
*Date
Hours

Completed
Name of

 Dental Facility
Dental Facility
Phone Number

Name of Registered
 Dental Hygienist

(Please Print)

Verification Signature of 
Registered Dental Hygienist

Applicant's Name (Please Print):  ____________________________         Applicant's Signature:  ____________________________

40-Hour Dental Hygienist
Observation Verification

*use separate line for each observation date. Do not group dates together


