
  08-4789              New 02/01/19            Instructions 

 
Except as proved in AS 08.36.238 and 08.36.254, a person may not practice, or attempt to practice, dentistry without 
a license. A temporary permit to practice dentistry may only be used for the purpose of substituting for an 
incapacitated dentist licensed in the state of Alaska. A temporary permit may not be used to practice dentistry outside 
the limited scope that is specified on the permit. The incapacitated dentist must provide documentation that 
reasonable effort has been made to find an Alaska licensed dentist to substitute for the incapacitated dentist.  
 
A temporary permit may be issued for 90 consecutive days and is authorized only for the practice locations of the 
incapacitated dentist. The permit will show the name, license number, and practice locations of the incapacitated 
dentist. The permit may be extended for an additional 60 days if the applicant submits a completed full dental license 
application (form # 08-4159, 08-0074, or 08-4165) and fees before the expiration of the initial 90 days.  
 
An “incapacitated” dentist is defined as impaired by a health condition that renders a dentist unable to practice 
dentistry for more than 30 days. 
 
An applicant for a temporary permit may not have had a license to practice dentistry revoked, suspended, or 
voluntarily surrendered in this state or another state or territory of the United States. 
 
A dentist issued a temporary permit must register with the Prescription Drug Monitoring Program (PDMP) if the dentist 
holds a federal Drug Enforcement Administration registration at PDMP.ALASKA.COM 
 
The following documentation must be on file before an application will be considered by the board. 

 
1. Completed, notarized application.  

 

2. $50 non-refundable temporary permit application fee; $112.50 temporary initial permit fee. 
 

3. Form completed by the incapacitated dentist providing information regarding the reason for the incapacitation, 
and documentation of reasonable effort to find a substitute dentist licensed in Alaska; (form # 08-4789b) 
 

4. Form completed by the incapacitated dentist’s healthcare provider verifying the dentist is incapacitated and 
unable to practice; (form # 08-4789c) 
 

5. Verification of a current license to practice dentistry from a board of dental examiners of a state or territory of 
the United States, verifying the applicant has a current license in good standing and providing any information 
on disciplinary actions or investigations taken or pending on behalf of the applicant; (form # 08-4789a) 
 

6. Verification of a degree similar to or equal to the incapacitated dentist by submitting either: 
 

a. Certified true copy of the applicant’s dental school diploma; or 
 

b. Transcripts sent directly from the educational institution showing the dental degree. 
 

7. Division staff shall request a National Practitioner Data Bank report on behalf of the applicant and shall be 
reviewed by the board with the application and supporting documentation. 

 
 

 

 
 

               

 
Board of Dental Examiners 

State Office Building, 333 Willoughby Avenue, 9th Floor 
PO Box 110806, Juneau, AK 99811-0806 

Phone: (907) 465-2550  •  Fax: (907) 465-2974 
Email: BoardOfDentalExaminers@Alaska.Gov 

Website: ProfessionalLicense.Alaska.Gov/BoardOfDentalExaminers 
 

 

Dental Temporary Permit Application  

THE STATE 
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Sec. 08.36.254. Temporary permit to substitute for an incapacitated dentist. (a) The board may issue a temporary permit to practice 
dentistry to a dentist for the purpose of substituting for an incapacitated dentist licensed in this state. 
      (b)  A dentist applying for a temporary permit under (a) of this section shall  
          (1)  hold an active license from a board of dental examiners established under the laws of a state or territory of the United States 
issued after thorough examination; 
          (2)  pay the required fee; and 
          (3)  meet other qualifications for a temporary permit established by regulation. 
      (c)  A temporary permit issued under this section is valid only to treat patients of the incapacitated dentist at an address listed on the 
business license of the incapacitated dentist. 
      (d)  The fee for a permit issued under this section is one-fourth of the fee for a biennial license plus the appropriate application fee. 
      (e)  The board may not issue a temporary permit under this section if another dentist licensed under this chapter may reasonably 
substitute for the incapacitated dentist. 
      (f)  A temporary permit issued under this section is initially valid for 90 consecutive calendar days. Upon request of a permittee, the 
board shall extend a permit issued under this section for 60 calendar days if, before the expiration of the initial 90-day permit, the permittee 
submits to the board a completed application form and the fee required under this chapter, except that the board may refuse to grant a 
request for an extension for the same reasons the board may revoke a license under AS 08.36.315. Permits and extensions of permits issued 
to a permittee under this section are not valid for more than 240 calendar days during any consecutive 24 months. 
      (g)  The board may extend a permit issued under this section for a period that exceeds the limit established in (f) of this section if the 
board determines that the extension is necessary to provide essential dental services and the board has received a clearance report from 
the 
         (1)  National Practitioner Data Bank; and 
         (2)  United States Drug Enforcement Administration. 
      (h)  In this section, “incapacitated” means impaired by a health condition that renders a dentist unable to practice dentistry for more 
than 30 days. 
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Board of Dental Examiners  
State Office Building, 333 Willoughby Avenue, 9th Floor 
PO Box 110806, Juneau, AK  99811-0806 
Phone: (907) 465-2550  •  Fax: (907) 465-2974 
Email: BoardOfDentalExaminers@Alaska.Gov 
ProfessionalLicense.Alaska.Gov/BoardOfDentalExaminers 

Temporary Permit Application 
 

PART I Payment of Fees 

Required Fees: 
  Nonrefundable Application $50.00  

$162.50 
 Initial Temporary Permit Fee $112.50 

 
 

PART II Personal Information 
It is the responsibility of the applicant to ensure that all information requested in this application is received. Each question must be answered 
fully, truthfully, and accurately. Any omissions or inaccuracies are grounds for disapproval and rejection. Knowingly cooperating in deceit, fraud, 
or intentional misrepresentation to obtain a license is cause for suspension, revocation, or annulment of licensure. If the space of any answer is 
insufficient, the applicant may complete the answer on a separate sheet specifying the question it applies to and signed by the applicant. 

Full Legal Name:  

Provide all other names used (maiden, nicknames, aliases). Attach documentation of all legal name changes. 

  Not Applicable 

  Other Names Used:   
 

 
Mailing Address:  

Contact Phone:  

Birthdate:  Gender:  

 
EMAIL AGREEMENT: By choosing to receive correspondence on any matter affecting my license or other business with the Alaska Division of 
Corporations, Business and Professional Licensing, I agree to maintain an accurate email address through the MY LICENSE web page. I 
understand that failure to check my email account or to keep the email address in good standing may result in an inability to receive crucial 
information, potentially resulting in my inability to obtain or maintain licensure. 

Email Address:   
 

 Send my Correspondence by Email 
 

 Send my Correspondence by US Mail 

 
SOCIAL SECURITY NUMBER:  AS 08.01.100 requires you to provide your 
United States Social Security Number. It is considered confidential information 
and will not be publicly disclosed; it may be used to verify inter-state licensure. 

 
             

  
 

FOR DIVISION USE ONLY 

 

THE STATE 

ALASKA of 

Department of Commerce, Community and Economic Development 
Division of Corporations, Business and Professional Licensing 
  

  

  

  

mailto:BoardOfDentalExaminers@Alaska.Gov
http://professionallicense.alaska.gov/BoardOfDentalExaminers
http://professionallicense.alaska.gov/mylicense


  08-4789              New 02/01/19             Application Page 2 of 3 

 

  

PART III DEA Registration 

DEA Registration Number:  

Expiration Date:  

 

PART IV Dental Education 

School of Dentistry  

City and State  

Degree 
 DDS Exact Date of Diploma  
 DMD 

Date Passed National Board Exams  

 

PART V Practice History                                                                                  

List all states or jurisdictions in which you are currently or ever have been licensed as a dentist: 

State/Jurisdiction Licensed By 
(exam, reciprocal, other) License # Original Issue 

Date Dates of Practice 

     

     

     

     

     

     

     

PART VI Incapacitated Dentist Information 

Name of Dentist:  

License Number:  

Practice Address:  

Practice Address:  

Reason for Incapacitation:  
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PART VII Notarized Signature 

All applicants’ must read and complete: 
 
By my signature below, I attest that I have not: 
 

1. had a dental license suspended, revoked, or voluntarily surrendered in any jurisdiction; 
 

2. been convicted, by a civilian court of this state, the United States, or another state or territory of a felony or 
misdemeanor involving alcohol or a controlled substance listed in AS 11.71.140 – AS 11.71.190 within the 
three years immediately before the date of application for a temporary permit. 
 

3. had two or more convictions, by a civilian court of this state, the United States, or another state or territory 
of a felony or misdemeanor involving alcohol or a controlled substance listed in AS 11.71.140 – AS 
11.71.190 within the five years immediately before the date of application for a temporary permit, unless I 
also successfully completed a treatment program related to abuse of alcohol or a controlled substance 
since the date of the most recent conviction. 

 
I further understand that all information on this form and supplied with this form will be available to the public, 
unless required to be kept confidential by state or federal law.  By my signature below, I attest that all facts, 
statements, and answers contained in this application are true and correct; I am not omitting any information 
which might be of value to this board in determining my qualifications and character, whether it is called for or 
not. Such falsifications, omissions, or withholding shall serve as sufficient grounds for the suspension, 
cancellation, or revocation of my dental courtesy license even though it is not discovered until after issuance. I 
hereby give permission to the Board of Dental Examiners to secure additional information concerning me or any 
statement in this application from any person or any source the board may desire. I further agree to submit to 
questioning by the board or any member thereof, and to substantiate any statements if desired by the board. 
 
I have read the Alaska Dental & Dental Hygiene Practice Act. I solemnly declare upon my honor that, if granted 
a temporary permit in Alaska, I will respectfully comply with any law governing the practice of dentists and dental 
hygienists in this state and will do my best to uphold and maintain the ethics of the profession. 

 Applicant’s 
Signature:  Printed Name:  

Notary 
Public for 
State of: 

 
Subscribed and 
Sworn to Before 
me on this Day: 

 

Notary’s 
Signature:  My Commission 

Expires:  

 
Before mailing this license application, have you... 

  Completed all questions in the form? 

 Attached your check for fees payable to the State of Alaska or credit card payment form? 

 Signed and dated the form?  

 Obtained necessary signatures?   

 Attached required documents? 

 

Notary Stamp 
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Board of Dental Examiners 
Courier: State Office Building, 333 Willoughby Avenue, 9th Floor 

US Mail: PO Box 110806, Juneau, AK 99811-0806 
Phone: (907) 465-2550 

Email: BoardOfDentalExaminers@Alaska.Gov 
Website: ProfessionalLicense.Alaska.Gov/BoardOfDentalExaminers 

 

Verification of Licensure 

 
Applicant:  

Complete this top part and then forward it to the licensing board where you currently 
practice dentistry. 
 
Some states require a fee for completion of license verification; check with the state 
boards prior to submitting this form to them.  

Full Legal Name:  Email:  

Mailing Address:  

Applicant’s Signature:  Date:  
 

       State Board: 
Complete this bottom part for the applicant identified above and return the form 
directly to the letterhead address. You may use your state verification of license 
certificate if it includes all of the below information. Electronic VOLs are accepted. 

Licensing Jurisdiction:  License Number:  

Name of Licensee:  Periods of 
Lapse: 

 Yes 
 No 

Licensed By:  
 

 Credentials  Reciprocity  Examination   

 Other: __________________________________________ 
 

 

Initial License Date:  Expiration Date:  

1. Has the license ever been revoked, suspended, placed on probation, or restricted 
in any way? If yes, please enclose an explanation or documentation.  Yes  No 

2. Is the licensee the subject of a pending disciplinary proceeding?  Yes  No 

3. Has the licensee ever been the subject of an unresolved complaint, review 
procedure, or disciplinary action?  Yes  No 

! 
If you answer “Yes” to any question above, please attach a detailed explanation or documentation signed 
and dated by the person whose signature appears below. 

 
 

Signature: Date: 

Printed Name: Title: 

Phone: Email: 

THE STATE 

ALASKA of Department of Commerce, Community, and Economic Development 
Division of Corporations, Business and Professional Licensing 
 

  

  

  

  

Board Seal 

 

mailto:BoardOfDentalExaminers@Alaska.Gov
http://professionallicense.alaska.gov/BoardOfDentalExaminers
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Board of Dental Examiners 
Courier: State Office Building, 333 Willoughby Avenue, 9th Floor 

US Mail: PO Box 110806, Juneau, AK 99811-0806 
Phone: (907) 465-2550 

Email: BoardOfDentalExaminers@Alaska.Gov 
Website: ProfessionalLicense.Alaska.Gov/BoardOfDentalExaminers 

 

Incapacitated Dentist Information 

 Applicant: 
Give this form to the incapacitated dentist you will be substituting for. This form is to 
be completed by the incapacitated dentist or authorized representative and returned 
directly to this office at the address on top of this page. 

AS 08.36.254(a): The board may issue a temporary permit to practice dentistry to a dentist for the purpose of 
substituting for an incapacitated dentist licensed in this state. “Incapacitated” means impaired by a health condition that 
renders a dentist unable to practice dentistry for more than 30 days. 

Temporary Permit Applicant Name:  

 
Name of Incapacited Dentist:  

Dental License Number:  

Specialty, if applicable:  

Practice Address:  

Mailing Address:  

Reason for Incapacitation:  

Date of Incapacitation:  

Projected Length of Incapacitation:  

Name of Health Care Provider:  

 
Please describe the effort you have made to locate an Alaska licensed dentist to substitute for you in your 
practice, prior to locating the dentist who is applying for a temporary permit under AS 08.36.254. 

   

   

 
 

Printed Name of Incapacitated Dentist or Authorized Representative:  

Signature:  Date:   
 

THE STATE 

ALASKA of Department of Commerce, Community, and Economic Development 
Division of Corporations, Business and Professional Licensing 
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Board of Dental Examiners 
Courier: State Office Building, 333 Willoughby Avenue, 9th Floor 

US Mail: PO Box 110806, Juneau, AK 99811-0806 
Phone: (907) 465-2550 

Email: BoardOfDentalExaminers@Alaska.Gov 
Website: ProfessionalLicense.Alaska.Gov/BoardOfDentalExaminers 

 

Health Care Provider Statement of Incapacitation 
 

Temporary Permit Applicant Name:  

 
Name of Incapacitated Dentist:  

Signature of Incapacitated Dentist or Authorized Representative:  

Healthcare Provider: 
I am requesting this form be completed on my behalf for proof of my incapacitation to the 
Alaska Board of Dental Examiners. 
 

Please complete this form and return it to me or my authorized representative. 

Date of Incapacitation:  

 
Reason for Incapacitation 
 

Briefly describe the manner of incapacitation and reasons for inability to practice as a dentist: 

   

   

   

 
 

Expected Duration of Incapacitation:  

 

Printed Name of Healthcare Provider:  

License Number:  

Phone Number:  

Signature:  Date:   
 

THE STATE 

ALASKA of Department of Commerce, Community, and Economic Development 
Division of Corporations, Business and Professional Licensing 
 

  

  

  

  

mailto:BoardOfDentalExaminers@Alaska.Gov
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