SINGAPORE DENTAL COUNCIL
16 College Road,
#01-01 College of Medicine Building,
Singapore 169854
E-mail: enquiries@dentalcouncil.gov.sg
Tel: (65) 6355 2400/01 Fax: (65) 6253 3185

APPLICATION FOR REGISTRATION AS DENTIST

Instructions to applicant:

1. Complete Parts (1) to (VII) of this application form.

2. Please submit the application along with the necessary supporting documents.

3. Please bring along the original documents for item (a), (c) and (l), for verification purpose, when you come for registration
at the Council’s office.

4. For foreign applicants, Council will be conducting verification of identity with relevant authorities. Please complete
Release of Information Form in Annex A.

5. Processing time for application — 2 weeks starting from date when all necessary documents are duly verified and
received.

g | 25 TEMPORARY
DOCUMENTS TO BE SUBMITTED o E % = REGISTRATION
dJr =
(must be translated into English if the s E E
original is in a Foreign language) 5} % 8 3 years or Visiting
= ou more Clinicians
o
(a) | Copy of the basic dental qualification (and additional
qualifications, if any).
(Note: for foreign applicants, Council will verify J J J N

enrolment with University which awarded the basic
dental qualification. Please complete Release of
Information Form in Annex A)

(b) | Original letters of verification from issuing authorities on all
undergraduate and postgraduate qualifications (if

certificate of dental qualifications are not available at time \ N N
of application).

(c) | Copy of Certificate of Registration or current practising
licence from the Dental Council/ Licensing Authority in the
last country of practice.

(Note: for foreign applicants, Council will verify \ \ y
registration status with registration authority in the last
country of practice. Please complete Release of
Information Form in Annex B)

(d) | Original letter of offer of employment from prospective
employer in Singapore. J J J N

(e) | Original certificate of good standing from the licensing
authority in the last country of practice (with validity period N N N
of 6 months or less).

(f) Curriculum vitae (including postgraduate experience and
testimonials on postgraduate experience or names and N N
addresses of referees).

(9) | Two letters of character reference from two referees who
should be members of the teaching staff of Faculty of
Dentistry in the University, College or institution where the N N J
applicant has received his training in dentistry or any two
references from medical/dental professionals.
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Original certificate or letter of fitness to practice dentistry
from a local Medical Practitioner. Certificate/letter to
include information on current Hepatitis B* Immunisation
status.

(*not applicable for locally trained applicants)

Note: Hep B carriers will not be allowed to register in
Singapore.

Original letter from sponsor stating purpose of application
and period of registration required.

One passport-size photograph.

Original letter of undertaking from sponsor/employer.

Copy of identity card/passport.

For foreign applicants, an administrative fee of $50 (non-
refundable) will be imposed for conduct of source
verification with respective authorities.

The prescribed registration fee of $200 (non-refundable)
and practising certificate fee of $400 for 2 years.

The prescribed fees may be paid in cash or by cheque. For
payment by cheque, the cheque should be crossed and
made payable to “Singapore Dental Council .
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(I) TYPE OF REGISTRATION

1. Please affix a recent passport-size photograph and indicate the type of registration you are applying for:

[] FULL REGISTRATION

Affix A
Recent ] CONDITIONAL REGISTRATION
Passport-size
photograph ] TEMPORARY REGISTRATION
Here

(I) PARTICULARS OF APPLICANT

Please provide the following information:

2. FULL NAME AS SHOWN IN NRIC/PASSPORT (please underline Family Name)

2(a). NAME IN CHINESE
CHARACTERS

3. (a) NRIC NUMBER/FOREIGN IDENTIFICATION NUMBER 4. SEX 5. RACE
[T T TTT T ]| Oue | Do Db
[] Female [JEurasian  [] Others (pls specify)
(b) PASSPORT NUMBER (Country: ) [indian
Date of Issue: Expiry Date:
6. DATE OF BIRTH 7. PLACE OF BIRTH 8. MARITAL STATUS
N O O I O single
Date Month Year [ Malaysia ] Married
[] Others (pls specify) [] Divorced
9. RELIGION 10. NATIONALITY 11. If non-Singaporean, are you a
Singapore Permanent Resident?
[JBuddhism islam [ Singaporean
[CIChristianity [ISikhism [] Malaysian [ Yes L1 No
[JHinduism [JOthers (pls specify) [ Others (pls specify) If yes, state the year PR was
obtained

12. RESIDENTIAL ADDRESS OF APPLICANT IN SINGAPORE

House/Block Number Level Unit Street/Road
NN
Street/Road
PP
Building Name
HEEEEEEEEEEEEEEEEEEEEEEEe
‘PostaICode | ‘ Telephone Number ‘ | | MobileNTmbTr ‘ ‘ ‘ | |

13. Email Address:
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(Ill) QUALIFICATIONS OF APPLICANT

14. GRADUATE AND POST GRADUATE QUALIFICATION(S)

14(a). Basic Degree University/College

Year

14(b). Post Basic Degree(s) University/College

Year

(IV) PARTICULARS OF PRACTICE

15 (a) EMPLOYMENT SECTOR

[ Public [] Restructured [] Academia [] Statutory [] Private
Institutions* Board

15 (b) EMPLOYMENT TYPE
[ Full-time

[] Part-time (working less than 30 hours per week)

15 (¢) If you are taking up an appointment in the public sector/restructured institution/academia/statutory board:

Date joined/joining: Type of appointment: Type of work:
[ Permanent [ Clinical
Appointment gradeftitle: [ Contract [ Teaching/research

[] Temporary [] Others (pls specify):

Dental Specialty (if applicable):

15 (d) If you are going into the private sector:

[CIDentist in individual practice [] Others (pls specify):
[IDentist in group practice

[CJEmployment in private hospital
[Locum

Dental Specialty (if applicable):

16. Address of Main practice:

Name of clinic

Date of issue of licence

Y

|
L&A Unit Licence ||No.

[ 1 ]/]

Block/House No| ‘ Level ‘ | Unit Number| | ‘ Ltreet/Road| | ‘ ‘ | | |
HEEEEEREEEEEEEEEREEEEEREEN
Street/Road
NN EEEe
Name of Building (if any)
Ll HEEEEEEEEEEEEEEEEEEN
Postal Code Telephone Fax Number

| HEEEEEN L

| /1] | L
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17. Address of Secondary practice:

Name of clinic

Block/House No Level Unit Number Street/Road

HEEEEERIEEC NN

Street/Road

Name of Building (if any)

Postal Code Telephone Fax Number
HEEEEEnEEEEEEEEeEEEEEEEE
L&A Unit Licence No. Date of issue of licence
HEVEEEEERVEEEE ey ERER

17(a). Preferred Mailing Address  [] Residential  [] Practice

(V) DECLARATION BY APPLICANT

18. Have you ever been or are you currently the subject of an inquiry or an investigation by any [yes
licensing or health authority in Singapore or elsewhere involving an allegation of professional [ No
misconduct or any improper conduct which brings disrepute to the dental profession?

[Yes

19. Have you been convicted in a court of law in Singapore or elsewhere of any offence? [ No

. . . e [Yes

20. Have you ever suffered or are you suffering from any physical or mental illness which impairs
your fitness to practise as a dental practitioner? [ No

21. Have you ever suffered from Hepatitis B or other infectious diseases? LlYes

[J No

If you have answered “yes” to any of questions 18 to 21, please provide further details in a separate document.

| declare that the particulars stated in this application and the documents attached are true to the best of my knowledge and
belief, and | have not wilfully suppressed any material fact.

Signature of applicant Date

(V1) CERTIFICATE OF IDENTITY - to be completed by a registered dentist (whose name appears in the first division of the
Dentists Register), or a medical practitioner registered in Singapore under the Medical Registration Act (Cap 174), or a
Magistrate, or a Justice of the Peace.

(Note: Not applicable for locally trained applicants)

| hereby certify that (name of applicant) is
known to me personally and | support his/her application to be registered to practise dentistry in Singapore.

Name of dentist/doctor/Magistrate/JP Registration No./Seal of Office Signature & Date
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(VIl) CERTIFICATE OF FITNESS TO PRACTISE - to be completed by a medical practitioner registered in Singapore under

the Medical Registration Act (Cap 174)

I, Dr

of (name of clinic)

Certify that | have examined (name of dentist applying for registration)

and that in my opinion, he/she is both physically and mentally fit to practise dentistry.

Signature of medical practitioner

Qualification(s)

SMC Reg No

Date

Stamp of medical clinic

For Official Use

Complete documents received on:

(dd/mm/yyyy)

NRIC/
FIN

Date of
Registration

DCR
No.

Registered under

[ Full registration
[] Conditional registration
[] Temporary registration

Conditions attached to registration, if
any:

[] Degree in Schedule
[[] Degree not in Schedule
[] others:

For those working in public service, please

indicate:

[] expatriate
[ training

[ teaching
[ attachment
[ others

Temporary registration:
Start Date:
End Date:

Registrar’s Approval/Comments*

*(Registrar’s approval is not required for locally-trained dentists)

Registration Fee:

$

[Icash

[JCheque Details of cheque: Bank:
Cheque Number:

[] Others:

Receipt Number:

Date of Receipt:

$

Practising Certificate Fee:

Receipt Number:

Date of Receipt:

Total Amount: $

Last updated 191010
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ANNEX A

RELEASE OF INFORMATION

To:

Name of University

To Whom It May Concern

(IC or Passport No. )

Name of dentist

with enrolment number

give my consent to the

to release my enrolment

Name of University

status from to

to The Singapore Dental Council

dd/mm/yyyy

for the purpose of verification.

Signature

dd/mm/yyyy

Date
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ANNEX B

RELEASE OF INFORMATION

To:

Name of Licensing Authority

To Whom It May Concern

(IC or Passport No. )

Name of dentist

with registration number give my consent to the

to release my registration

Name of Licensing Authority

status from to to The Singapore Dental Council
dd/mm/yyyy dd/mm/yyyy

for the purpose of verification.

Signature Date
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