[image: ]Florida Reimbursement Assistance for Medical Education | FRAMEdental

Dental Student Employment Offer Form 
__________________________________________________________________________________________
Please type or write legibly. Any illegible field will make this form incomplete.
Florida Reimbursement Assistance for Medical Education (FRAME) |

Employment Verification Form
________________________________________________________________________________
Please type or write legibly. Any illegible field will make this form incomplete.

	SECTION 1: Applicant Information



	
	


1.1 I _____________________________________________ affirm that I am a current dental/dental hygienist student. 
I understand that completion of this form allows me to apply to the FRAMEdental program during the current application cycle. I further understand that to be considered eligible to receive a FRAMEdental award, my projected employment start date must be prior to the closure of the application period.

 
1.2  Please fill out the following: 

· I am currently enrolled at: ___________________________________________________. 


· My anticipated graduation date is: ______________.

	SECTION 2: Employer Information



	[bookmark: Text19]2.01 Employer Name:      

	[bookmark: Text20]2.02 Address:      

	[bookmark: Text21]2.03 City:      
	[bookmark: Text22]2.04 State:      
	[bookmark: Text23]2.05 ZIP:      
	[bookmark: Text24]2.06 County:      

	2.7 [bookmark: Text26]Contact Name:      
	[bookmark: Text25]2.8 Telephone Number:      

	2.09 Projected Start date:      
2.10 Anticipated Weekly Hours: 1-29  |_|      30-39  |_|     40+  |_|    

	2.11 Does this practice location accept Medicaid, and have a sliding fee scale?  |_|  Yes   |_| No 

	2.12 HPSA Name:  
	2.13 HPSA ID Number:

	2.14 A signed offer of employment in a qualifying public health program or private practice, as specified in 
        Rule 64W-6.002, F.A.C., must be included with the submission of this form. 



	SECTION 3: Applicant Attestation 



3.01 I acknowledge that all information and statements contained herein are true and do not misrepresent fact, and I have not evaded or suppressed any information contained in this form.


____________________________                                   ____________________________          
Applicant’s Signature[footnoteRef:2]					                          Date						 [2:  Signatures must be valid as defined in Rule 64W-6.001, F.A.C.] 




NOTICE:  Any person who knowingly makes a false statement or misrepresentation on this form is subject to penalties under 
section 837.06, Florida Statutes, which may include fines, imprisonment, or both.
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