
     

SOUTH CAROLINA DEPARTMENT OF LABOR, LICENSING & REGULATION 

BOARD OF DENTISTRY 

P. O. BOX 11329, COLUMBIA, SC 29211-1329 

 

RESTRICTED INSTRUCTOR LICENSE APPLICATION  

 
Application must be fully completed with all requested information and documentation supplied. “Application fee 

(check or money order only) must accompany the application and is non-refundable and non-transferable.” 
 

 

Please indicate type of application:  Restricted Instructor____________  or  Restricted Specialty Instructor _____________ 

 

1. Name_____________________________________________________________________________ 

   Last   First   Middle      Suffix  

 

2. Home Address _____________________________________________________________________ 

      Street   City            State               Zip  

 

3. Mailing Address ____________________________________________________________________ 

      Street   City            State               Zip    

 

4. _____________________________________    _____________________________________ 

 (Area Code) Home Telephone Number     (Area Code) Business Telephone Number 

 

5. Email Address_____________________________________________________________________ 

 

6. Social Security Number  _____________________________________________________________ 

 

7. Age __________            Sex __________             

 

8. Date of Birth ____________         Place of Birth (City/State)  ________________________________   

 

9. Name of Dental School ______________________________________________________________ 

 

10. Location ______________________________       Degree ____________       Date ______________ 

 

11. Diplomate of the American Board of _________________  Date certified _________   N/A _______ 

 

If you are applying for Specialty Instructor, you will need to apply for SC Specialty Examination, unless 

you are a Diplomate. 

  

12. List all states in which you hold a current license to practice dentistry: 

 The Certification of Licensure Form (enclosed) is to be completed by each State Board. 

            

        State          License No.      Expiration Date             State         License No.      Expiration Date 

 

            

  

 

  

 

 
 

 

 

 



IF YOU ANSWER “YES” TO ANY OF THE FOLLOWING QUESTIONS (13-21), YOU ARE REQUIRED TO FURNISH A 

WRITTEN EXPLANATION, INCLUDING DATE, PLACE, REASON AND DISPOSITION OF THE MATTER. 

                         YES/NO 

 

13. Have you ever been refused membership in a dental society, an association or a hospital staff? _______ 

 

14. Have you ever taken an examination without receiving a license from any dental examining  

board/agency?          _______ 

 

15. Have you ever been convicted, pled guilty or pled nolo contendere for violation of any  

federal, state or local law (other than a minor traffic violation)?                 _______ 

 

16. Have you ever had any written complaint, formal accusation, final order, disciplinary action or 

 consent order (other than for incomplete hospital charts) made against you by any person, 

 jurisdiction, hospital, dental society, or dental board; has any malpractice judgment or settlement 

 been rendered against you?        _______ 

 

17. Is your license or practice privilege currently restricted in any way by any jurisdiction, state, 

dental board or licensed medical facility? Have you ever taken treatment for addiction to alcohol or other 

drugs?                                                                                                                                                 _______ 

 

18. Have you voluntarily surrendered your license or hospital privileges or signed an agreement 

 with any jurisdiction, state, dental board or licensed medical facility?    _______ 

 

19. Has your ability to practice dentistry been impaired by any physical or mental illness or by the 

use of alcohol or any chemical substance?       _______ 

 

20. Have you ever been refused any privilege of prescribing controlled substances, surrendered  

 any privilege of prescribing controlled substances, or had any prescribing privileges of 

 controlled substances suspended or revoked?      _______ 

 

21. Are you currently on probation for any charges or legal action taken against you or on probation 

 with any jurisdiction, state, dental board or licensed medical facility?         _______ 

 

        

DENTAL PRACTICE HISTORY 

(List all activities chronologically since post-graduate training) 

 

               FROM               TO                TYPE OF PRACTICE 

           Month/Year     Month/Year  OFFICE ADDRESS / LOCATION                        (or Training)         

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 



South Carolina Law requires that every individual who applies for an occupational or professional license provide a social 

security number for use in the establishment, enforcement and collection of child support obligations and for reporting to certain 

databanks established by law. Failure to provide your social security number for these mandatory purposes will result in the 

denial of your licensure application. Social security numbers may also be disclosed to other governmental regulatory agencies 

and for identification purposes to testing providers and organizations involved in professional regulation. Your social security 

number will not be released for any other purpose not provided for by law. 

 

 Other personal information collected by the Department for the licensing boards it administers is limited to such personal 

information as is necessary to fulfill a legitimate public purpose.  The South Carolina Freedom of Information Act ensures that 

the public has a right to access appropriate records and information possessed by a government agency. Therefore, some personal 

information on the application may be subject to public scrutiny or release. The Department collects and disseminates personal 

information in compliance with The South Carolina Freedom of Information Act, the South Carolina Family Privacy Protection 

Act, and other applicable privacy laws and regulations. Additionally, the Department shares certain information on the 

application with other governmental agencies for various governmental purposes, including research and statistical services.  

 
 

 

AFFIDAVIT OF APPLICANT 
 

STATE OF __________________________________  DATE ______________________________ 

 

COUNTY OF ________________________________ 

 

 

I, the undersigned, being duly sworn, on oath affirm that I am the applicant named in the foregoing application; that 

I fully realize that the determination as to whether I am admitted to practice dentistry at or on behalf of the Medical 

University of South Carolina College of Dental Medicine may depend largely on the truth, falsity or completeness of 

my answers hereinabove set forth; that I will give any further information which may be required concerning my 

past record but that, to my knowledge, the answers which I have given to the questions hereinabove are true and 

complete; that I hereby authorize the South Carolina Board of Dentistry, or any agent or authorized representative 

of, to make a complete investigation of my character and fitness to practice as a Restricted Dental Instructor in 

South Carolina and of the completeness and truthfulness of my answers hereinabove made, and I hereby release and 

exonerate any person so authorized, and any person or organization supplying requested information, from liability 

of any kind resulting from the investigation or furnishing of the information. 

 

 

 

       ___________________________________________ 

             SIGNATURE OF APPLICANT 

SWORN to and subscribed before me 

 

this _____ day of _____________________________                                      Seal affixed here, if needed 

 

____________________________________________ 

            NOTARY PUBLIC for_____________ 

 

My Commission Expires: _______________________ 

 

 

08/29/14 

 

PHOTOGRAPH 

 

Attach a passport type photograph taken within the 

last six months. 

 

 

 



AFFIDAVIT OF ELIGIBILITY  

  

Pursuant to section 8-29-10 of the South Carolina Code of Laws (1976 as amended), the Department of 

Labor, Licensing and Regulation must verify the lawful U.S. presence of any person who applies for a 

South Carolina license. Please complete and sign this Affidavit of Eligibility.  The information provided 

is subject to verification. 

  

Section A:  LAWFUL PRESENCE in the United States.  
  

I, (please print your full name) ________________________, swear or affirm under penalty of perjury 

under the laws of the State of South Carolina that (check 1, 2 or 3 below):  

 

1. ___  I am a United States citizen or legal permanent resident eighteen years of age or older; or 

 

2. ___  I am not a US citizen but am lawfully present in the US as evidenced by one of the following  

                        a. ___  I am a qualified alien as defined in 8 U.S.C. sec 1641, eighteen years of age or 

older.  

                        b. ___  I am a nonimmigrant under the “Immigration and Nationality Act,”  

                                 Federal Public Law 82-414 as amended, eighteen years of age or older.  

3. ___  I am not physically present in the US under 8 U.S.C. sec 1621 (c) (2) (c) or employed in the US  

pursuant to 8 U.S.C. 1621 (c) (2) (a) (check either a or b below):   

                        a. ___  I am a US citizen, not physically present or employed in the United States.  

                        b. ___  I am a Foreign National, not physically present or employed in the United States.  

          

  If you selected either 3.a. or 3.b., you do not need to complete Section B. Skip to Section C.  

  

Section B:  Secure and Verifiable Document. This section must be completed if you checked number 1 

or 2 in Section A.  

  

1. Please check the acceptable secure and verifiable document(s) you hold.  A copy of the verifiable 

document(s) must be attached to the Affidavit of Eligibility.  

 

  

 A valid South Carolina Driver’s License, South Carolina Driver’s Permit or South 

Carolina Identification Card.   Number ___________;   Date of Expiration: 

_____________ 

 

 A valid out-of-state issued photo Driver's License or photo identification card, photo 

driver’s permit.  State:  _________;  Number_________;  Date of Expiration: 

__________. 

 

   Permanent Resident Card; Alien Number _______________;   

             Card Number ______________; 

  Date of Expiration: ________. 

  

 Employment Authorization Card; Alien Number _____________; Card Number     

       ____________;   Date of Expiration: _________________ 

  

  Certificate of Naturalization with intact photo.   



  

  Certificate of (US) Citizenship with intact photo.  

  

  Other: (Name of verifiable document) 

_____________________________________________ 

   

2. Enter the state or the federal agency name where the secure and verifiable document(s) was issued. 

      

_____________________________________________________________________________________ 

(If issued by a state agency, include both the state and agency name.)   

 

 

3.  Please provide your social security number:       __________/_______/_________ 

      (Include a copy of the card with the Affidavit) 

  
 Section C:  Attestation. 
 

 I understand that this sworn statement is required by law because I have applied for or seek 

reinstatement of a professional or commercial license as provided for in 8 U.S.C. §1621. I understand 

that state law requires me to provide proof that I am lawfully present in the United States.  

 I understand that in accordance with section 8-29-10 of the South Code, a person who knowingly and 

willfully makes a false, fictitious, or fraudulent statement or representation in an affidavit shall be 

guilty of a felony.   

 I am the person identified above, and the information contained herein is true and correct to the best 

of my knowledge. I understand that under South Carolina law, providing false information is grounds 

for denial, suspension or revocation of a license, certificate, registration or permit.   

 

________________________________________                                                   

________________________________ 

Signature                                                                                                            Date  

 

__________________________________________________________  

Please print your name as shown on your secure and verifiable document.  

  

Professional License Type:  ____________________________________                                                            

 

License Number (if already licensed): ____________________________                                              

 
 

 

06/28/12     Affidavit of Eligibility  

08/07/13     Revised 

 


