
 
 

2803 Philadelphia Pike 
B #4083 

Claymont, DE 19703 
Tel: 302-368-7634; Fax: 215-234-9936; Email: dedentalsociety@gmail.com 

 
APPLICATION FOR MEMBERSHIP 

 
I hereby apply for membership in the Delaware State Dental Society and the American Dental Association. 

 
I am applying for (circle one):  ACTIVE, LIFE, STUDENT, HONORARY, AFFILIATE, ASSOCIATE, OR RETIRED 

 
(A membership application fee of $25 must accompany this form.) 

 
Name (last, first, middle initial) ____________________________________________________________________________ 
 
Main Office Address: Street _______________________________________________________________________________ 
 
Main Office Address: City_____________________________________ State _____________Zip Code__________________ 
 
Phone Number _____________________________________________ Fax Number __________________________________ 
 
Email Address ___________________________________________________________________________________________ 
 
Home Address: Street_____________________________________________________________________________________ 
 
Home Address: City__________________________________________ State _____________Zip Code__________________ 
 
Home Phone Number _____________________________________________________________________________________ 
 
Date of Birth_____________________ Sex________________  Social Security No._____________________________ 
 
Marital Status _______________________________________  Spouse’s Full Name____________________________ 
 
Dental School_________________________________     Degree___________________________ Year_______________ 
 
DE License Number_____________________________________________ Date of DE License ______________________ 
 
Also Licensed to Practice in (list states) ______________________________________________________________________ 
 
Specialty____________________________________ Year of Eligibility________________ Year Certified_____________ 
 
Type of Practice (General or Specialty) ________________________________ ADA Number____________________ 
 
DE Anesthesia Permit No.____________________________________________ DE DEA Number_________________ 



 
Were you a member of the American Student Dental Association at the time of your graduation?  YES______  NO_______ 
 
Internship_________________________________________________________ Dates___________________________ 
 
Residency__________________________________________________________ Dates___________________________ 
 
Full Time Graduate Study____________________________________________ Dates___________________________ 
 
Military Service_____________________________________________________ Dates___________________________ 
 
 
List any current hospital or school affiliations or positions__________________________________________________ 
 
________________________________________________________________________________________________ 
 
Do you have any dental lawsuits pending?  If yes, please explain_________________________________________ 
 
________________________________________________________________________________________________ 
 
Have you ever been a member of the ADA?  YES_____  NO_____  If yes, give dates:  From________  To_______ 
 
Previous State Society_______________________  Previous Component Society_______________________ 

 
************************* 

 
If elected into membership, I promise to abide by the Constitution and Bylaws and Code of Ethics of the 
American Dental Association and the Delaware State Dental Society. 
 
Signature of Applicant______________________________________________ Date__________________________ 
 
 

 
 


