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This form may be completed online, printed and mailed to the address listed below.

STATE OF NEBRASKA
DEPARTMENT OF HEALTH AND HUMAN SERVICES
DIVISION OF PUBLIC HEALTH 
LICENSURE UNIT
PO BOX 94986
LINCOLN, NE  68509-4986
(402)-471-2118

Name of Program
Provider
Name of person responsible
for program planning

Street:Address

City: State:

Name of Program

Dates of Program

Location of
Program

City:

Number of clock hours for which approval is requested:

If participation is restricted, provide the reason(s) for restriction pa

Please indicate if you are the: Provider

If you are the Attendee, list your name and address
Name:

Street:Address

City: State:

Phone Number

Requestor’s
Signature
Before a program can be approved, the following materials be sub
material or attach materials to this form as necessary)
1 A description of the program content and objectives (a well d
2 The names of the course presenter(s) and a general descrip

well detailed course brochure may suffice, or a copy of the p
3 A detailed time schedule of the course including time allotted

detailed  course brochure may suffice).
4 A sample copy of the documentation the provider issues to t

program, or a description of the providers method of recordin
attendees.

DE

APPLICATION FOR APPROVAL OF
NTAL/DENTAL HYGIENE CONTINUING

EDUCATION PROGRAM
1

Phone
Number

Zip:

State:

rticipation:

Attendee

Zip:

Date:

mitted (use additional sheets to provide this

etailed course brochure may suffice).
tion of the qualifications of each presenter ( a
resenter’s curriculum vitae may be submitted).
 to registration, breaks, lunch, etc. (a well

he licensee as proof of attendance at the
g and verifying attendance by program
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*******************************************************************************************************************************
AFFIDAVIT

State of _________________________ )
)

County of ________________________)

I ________________________________________________________ (typed or printed name) depose and
say that I am the person named making the aforesaid application; and that the information contained in this
application is true and correct to the best of my information and belief.

__________________________________________________
Signature of Requestor

Sworn to and subscribed before me on the _______ day of _______________, 20______.

SEAL

_________________________________________________
Notary Public

NOTE: This application will take forty-five (45) days to process from the date of receipt of the application.
Please submit your application in a timely manner.

Objectives for all programs must relate directly to the theory or practical applications of theory pertaining
to the practice of Dentistry/Dental Hygiene.  172 NAC 52 008.02A2

After the Department has granted its written approval of the application, the provider is entitled to state
upon its publications: “This program is approved for _______ hours of continuing education by the
Nebraska Department of Health”  172 NAC 52 008.03A5

Return form to: HHS Regulation and Licensure
Credentialing Division
Board of Dentistry
PO Box 94986
Lincoln, NE  68509-4986

FOR OFFICE USE ONLY

______ APPROVED FOR _______ HOURS

______ DENIED
REASON FOR DENIAL:

Revised 2/02
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