
 
    1725 SW Gage Blvd.  Phone  (785) 273-0380  www.crdts.org 
    Topeka, KS  66604  Fax  (785) 273-5015  info@crdts.org 
 
 
    2007 DENTAL EXAM APPLICATION FORM  
 
 
                                                                                                                                                              
I.  PERSONAL INFORMATION 
First Name*               MI Last Name* 
 
 
Current Mailing Address* 
 
 
                                                                                                                                                             
 
City*       State*      Zip Code* 
                 -    
        
Permanent Mailing Address* (Grades are sent to this address if different than the above) 
  
 
 
 
City*       State*       Zip Code*     

                  -   
 
Phone Number*       Social Security Number* 

  -  -                 -                -                               
 
E-mail Address* 
        
 
 
 SCHOOL OF GRADUATION* (or Anticipated Graduation)      School Code Year*    
 
 
 
Retake Examination*     ________YES     _______NO   
 
ADDITIONAL CONSIDERATIONS:  If you have any special needs related to the examination or have any other 
concerns, please comment briefly in this space. 
 
 
 
 
 
  

Central Regional 
Dental Testing 
Service, Inc. 



 
 
 
II.  EXAMINATION DATES:   
  
INTEGRATED EXAMINATIONS – Open to Students of Record ONLY 
SELECTION SITE   Manikin Based (II & III) Patient Based (IV-V)   DEADLINE 
       ______ UN Minnesota  September 22-23, 2006 February 16-17, 2007  August 18, 2006 
       ______ UN Illinois   October 6-8, 2006  March 16-18, 2007  September 1, 2006 
       ______ UN Iowa   October 8-9, 2006  March 18-20, 2007  Septmeber 4, 2006 
       ______ UN Colorado  October 20-21, 2006  February 23-24, 2007  September 15, 2006 
       ______ Marquette  October 20-21, 2006  March 2-4, 2007    September 15, 2006 
       ______ UN Nebraska  October 26-27, 2006  February 22-23, 2007  September 21, 2006 
       ______ MCG    October 27-28, 2006  April 13-15, 2007  September 21, 2006 
       ______ Creighton   October 27-29, 2006  March 9-11, 2007  September 21, 2006 
       ______ South Carolina  November 3-4, 2006  March 16-18, 2007  September 29, 2006 
  
 
 MANIKIN RETAKE EXAMINATIONS (Parts II&III)  
SELECTION   DATE    SITE   CITY  STATE DEADLINE 
       ______  December 2, 2006  UN Illinois  Chicago IL  October 30, 2006 
       ______ December 2, 2006  UN Minnesota  Minneapolis MN  October 30, 2006 
       ______ December 8, 2006  UN Nebraska  Lincoln NE  November 3, 2006 
       ______ December 9, 2006  UN Colorado  Denver  CO  November 3, 2006 
       ______ December 8-10, 2006  Creighton  Omaha  NE  November 3, 2006 
       _____  December 18, 2006  UN Iowa  Iowa City IA  November 13, 2006 
       _____  December 18, 2006  Marquette  Milwaukee WI  November 13, 2006 
       _____  January 20, 2007  South Carolina Charleston SC  December 18, 2006 
       _____  January 27, 2007  MCG   Augusta GA  December 22, 2006 
 
 
 
TRADITIONAL AND RETAKE EXAMINATIONS (Parts II-V) – Open to ALL Candidates 
       _____  April 13-15, 2007  UN Minnesota  Minneapolis MN  March 9, 2007 
       _____  April 26-28, 2007  UN Nebraska  Lincoln NE  March 21, 2007 
       _____   April 29 - May 1, 2007 SIU    Alton  IL   March 26, 2007 
       _____  April 29 – May 1, 2007  UMKC    Kansas City  MO  March 26, 2007 
       _____  May 18-20, 2007  UN Illinois  Chicago IL  April 13, 2007 
       _____   May 25-27, 2007  MCG   Augusta GA  April 20, 2007 
       _____   July 13-15, 2007  UMKC  Kansas City MO  June 8. 2007 
       _____  July 20-22, 2007  Hawaii   Pearl Harbor HI  June 15, 2007 
       _____  December 9-11, 2007  UN Nebraska  Lincoln NE  November 5, 2007 
 
 

  
 
 
 
 
 
 



 
 
 
 
 
III.  PREVIOUS EXAMINATION INFORMATION: 
 If you have taken the CRDTS Dental Exam previously, please indicate the site(s) and year(s). 
   
               Previous Exam Date 
 Previous Examination Clinical Site(s)      MM/YY 

                  / 
                                                                                                                                                      / 
                  / 
   
 
 
RETAKE EXAMINATION – If applying for a retake exam please indicate which part(s). 
                                                                                                                                                                  
COMPUTER: _____ Part I – Computer Based Exam 
         
MANIKIN:      _____ Part II – Endodontics Exam  _____   Part III – Fixed Prosthodontics Exam  
   
PATIENT:      _____  Part IV – Periodontal Exam  _____ Part V – Restorative Examination 
 
 
 
 
 
 
 
IV. COMPLETE APPLICATION:  The following items must be mailed in to CRDTS in order to   
                                                              complete your application. 

• $1600.00 Examination Fee payable to CRDTS (Cashier’s Check or Money Order)   
Retake Fee:  $800/Section  (Failure of 2 or more sections will result in payment of no more   
                                                            than the full examination fee of $1600) 

• Certified copy of diploma or Certification letter for 1st time applicants 
• Foreign Graduates – Photocopy of diploma and letter from State board 
• Applicant Certification sheet   
• Photos (2 for Traditional and Retakes, 3 for Integrated) 

  
  
 
 
 
 

 



 
 

Applicant Certification Sheet 
 

CERTIFICATION: 
This form MUST have a candidate signature and date.  This form MUST be notarized.  If not signed, dated and 
notarized, the application will be returned. 
 
I certify that I meet one of the following qualifications below: 
 

o I hold a diploma from an accredited dental school (Must furnish a certified copy of the diploma 
before the examination.) 

 

o I will have successfully completed a prescribed course of study in an accredited dental school 
within 90 days after the examination date.  (Must furnish an original copy of the Letter of 
Certification included in the application packet.) 

 

o I am a foreign-trained dentist who has received verification from the State Dental board of a 
state that accepts the results of the CRDTS examination indicating that you are eligible for 
licensure in that state upon successful completion of the CRDTS examination.  In addition, a 
copy of your diploma with an English Translation MUST be provided. 

 
In addition, I understand that by signing this certification, I am authorizing CRDTS to release my score information 
to my school of graduation. 
 
____________________________________________ 
Applicant Name (Please Print) 
 
____________________________________________                                      /                 / 
Applicant Signature                                                                                Date 
 
____________________________________________                                      /                 / 
Notary Signature                                                                                     Date Commission Expires 
     
PHOTOS: 
Please affix, with tape, recent photos of yourself in this space.  Photos must be 2” X 2” in size and can be either color 
or black and white.  For the Traditional and Retake Exam supply 2 photos.  For the Integrated Exam supply 3 photos. 
 
   
    
  
  
   
                      
 
 
 
 
                      PHOTO                                               PHOTO                                                   PHOTO                 
  



LETTER OF CERTIFICATION 
CENTRAL REGIONAL DENTAL TESTING SERVICE, INC. 

1725 SW GAGE BLVD., TOPEKA, KANSAS 66604 
 

This is to certify that ______________________________________________________ 
        (Applicant's Name) 
(has met) or (is expected to meet within 60 days for Dental Hygiene; or within 90 days for 
Dental)  all the requirements for graduation from: 
 
 _______________________________________________________________ 
   (Name of Dental or Dental Hygiene School) 
 
and that the faculty (has recommended) or (is expected to recommend) said applicant for 
graduation with the Class of  2007. 
 
The undersigned does further certify that the applicant has demonstrated sufficient 
clinical skills, that the applicant may safely participate in a clinical examination and 
perform clinical dental procedures required as a part of that examination upon patients. 
  
  ______________________________________________________________ 
   (Signature of Dean or Hygiene Program Director) 
 
          
                                                                                        SCHOOL SEAL 
 
________________________________________________________________ 
 
 
Dear Candidate for CRDTS Examination: 
 
The above form should be completed by the Dean of your dental or dental hygiene school 
and returned to the Administrative Office of CRDTS, address above, at least two weeks 
prior to the date of examination. THIS FORM IS TO BE COMPLETED ONLY BY 
CANDIDATES WHO HAVE NOT YET RECEIVED THEIR DIPLOMAS. (PLEASE REFER 
TO APPLICATION REQUIREMENTS IN THE CANDIDATE'S GUIDE TO THE CRDTS 
EXAMINATION).  
 
If the candidate is unable to send this form to the Administrative Office of CRDTS at least 
two weeks prior to the examination date, he/she must personally deliver this form to the 
Chief Examiner or Hygiene Coordinator at the testing site where he/she is being examined. 
 
PLEASE NOTE: LETTER OF CERTIFICATION IS A VITAL PART OF THE 
CERTIFICATION PROCESS FOR CANDIDATES TAKING THE CENTRAL REGIONAL 
DENTAL TESTING SERVICE, INC. EXAMINATION. FOR OUR EXAMINATION PURPOSES, 
THIS LETTER OF CERTIFICATION IS CONSIDERED THE EQUIVALENT OF A DIPLOMA. 
 
 
 

 
DO NOT ALTER THIS FORM IN ANY WAY 



 
                                Central Regional Dental Testing Service, Inc. 
                                               MEDICAL HISTORY 

Patient’s name___________________________________________________   Date Form Completed  _____/_____/_____ 

Birthdate _____/_____/_____ Weight _________  Blood Pressure (day of exam) _________________ 
                      (Required) 
INSTRUCTIONS TO THE PATIENT:  
Answer the following questions as completely and accurately as possible.  All information is CONFIDENTIAL.   
Please circle “yes” or “no” to all questions, and write in your answers as appropriate. 

1. Are you under the care of a physician at this time? YES NO 
If yes, for what condition? _______________________________________________________________________ 

2. Has a physician treated you in the past six months? YES NO 
If yes, for what condition? _______________________________________________________________________ 

3. Are you allergic to LATEX, any medicines, drugs, local anesthetics, or other substances? YES NO 
If yes, please specify:____________________________________________________________________________ 

4. Do you have or have you had any of the following diseases/problems?  
A. Abnormal bleeding………………………   YES NO O. Artificial/Prosthetic Joint Replacement  YES NO 
B. Angina/Chest Pain……………………... YES NO P. Arteriosclerosis/Coronary Occlusion… YES NO 
C. Asthma/Lung/Respiratory Condition…… YES NO Q. Artificial/Damaged Heart 

Valves…….. 
YES NO 

D. Cancer/Chemo/Radiation therapy…….… YES NO R.   Congenital heart 
disease……………… 

YES NO 

E. Diabetes…………………………………. YES NO S. Congestive heart failure……………… YES NO 
F . Emotional/Mental Health Disorder……... YES NO T. Heart murmur………………………… YES NO 
G. Epilepsy/Seizures/Convulsions…………. YES NO U. Infective endocarditis………………… YES NO 
H. Hepatitis/Jaundice/Cirrhosis…………….  YES NO V. Mitral valve prolapse………………… YES  NO 
I. High Blood Pressure……………………. YES NO W. Pacemaker …………………………… YES NO 
J. HIV positive/AIDS…….……………….. YES NO X. Rheumatic fever……………………… YES NO 
K. Kidney/Renal Disease…………………... YES NO      
L. Sexually Transmitted Disease(s)….……..  YES NO a. Heart Attack      Date:_____________ YES NO 
M. Thyroid disease…………………………. YES NO b. Heart Surgery    Date:_____________ YES NO 
N. Tuberculosis……………………….……. YES NO c. Stroke                Date:_____________ YES NO 

5. Have you ever taken appetite suppressant drugs such as Dexfluramine, Fenfluramine, PhenFen,                                                                 
Pondimin or Redux?  If yes, please list: ____________________________________________________ YES NO 

6. Do you have any other diseases, conditions, or  problems not listed above?    If yes, please explain:             YES       NO  
____________________________________________________________________________________ 

 
Please explain ALL “YES” answers.  (Note to Candidate: For “YES” to Questions #4 O thru X, and  #5 , please attach required documentation.) 
 
 
 

*7. Please list any premedication, medications, pills, or drugs which you are taking—both prescription and nonprescription. 
 
 
 

 8.  WOMEN ONLY: Are you pregnant?        YES   NO             If yes, when is your expected due date?__________________ 

 
I certify that I have read and understand the above.  I acknowledge that I have answered these questions accurately and completely.  I 
will not hold the testing agency responsible for any action taken or not taken because of errors I may have made when completing this 
form. 
 
PATIENT SIGNATURE: __________________________________________DATE SIGNED:___________________               
(Parent or Guardian's Signature if patient is a minor.)  

                                                                                         *All items marked with an asterisk must be completed the DAY OF THE EXAMINATION 

Candidate Number 




