
SILVER STAR APPLICATION
A Program of the Southwest Dental Conference












_________
I.  PERSONAL DATA












Name 

















Last



First



Middle

Home Address 















Number



Street









   Home Phone 




City



State

Zip Code
E-mail Address: ______________________________________________________________________  
Organized dentistry affiliation (ie DCDS, DCDHA, DCDAA, etc.)______________________________        
How long have you been a member of  (DCDS, DCDHA, DCDAA, etc.)_________________________

What other dental organizations are you a member of and how long have you been a member?________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________













_________
II. PRACTICE INFORMATION








______
Practice Name 






   Years in practice 



Address _____________________________________________________________________________
Business Phone 


     Fax Number                                Cell Number_______________
III.  EDUCATION












Dental School_________________________________________________________________________

Graduation Year_______________________________________________________________________

Specialty (if applicable)_________________________________________________________________

Specialty Graduation Year_______________________________________________________________















VI.  PERSONAL








____________

Why would you like to join the Silver Stars?________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

What attributes would make you an excellent ambassador of the SWDC? ____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Outside your practice, how have you served dentistry? (missions, organizations, academics, etc.) ____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
Do you have any special likes/dislikes in dentistry?___________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
What else should we know about you?_____________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

Applicant’s Signature 
_________________________________________Date_____________________
Fax, mail or deliver completed application to:
Dallas County Dental Society






Attention: SWDC Silver Stars






13633 Omega Road 

Dallas, TX  75244
Fax  972-233-8636

PAGE  

