
VOLUNTEER REGISTRATION FORM
NAME: 

________________________________________________________

DOB:     
________________________________________________________

ADDRESS:  
________________________________________________________

EMAIL:

________________________________________________________

PHONE:

________________________________________________________

QUALIFICATIONS:
__ Specialist  (Type:_______________)



__ Dentist

__ Dental Assistant

__ Dental Therapist         
__ Dental Hygienist



__ Dental Technician

__ Other 

AREA OF INTEREST (You may tick more than one)

__ Treatment


__ Training

__ Administration

__ Curriculum Development
PREFERRED VOLUNTEER DATES 

Minimum of 10 days commitment with flexibility to accommodate for longer periods if desired.

1.  Start date:_______________  End date:_______________

2.  Start date: _______________  End date:_______________

3.  Start date:_______________  End date:_______________
DENTAL VOLUNTEER TEAMS
Volunteer teams will comprise of two dentists and two nurses.  

If possible, could you please provide any/all names of other interested dentists and/or assistants to be included in the dental volunteer team for the above selected volunteer time period.
Dentist: __________________________________________________________________

Dental Assistant/s: __________________________________________________________

PREVIOUS VOLUNTEER EXPERIENCE:

__________________________________________________________________________

OTHER COMMENTS: ________________________________________________________

Page 1 of 1


