
 

 

      

 
 

     
 

 
 
 

      

      
      
                        

       
 

      
      

        
      

            
      

                                                
            

        
   

 
 
 

   
   

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
    

Disabled Dentist Application for  
Waiver of 50% of License Renewal Fee 
Business & Professions Code 1716.1 

                     For Office Use  Only  
 
Fee  $325.00__________Receipt#___________  
Date Cashiered_______ Cashier’s initials_____  
Approved_____Denied_____Date___________  

Name (First, Middle, Last)  
Mailing  Address (This address will be on file with the  Dental  Board of California and is public  information.)  

Telephone  Number  FAX  (If  applicable)  SSN/FEIN/ITIN  # CA dental license # 

The following must be completed by  your  attending physician:  
Description of disability  and explanation as to  how  the  disability prevents the applicant from practicing  
dentistry safely. Attach additional sheet(s) if necessary.  

Approximate date disability  began:  The disability  is: Temporary  Permanent  
If temporary, give approximate date  applicant will be able to return to practicing  dentistry:  
Attending  Physician’s Name:  Telephone #:  
Attending  Physician’s address:  

 Street Number       City     State         Zip  
Attending  Physician’s License Number  State attending physician  is licensed  in:  
Attending  Physician’s Signature  Date  

I certify under penalty of perjury under the laws of the  State of California that the information I  have 
provided in this application, including supporting documents, is true and correct. I also understand that  I 
will not be permitted to practice dentistry  until I pay the current renewal fee in full, and demonstrate that 
I am no  longer disabled, or  the disability no longer affects my ability to practice dentistry safely.  

Applic ant’s Signature Date 
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Information and Filing Instructions  

Business and Professions  Code  1716.1  provides a waiver of 50% of the renewal fee if a licensee  
demonstrates to the satisfaction  of  the Board that the licensee is  unable to  practice dentistry  due 
to a disability.  This  waiver is at the discretion  of the Board, may  be terminated at any time, and is  
based  on the  licensee’s  inability to practice dentistry.   

The licensee and his or her attending  physician are required to complete the application. If the 
application is approved, the license will denote “Disabled.” Biennially  the license will receive a  
“License Renewal Application” to complete and sign. The reduced fee  will be required to re new  
the exempt license. The holder of a disabled license cannot engage in the practice of  
dentistry as that is defined in Bus. & Pro. Code 1625.  

At the time of application, if the applicant’s dental  license is expired, payment of all accrued 
renewal fees,  the delinquent fee, and penalty fee must be submitted with the application. If the 
applicant’s dental  license has not expired, no fee is required.  

When a license desires to return to practicing dentistry, the licensee  and attending physician will  
be required to complete application to have the  license removed from disabled status and 
returned to “active” licensure. It must be established to  the satisfaction of the Board that the 
disability either  no  longer exists or does not affect the licensee’s ability  to practice dentistry safely.  
At the time of application, the licensee must also submit payment of the current (active license) 
renewal fee.  

According to 16 CCR 1017(e), a licensee who has not practiced  dentistry  in California for more 
than one  year because the  licensee is  disabled need not comply  with the continuing education  
requirements of the article  during the renewal period within which such disability  falls. Such  
licensee shall certify that he/she  is eligible for the waiver of the continuing education 
requirements. A  licensee  who ceases to be eligible for such waiver shall comply  with the  
continuing education requirements for subsequent renewal periods.  

I certify under penalty of perjury under the laws of the  State of California that I read and 
understand the continuing  education (CE) requirements for dentists. I have and can document (if  
audited)  a minimum of 50  hours of approved CE units  each biennial  license renewal  period, or 
that I am  eligible for waiver of CE units for the Dental  Board of California.  

Applicant’s  Signature Date  

     INFORMATION COLLECTION AND  ACCESS  

The informati on requested  herein is mandatory and is maintained  by Dental Board of California, 2005 Evergreen Street, Suite 1550, Sacramento, CA   95815, 
Executive  Of ficer, 916-263-2300, in accordance  with Business & Professions Code, §1600  et seq. Except for Social Security numbers, the information  
requested  wil l be used to determine  eligibility. Failure to provide  all or  any  part of the  requested information  will result in the rejection of the application as 
incomplete. Discl osure  of your Social Security number is mandatory  and collection is authorized  by  §30 of the Business & Prof essions Code  and Pub. L 94-455  
(42 U.S.C.A. § 405(c)(2)(C)). Your Social Security  number  will be used exclusively for tax  enforcement purposes, for  compliance  with  any judgment or order  for  
family suppor t in accordance  with Section  17520 of the Family Code, or for verification of licensure or examination  status by  a licensing or examination  board,  
and  where lice nsing is reciprocal with the  requesting state.  If you fail  to  disclose  your Social Security  number,  you may  be  reported to the  Franchise Tax Board  
and be assess ed  a penalty  of $100. Each individual has the right to  review the  personal information maintained  by the  agency  unless the  records are exempt 
from disclosu re. Applicants are advised that the names(s)  and address(es) submitted may, under limited circumstances, be made  public.   

                                                                                              For Office  Use  Only  
Applicant’s  License  No._______________________  Issue  Date__________________  Expiration  Date_______________  
If  denied,  provide  reason: _____________________________________________________________________________  
Attending  P hysician’s  license  verification:  Number__________  Issue  Date___________  Expiration  Date______________  
Dental Boa rd  Reviewer______________________________________  

LIC-19 (Rev.12/17) 2 


	Disabled Dentist Application for  Waiver of 50% of License Renewal Fee 
	Information and Filing Instructions  





Accessibility Report





		Filename: 

		app_disabled.pdf









		Report created by: 

		Klara Flanagan, klara.flanagan@dca.ca.gov



		Organization: 

		







 [Personal and organization information from the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 0



		Passed: 30



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Name First Middle Last: 
	Mailing Address This address will be on file with the Dental Board of California and is public information 1: 
	Mailing Address This address will be on file with the Dental Board of California and is public information 2: 
	Phone: 
	Fax: 
	SSN#: 
	license#: 
	Description of disability and explanation as to how the disability prevents the applicant from practicing dentistry safely Attach additional sheets if necessaryRow1: 
	Attending Physicians Name: 
	telephone: 
	Address: 
	Attending Physicians License Number: 
	State: 
	Date38_af_date: 
	Group40: Off
	Date40_af_date: 
	Date42_af_date: 
	Date44_af_date: 
	Date46_af_date: 
	Text47: 
	Text48: 
	Text49: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 


