1

PERSONAL DATA FORM – DENTAL ADMISSION TEST 
Only those individuals who complete this form will be considered for appointment.

(Do not attach curriculum vitae.)

	NAME:      

DATE:

	BUSINESS ADDRESS: 
     

	
     

	
     

	HOME ADDRESS: 
     

	
     

	BUSINESS PHONE: 
     
	HOME PHONE: 
     

	E-MAIL ADDRESS: 
     
	FAX NO.: 
     



CONTENT AREA FOR WHICH APPOINTMENT IS BEING SOUGHT:

 FORMCHECKBOX 
  Biology

 FORMCHECKBOX 
  Quantitative Reasoning


 FORMCHECKBOX 
  General Chemistry

 FORMCHECKBOX 
  Reading Comprehension*


 FORMCHECKBOX 
  Organic Chemistry

 FORMCHECKBOX 
  Physics – [external client – not part of DAT]
* Reading Comprehension consists of individuals who work independently at home on reading passages and items.

    Please contact Leanne Pankuch at pankuchl@ada.org for more information.

EDUCATIONAL BACKGROUND (Begin with college level and include honorary degrees.)

	Name of School and City
	Years
	Year of Graduation
	Certificate or Degree
	Specific Area of  Study

	     
	  
	    
	     
	     

	     
	  
	    
	     
	     

	     
	  
	    
	     
	     

	     
	  
	    
	     
	     

	     
	  
	    
	     
	     


TEACHING AFFILIATIONS

	Name of Institution
	Rank
	Subjects Taught
	From

(Year)
	To

(Year)

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


TEACHING RESPONSIBILITIES: [Under “Level of Students,” specify the students’ year in the curriculum.  Include continuing education courses you have taught.]

	Course Title
	Level of 

Students (Year)
	 Total Contact Hours per Year


	Responsible for Test Construction?

	
	
	Didactic
	Preclinic
	Clinic
	

	     
	      
	   
	   
	   
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	     
	     
	   
	   
	   
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	     
	     
	   
	   
	   
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	     
	     
	   
	   
	   
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	     
	     
	   
	   
	   
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	     
	     
	   
	   
	   
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No


AFFILIATIONS WITH TESTING ORGANIZATIONS (Include Regional, State, and Specialty Board Assignments.)

	Organization
	Specific Assignment
	From

(Year)
	To

(Year)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


SPECIALTY AFFILIATIONS

	Name of Board and/or Society
	Board Certification
	Date of Membership

(Years)

	     
	     
	     

	     
	     
	     

	     
	     
	     


MEMBERSHIP, OFFICES OR APPOINTMENTS HELD IN LOCAL, STATE, OR NATIONAL ORGANIZATIONS
	Name of Organization
	Title
	From

(Year)
	To

(Year)

	     
	     
	    
	    

	     
	     
	    
	    

	     
	     
	    
	    

	     
	     
	    
	    


PUBLISHED WORKS (For the past five years, list principal articles that appeared in refereed journals or text books, by author(s), title, publication, and date.)

	Author(s)
	Title
	Publication
	Date

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


STATEMENT (Write a short paragraph on why you are seeking appointment to a test construction committee.)

	     ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Signature of Applicant

Please send COMPLETED FORM to liua@ada.org 
If you would like to recommend an individual as a potential DAT constructor, please complete the information below:

	NAME:      

	BUSINESS ADDRESS: 
     

	
     

	
     

	HOME ADDRESS: 
     

	
     

	BUSINESS PHONE: 
     
	HOME PHONE: 
     

	E-MAIL ADDRESS: 
     
	FAX NO.: 
     



