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Dental Hygiene Program
Work Experience Verification

Applicant Name: ___________________________________        COM ID: ________________________

Employer Name: ______________________________________________________________________

Office Address: ________________________________________________________________________

Office Phone #:________________________________________________________________________

To be completed by the previous or current employer:
This form is used to determine work experience for the above-named applicant for the dental hygiene program. 
Dates employed:_______________________________________________________________________

Position held:__________________________________________________________________________

Signature of practice owner/DDS:__________________________________________________________

Printed Name:__________________________________________________    Date:_________________
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