulication and any supporting documentationraiedand accurate, and that the attach
photograph is a true likeness of myself.

9%
(o

| hereby authorize all hospitals, institutionsooganizations, my references, personal physicemployers (past and present), business arjd
professional associates (past and present), agdwadinmental agencies and instrumentalities (Iatale, federal and foreign) to release tg
the Florida Department of Health any informatidiesf or records requested by the agency in coimmesith the processing of this
application. | further authorize the Florida Dep@nt of Health to release to any organizationyiddal or group listed above any
information which is material to my application.

| understand that it is my responsibility to s@spént my application as needed to reflect any matdranges in any circumstance or
condition stated in the application which mightaffthe decision of the department and which tpkase between the initial filing of the
application and the final granting or denial ofitexd licensure.

| hereby affirm that | have been licensed to pcactihe profession for which | now seek a limitegtise in a jurisdiction of the United State
for at least 10 years. | affirm that | have retifiemin the practice of that profession and intengriactice only pursuant to the restrictions of ghe
limited license. | understand that, once my lichiieense is granted, | may only practice in th@lemof public agencies or institutions or

nonprofit agencies or institutions which meet thguirements of s. 501(c)(3) of the Internal Revebade, and which provide professional
liability coverage for my acts or omissions aslimited licensee. | also understand that, as adoivicensee, | may provide services only t@
the indigent or critical need populations withie #tate.

| have carefully read the instructions and quaestia the foregoing application and have answdrehtcompletely, without reservations of
any kind. Should I furnish any false informatiorthis application, or in any supporting documeatatl acknowledge that such an act

constitutes cause for denial, disciplinary actgrgpension or revocation of my limited licensertcpice dentistry under Chapter 466, Florigla
Statutes, Chapter 456, Florida Statutes, and OhégB5, Florida Administrative Code, in the Staté-lorida.

| hereby affirm that | have received, read and wstded Chapter 466, Florida Statutes, Chapter Ble@ida Statutes, and Chapter 64B5,
Florida Administrative Code, and acknowledge thaukt abide by them.

Signature of Applicant: Date signed
SWORN AND SUBSCRIBED BEFORE ME THIS day of ,
In the County of State of

My commission expires on:

(notary stamp or seal)

Notary signature:
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FLORIDA DEPARTMENT OF HEALTH
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* CONFIDENTIAL AND EXEMPT FROM PUBLIC RECORDS DISCLOS URE*

APPLICATION FOR DENTIST/DENTAL HYGIENIST LIMITED LI

This page is exempt from public records disclosUiee Department of Health is required and autlkdrip collect Social Security Numbers relatinggplations
for professional licensure pursuant to Title 42 BE666 (a)(13). For all professions regulatedarrahapter 456, Florida Statutes, the collectioBaxfial

Security Numbers is required by section 456.013]1Klorida Statutes.

Name

Last First Middle

Social Security Number

PART VI - APPLICANT HISTORY - HEALTH

CENSURE

reasonable skill and safety to patients or clients.

If you answer "YES" to any of the following quests you must submit a current mental health stafusrt from a
licensed mental health professional, wherein thogagsional practitioner opines that you are ableraictice with

drug or alcohol recovery program or impaired ptexter program for treatment of drug or alcoh
abuse that occurred within the past 5 years?

A. In the last 5 years, have you been enrollecsiuired to enter into, or participated in any Q YES O NO

ol

B. In the last 5 years, have you been admittedferned to a hospital, facility or impaired
practitioner program for treatment of a diagnosedital disorder or impairment?

Ud YES U NO

C. During the last 5 years, have you been treatedrfhad a recurrence of a diagnosed
mental disorder that has impaired your ability tagtice your profession within the past 5 years

D

Ud YES U NO

D. In the last 5 years, were you admitted or da@anto a program for the treatment of a
diagnosed substance-related (alcohol/drug) disargéryou were previously in such a program
did you suffer a relapse within the last 5 years?

Ud YES U NO

E. During the last 5 years, have you been treatedrfhad a recurrence of a diagnosed
substance-related (alcohol/drug) disorder thairhpaired your ability to practice your professio
within the past 5 years?

n

Ud YES U NO

F. During the last 5 years, have you been treatedrfhad a recurrence of a diagnosed

physical disorder that has impaired your abilitptactice your profession?

Ud YES U NO
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FLORIDA DEPARTMENT OF HEALTH
BOARD OF DENTISTRY

LIMITED LICENSE FEE WAIVER FORM

TO BE COMPLETED BY EMPLOYER OR VOLUNTEER
DENTIST/DENTAL HYGIENIST

Pursuant to Section 456.015, Florida Statutes and Rule 64B5-7.007, Florida Administrative Code, if a person applying
for a limited license submits a notarized statement from the employing agency or institution stating that he/she will not

receive monetary compensation for any services involving the practice of dentistry/dental hygiene, the licensure fees
shall be waived.

AFFIDAVIT

I, , being first duly sworn, state that the following

dentist/dental hygienist:

TYPE OR PRINT DENTIST/DENTAL HYGIENIST'S NAME

will NOT receive monetary compensation for any service involving the practice of dentistry/dental hygiene from:

Agency/Institution:

Address:

City/State/Zip:

Signed:

Name (type or print):

Title:

STATE OF FLORIDA
COUNTY OF:

The above person is personally known to me or has produced
as identification.

SWORN AND SUBSCRIBED BEFORE ME

THIS DAY OF ,
(month) (year)
(SEAL)
NOTARY PUBLIC:
MY COMMISSION EXPIRES:
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