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Application must be received by the deadline stated on the timeline.  See website for details. 
 

Eligibility 
1. Proof of or declination of immunization for Hepatitis B. 
2.    Four-handed dentistry experience is expected. 
3.    Proof of two consecutive years as a full-time Restorative Chairside Dental Assistant and proof of one year as a full-time       
       certified dental assistant      
                       or 
      Proof of two consecutive years as a full-time Registered Dental Hygienist. 
4.   Dentist to sponsor EFDA student to be responsible for the clinical training after classroom training is complete.   
5.   Proof of Health Insurance       Company:  ___________________________________________ 
                                                       Health Insurance Policy #:     ____________________________ 
 6. Complete the Tooth Anatomy Course offered by CTE.  The written final exam and wax tooth carvings will be used in  
      the selection process. The class will be offered in early January – see website for dates. 
 

Application Process 
1.  $25.00 application fee (non-refundable).  Make check payable to Center for Technology, Essex. 
2. Completed application by due date.  No applications will be accepted after this date. 
3. Letter from sponsoring dentist confirming current employment and two years experience with general chairside    
    experience. 
4. For dental assistants, copy of current DANB certification card with expiration date. 
5. Copy of current state registration with expiration date. 
6. Two letters of recommendation, not from current employer. 
 
(Please type or print legibly the following information) 
 
________________________________________________          ______________________ 
Name             Social Security Number 
 
______________________________________________________________________________ 
Address 
 
___________________________________________________         __________     _________ 
Town/City            State                      Zip Code 
 
______________      _______________        _________________       _______________________ 
Home Phone Number      Cell Phone Number              Employer Phone Number        E-mail 
 

Professional Credentials: Please check the appropriate space below 
 
_______Certified Dental Assistant,   DANB Certification Number____________  Number of years as a CDA____________ 
(attach a copy of current DANB card and current registration which includes expiration date) 
 
_______Registered Dental Hygienist,   Number of years as a RDH_________ 
(attach a copy of current registration which includes expiration date) 

EXPANDED FUNCTIONS (EFDA)EXPANDED FUNCTIONS (EFDA)   
DENTAL ASSISTING PROGRAM DENTAL ASSISTING PROGRAM ****   

APPLICATION PACKETAPPLICATION PACKET   
www.gocte.org/efda/ 
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Employer and/or Sponsoring Dentist: 
 
_____________________________________________________________________________________________ 
Name 
 
____________________________________     ___________________    ____________________ 
Address                                                                                Phone:                                       E-mail 
 
___________________________________________________          __________     _________ 
Town/City            State                       Zip Code 
 
Professional Training: (Check all that apply) 
 
_____ In-Office Training Only  Years Experience____________________ 
 
_____ Technical Dental Assisting Education - Graduation Date:__________ 
            Name of School_________________________________________________ 
            City and State__________________________________________________ 
_____  Post Secondary Dental Assisting Education - Graduation Date:__________ 
            Number of Years:______ 
            Name of School_________________________________________________ 
            City and State__________________________________________________ 
_____  College or University - Graduation Date:_______________ 
             Number of Years:______ 
             Name of School_________________________________________________ 
             City and State__________________________________________________ 
 
Personal Statement: 
 
Please respond to the following and attach an additional page if needed. 
 
Your reasons for seeking admission to this program. 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Your knowledge of EFDA duties and responsibilities in the State of Vermont. 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
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Explain your willingness and ability to spend the necessary time outside class to complete required 
reading and homework assignments. 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
How do you plan to use your EFDA training? 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Explain your most recent personal professional development.  This could include community service, 
continuing education courses, and/or classes taken at a college or university. (Please include copies of 
your most recent 12 hours of continuing education certificates). 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Please describe your restorative experience (include average number of hours per week). 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
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Professional Membership: 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
 
 
 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
** Application is subject to change on a yearly basis.  Applicants who   
      applied in previous years must fill out a current application. 

Mail to: 
EFDA  
ATTN:  Beth Ladd 
Center for Technology, Essex 
3 Educational Drive 
Essex Junction, VT 05452 
 

 

For More Information: 
 

Paul Clark 
Career Development Coordinator 
802-879-5563 
E-mail:  pclark@ccsuvt.org  
     
Beth Ladd, CDA, EFDA 
Phone:  802-879-8153, Fax:  802-879-5593 
E-mail:  bladd@ccsuvt.org 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 
Expanded Functions Dental Assisting 
provides didactic instruction, laboratory and 
clinical exercises for advanced operative 
procedures for eight students yearly. Students 
will be required to pass with a grade of 84% or 
better a tooth morphology anatomy course as a 
prerequisite. The following six weeks of 
matriculation at the Center for Technology, 
Essex will consist of 50 hours of didactic 
education and 135 hours of laboratory 
practical experience before performing 
required clinical functions in the students 
sponsoring dentist’s office, for another six to 
twenty-four weeks.  The EFDA student will 
perform EFDA training with supervising 
dentist ONLY.  A final bench test will be 
administered using NERB criteria. 
Scholarships may become available after 
acceptance. 
To become a Sponsoring Dentist they must: 
 Be in a practice primarily performing 

general dentistry. 
 Be in good standing with the State Board 

of Dental Examiners. 
 Participate in the Satellite Guidelines 

Meeting which includes a visit to Vermont 
Dental Care. You will tour the facilities, 
observe an EFDA in a clinical situation 
and return to CTE to review forms and 
answer questions. 

 Be agreeable to become adjunct faculty for 
the students clinical training. 

 

The Center for Technology, Essex is an equal opportunity agency that offers all persons the benefits of participating in each of  
its programs and competing in all areas of employment.  This agency does not discriminate because of race, religion, color, ancestry, national origin, 

sex, sexual orientation, place of birth, or age, or against a qualified individual with a disability. 
 

Note:  SkillTech reserves the right to change the 
dates, times or prices of classes due to instructor 
availability and to cancel courses if minimum 
number of students is not obtained. 
 


