
I certify that the above-named applicant has completed or is currently a student in a bona fide 
dental assistant education and training program that is offered at a school approved or licensed 
by one of the following:

	F Washington Workforce Training and Education Coordinating Board

	F Washington Student Achievement Council

	F Washington State Board for Community and Technical Colleges

	F Washington State Skill Centers Certified by the Office of the Superintendent of Public 
Instruction

The applicant listed above is:

	F Currently a student in a bona fide dental assistant career training or vocational education 
program

	 Estimated date of program completion: ____________________________________

Or
	F Has successfully completed a bona fide dental assistant career training or vocational 

education program

	 Date program was completed: ___________________________________________
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Dental Assistant Education Verification for Minors
(16-and 17-Year-Olds)

Dental Quality Assurance Commission 		
Credentialing 
P.O. Box 47877
Olympia, WA 98504-7877 
360-236-4700

Name First				    Middle					    Last	

Date of Birth

City

Address

Demographics: To be completed by the applicant

State Zip Code

Education Verification: To be completed by the dental assistant program

Instructions: This form must be submitted to the Department of Health directly from the dental 
assistant program. 

(mm/dd/yyyy)

(mm/dd/yyyy)

To request this document in another format, call 1-800-525-0127. Deaf or hard of hearing customers, 
please call 711 (Washington Relay) or email doh.information@doh.wa.gov.



____________________________________________________________ __________________________
Signature of Director of Dental Assistant Program Date (mm/dd/yyyy)

City

Dental Assistant Program Address

State Zip Code

______________________________________________________________________________________
Name of Director of Dental Assistant Program

Dental Assistant Program Name
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Please email this form to:				  
dentalapplication@doh.wa.gov

Or

Mail directly to: 							     
Dental Quality Assurance Commission 			 
Credentialing								      
P.O. Box 47877							     
Olympia, WA 98504-7877

mailto:dentalapplication%40doh.wa.gov?subject=

