UK CONTINUING DENTAL EDUCATION
REGISTRATION FORM

Please make additional copies for each person registering

Name Office Telephone ( )

Office Address Email

City State Zip
Degree Specialist (Please specify)

Last 4 Digits of Social Security No. Fax ( )

Name Office Telephone ( )
Degree Specialist (Please specify)

Last 4 Digits of Social Security No. Fax ( )

Name Office Telephone ( )
Degree Specialist (Please specify)

Last 4 Digits of Social Security No. Fax ( )

UK College of Dentistry Alumnus Class of

Course Course Date

Course Course Date

Course Course Date

I have enclosed $

Visa/ MasterCard/ American Express # Security Code

Expiration Date Name on card

Mail to:  University of Kentucky, College of Dentistry Continuing Education,
1117 South Limestone Street, Lexington, KY 40503-1057

Fax: (859) 257-1901

Telephone: (859) 323-8155 or 323-8187



