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 Current Immunization Records 
Provide a copy of your immunization record showing vaccinations for MMR, Hepatitis B and a current TB test. If 
you do not have an immunization record, you can request verification from your doctor's office. The verification 
must include the type of vaccine, the date given, an office stamp or a legible signature and title for each vaccine. 
YOU MUST RECEIVE THE VACCINE(S) FOR WHICH YOU CANNOT PROVIDE PROPER 
DOCUMENTATION. This information can be documented on the physical examination form.  
 

 A Urine Drug Screen – Adult Students Only 
You are required to submit to a urine drug test. Refer to the attached Urine Test information sheet for 
instructions on how to complete this requirement.  

 
 A Federal Criminal Background Check – Adult Students Only 

The DATC offers a convenient, fast, and easy way for applicants to obtain an online criminal background report. 
The cost is $40 and results are sent directly to the DATC program instructor within approximately three working 
days. To complete the online application, go to www.datc.collegescreen.com  
 
Note: Any misdemeanor or felony conviction on record may negatively impact your chances of being accepted 
into the program, being placed on an externship site, obtaining the CDA credential and obtaining employment in 
a healthcare setting. If you have any questions or concerns, you can discuss these with the program instructor for 
further guidance.  
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2. Health Care Experience	
List all health care employment experience (including any dental office experience) starting with your most recent position. 
This can also include voluntary or observational experience. DO NOT include experience that was part of your training for an 
educational program.  
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I HEREBY certify the statements in this application are true and complete to the best of my knowledge.  I understand that 
falsifying information on this application may be grounds for dismissal from the program.  
 
 
Signature: ____________________________________________________________________  Date: _______________________ 
 
 
 

Completed applications should be returned to:  
Dental Assisting Instructor, Room 1114 

Davis Applied Technology College  
550 East 300 South, 
Kaysville, UT 84037 
Tel: (801) 593-2349	 	
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Maturity: shows responsibility, self -awareness, 
discipline and is responsive to criticism 
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Character: demonstrates personal integrity, 
accountability and responsibility 
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Knowledge of profession: is aware of opportunities, 
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Initiative: exhibits creativity and problem solving skills 
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Additional comments:  

 

 

Health care experience: Has the applicant worked in a healthcare facility or environment in either a paid, voluntary, or 
observational capacity?   Yes    No  (If yes, please provide details)  

Job Title:  ______________________________________________________ Dates: ____________________________ 

Name of Employer/Organization:  _____________________________________________________________________ 

Summary of Responsibilities:  _________________________________________________________________________ 

_________________________________________________________________________________________________

Recommendation: Indicate your overall recommendation of this candidate as a future Dental Assisting student. 

 Highly Recommended    Recommended    Not Recommended 

Signed ___________________________________________________________________ Date ___________________ 

 
Thank you for your assistance. Please seal the completed form in an envelope, signing on the sealed area and return 
it to the applicant in a timely manner. Your recommendation is part of a packet the applicant must submit to the 
College to be considered for a place in the Dental Assisting Program. If you have any questions, please contact the 
DATC Dental Assisting program instructor at: 801-593-2349.  
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