
 
 APPLICATION FOR NORTH CAROLINA DENTAL INTERN PERMIT  

MATERIALS TO BE SUBMITTED  
(Detach and Retain for Your Records) 

The Board recommends that the materials listed below be submitted with your application; however, if needed, they may 
be sent directly to the Board office directly from the entity via mail or via email to applications@ncdentalboard.org.  

It is your responsibility to review applicable statutes and rules to determine whether you are eligible to apply for this type of licensure!  

 
1. Completed application – (Incomplete applications MAY BE DELAYED) 

2. Permit Fee - $150.00 CHECK OR MONEY ORDER ONLY (Payable to:  NC State Board of Dental Examiners) “If your check is not 
paid on presentment or is dishonored, you agree to pay the amount allowed by state law.  We may electronically debit or draft your account for this charge.  Also, if 
your check is returned for insufficient or uncollected funds, your check may be electronically represented for payment.”  

3. An official final transcript from your dental school should accompany this application in a sealed school envelope or it may be sent 
directly from the School’s Registrar’s office.  

4. One (1) passport-size photograph glued to the application form.  Do NOT send Polaroid snapshots.  

5. Letter from supervising dentist  

6. The Certificate of Licensure form must be completed by each state that you are or have ever been licensed in a health care related field 
(dentistry, dental hygiene, nursing, etc.).  This form should be mailed directly from the Board by which you are licensed or may 
accompany your application in a sealed envelope from that Board office.  (Copies of your license or renewal certificates are NOT 
acceptable.)  

7. Applicants licensed to practice dentistry in another state/jurisdiction must submit a National Practitioner Data Bank Report.  Please 
contact the National Practitioner Data Bank at www.npdb-hipdb.hrsa.gov or 1-800-767-6732.  When you receive the report, 
please forward it to the Board office.  

8. A signed release form, completed Fingerprint Record Card, and other such form(s) required to perform a criminal history check at the 
time of application. (These forms may be requested from our office by emailing your mailing address to info@ncdentalboard.org.)  

Please contact the Board office if you have any questions regarding this application. 

Address: 2000 Perimeter Park Dr., Suite 160, Morrisville, NC 27560 
E-mail Address: info@ncdentalboard.org    
Web Address: www.ncdentalboard.org  
Phone Number: (919) 678-8223  
Fax Number: (919) 678-8472  

**Please note that once your application is received by the Board office, 
the process takes at least 90 days.**  









21.  Have you ever served in the armed forces of the United States or any other country?  
_____Yes _____ No 

a) Have you separated from such services?  _____Yes _____ No 

b) State nature of separation _____________________________________________ 

c) If other than honorable, furnish a written statement, specifying type thereof, and circumstances 
surrounding your release. 

d) State inclusive dates of service  _________________________________________ 

e) In the armed services, have any charges or complaints, formal or informal, been made or filed against 
you, or have any proceedings ever been instituted against you, or have you ever been a defendant in any 
court martial?  _____Yes _____ No 

If yes, please attach on a separate sheet of paper date and explanation or each incident. 

f) Have you registered under the Selective Service Act of 1948?  _____Yes _____ No 

22.  Have you ever: 

a) been summoned to court or before a magistrate for the violation of any law or ordinance or for the 
commission of any felony or misdemeanor?  _____Yes _____ No 

b) been arrested for the violation of any law or ordinance or for the commission of any felony or 
misdemeanor?  _____Yes _____ No 

c) been taken into custody for the violation of any law or ordinance or for the commission of any felony or 
misdemeanor?  _____Yes _____ No 

d) been indicted for the violation of any law or ordinance or for the commission of any felony or 
misdemeanor?  _____Yes _____ No 

e) been convicted or tried for the violation of any law or ordinance or for the commission of any felony or 
misdemeanor?  _____Yes _____ No 

f) been charged with the violation of any law or ordinance or for the commission of any felony or 
misdemeanor?  _____Yes _____ No 

g) pleaded guilty to the violation of any law or ordinance or for the commission of any felony or 
misdemeanor?  _____Yes _____ No 

If your answer is yes to any of the foregoing questions, attach a statement describing fully the nature of any 
such matters, with complete facts, disposition of the matter, and the name and address of the authority in 
possession of the records thereof.  Only traffic violations unrelated to alcohol or drugs may be excluded 
from this answer. 

 
 
 



23. Within the past five years, have you exhibited any conduct or behavior that could call into question 
your ability to practice [dentistry/dental hygiene] in a competent, ethical, and professional manner?
  □    Yes  □   No 

  
 
If you answered yes, furnish a thorough explanation below: 
 Explanation:_____________________________________________________________________

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________    

 Relevant date(s): _________________________________________________ 
 
24. A.  Do you currently have any condition or impairment (including, but not limited to, substance 

abuse, alcohol abuse, or a mental, emotional, or nervous disorder or condition) that in any way affects 
your ability to practice dentistry in a competent, ethical, and professional manner?                        
□  Yes       □   No 

 B. If your answer to Question 24(A) is yes, are the limitations caused by your condition or 
impairment reduced or ameliorated because you receive ongoing treatment or because you participate 
in a monitoring or support program?                                                                    □   Yes              □   No 

 
 If your answer to Question 24(A) or (B) is yes, complete separate release and summary forms for 

each service provider that has assessed or treated any such condition or impairment.  Release and 
summary forms are attached and may be duplicated as needed.  As used in Question 24, “currently” 
means recently enough that the condition or impairment could reasonably affect your ability to 
function as a dentist.  

 
25. If you have been admitted to practice in any jurisdiction, provide the following certification and 

make a complete statement of all your practice since graduation to date.  Include temporary or part-
time work.  Indicate: 

 1) The dates during which your employed as a dentist or engaged in practice. 
 2) The addresses of the offices or places at which you were so employed or engaged, and the names 

and addresses of all employers, partners, associates or persons sharing office space, if any.  (Attach 
sheet if necessary.) 

 3) The nature of your practice.  (General dentistry or specialty) 
 4) The reason for the termination of each employment or period of private practice. 
 

FROM TO NAME/ADDRESS 
EMPLOYER/ASSOC. 

NATURE OF 
PRACTICE 

REASON FOR
LEAVING 

    
    
    

 
 
26. a) Do you now or have you ever held any other healthcare license? (Example:  medical, dental 

hygiene, chiropractic, etc.)  _____Yes _____ No  
If yes, give type of license, State, and dates held_______________________________________ 



 b) Has this license ever been suspended or revoked? _____Yes _____ No 
If yes, give dates and reasons______________________________________________________ 

  
27. Have your hospital privileges (for any license) ever been revoked or suspended?_____Yes_____No 

If yes, give dates, locations and reasons _____________________________________________ 
 
28. a) Have you ever held a DEA license? _____Yes _____ No 
 b) Has your DEA license ever been revoked, suspended or surrendered? _____Yes _____ No 

If yes, give dates, locations and reasons ______________________________________________ 
 

 

 

 

 









North Carolina Law now requires that all applicants and those renewing a license respond to 

the following statement: 

 

 
Public Notice Statement 

required by N.C. Gen. Stat. § 143-764(a)(5), effective December 31,2017 
 
Any worker who is defined as an employee by N.C. Gen. Stat. §§ 95-25.2(4)(NC 
Department Of Labor), 143-762(a)(3)(Employee Fair Classification Act), 96-
1(b)(10)(Employment Security Act), 97-2(2)(Workers’ Compensation Act), or 105-
163.1(4)(Withholding; Estimated Income Tax for Individuals) shall be treated as an 
employee unless the individual is an independent contractor. Any employee who 
believes that the employee has been misclassified as an independent contractor by the 
employee’s employer may report the suspected misclassification to the Employee 
Classification Section within the North Carolina Industrial Commission.  

Employee Classification Section 
North Carolina Industrial Commission 

1233 Mail Service Center 
Raleigh, NC 27699-1233 

Telephone: (919) 807-2582 
Fax: (919)715-0282 

Email: emp.classification@ic.nc.gov 
Employee misclassification is defined as avoiding tax liabilities and other obligations 
imposed by Chapter 95, 96, 97, 105, or 143 of the North Carolina General Statutes by 
misclassifying an employee as an independent contractor. [N.C. Gen. Stat. § 143-762(5)] 
 
I certify that I have read and understand the Public Notice Statement from the North Carolina 
Industrial Commission appearing above regarding the classification of employees. 
 
  ____________Yes      _______________No 

 
I further certify that I (______have)  ( ______have not)  been investigated for employee 
misclassification within the past three (3) years. 
 
If you have been investigated for employee misclassification within the past three years, you 
must submit the results of that investigation to the North Carolina State Board of Dental 
Examiners before your license renewal will be considered complete.  
 
 
 
  



DO NOT ALTER THIS FORM 
Corrections/erasures VOID this form 
Please use black or blue ink  

To be used with Questions 23 and 24  
  

AUTHORIZATION TO RELEASE MEDICAL INFORMATION FORM 

By signing below, I authorize the above provider to provide information, without limitation, relating to mental illness or the 
use of drugs and alcohol concerning advice, care, or treatment provided to me, to representatives of the Board of Dental 
Examiners of the State of North Carolina who are involved in conducting an investigation into my moral character, 
professional reputation, and fitness for the practice of law. I understand that any such information as may be received will 
be reported only to the admitting authority. The information will be used or disclosed at my request. This authorization will 
expire one year from the date of my notarized signature below. A photocopy of this form is acceptable for purposes of 
obtaining this information.  

I hereby release, discharge, and exonerate the Board of Dental Examiners of the State of North Carolina, its agents and 
representatives, the admitting authority, its agents and representatives, and the above named provider, its agents and 
representatives so furnishing information from any and all liability of every nature and kind arising out of the furnishing or 
inspection of any documents, records, and other information, or out of the investigation made by the Board of Dental 
Examiners of the State of North Carolina or by the admitting authority.  

I am not required to sign this authorization in order to receive treatment from the above provider. I have the right to refuse 
to sign this authorization. When my information is used or disclosed pursuant to this authorization, it may be subject to 
redisclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule. I have the right to revoke 
this authorization in writing except to the extent that the provider has acted in reliance upon this authorization. My written 
revocation must be resubmitted to the Director of Investigations at the address of the provider above.  

_________________________________________________________________ 
Signature of Applicant                                                              Date  

STATE/DISTRICT OF _______________________________ 

COUNTY OF _______________________________ 

Subscribed and sworn to or affirmed before me this _______________day 
of  ______________,  _______________  

Month                         Year  

_________________________________________________________________ 
Signature of Notary  

My commission expires ______________________________________________ 

Seal or stamp must be affixed to each original.  

The Board of Dental Examiners of the State of North Carolina is aware of HIPAA requirements.  

Revised 08/08/2018  

 



To be used with Question 23 or 24   
DESCRIPTION OF CONDITION OR IMPAIRMENT FORM 

Name __________________________________________________________________________________________ 

First    Middle    Last    Suffix 
 

Relevant dates:  From Mo/Yr    To Mo/Yr     
 
Describe the condition or impairment           

             

             

             

             

             

              

Describe any treatment, or any program that includes monitoring or support       

             

             

             

              

Name and complete address of attending physician or counselor (if applicable):  

Name of physician or counselor            

Physician's or counselor's current address          

                       

City        StateZip      Country    

      Province                   

Telephone (    )             

Name and complete address of hospital or institution (if applicable):  

Name of hospital or institution            

Hospital's or institution's current address          

                       

City        StateZip      Country    

       Province                  

Telephone (    )             

The Board of Dental Examiners of the State of North Carolina is aware of HIPAA requirements.  

STANDARD NCBLE Revised 9/4/2018  


