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Instructions for completing this form The information on this form is being collected to assist the Board in carrying 
out its statutory functions under the Health Professions Registration Act 2005 and associated Regulations. See the Board’s 
Privacy Policy, which is available on our website, for further details. 
• Use BLOCK Letters and Black or Blue ink and  appropriate boxes. 
• Post or fax the completed form to the Board  
 
Section 1: Your details 
 

 Dentist  Dental Specialist  Dental Prosthetist  Dental Hygienist  Dental Therapist   
 
Registration Number .......…..…………………….................................................……………….………….………………………. 
 
 
Family Name:  ......….....................................................………………………………………………………………………………… 
 
 
Given Name(s):   ….…………………….……………………………………..................................................................................... 
 
 
 

Section 2: Details of disadvantage 
 
Nature of disadvantage suffered:  Describe here the nature of the problem(s) that adversely affected your 
ability to undertake Continuing Professional Development (CPD) activities: [attach additional sheets if necessary] 
 
..............................….…..............................………………..............................................…………….………….………………………. 
 
..............................….…..............................………………..............................................…………….………….………………………. 
 
 
..............................….…..............................………………..............................................…………….………….………………………. 
 
 
..............................….…..............................………………..............................................…………….………….………………………. 
 
 
..............................….…..............................………………..............................................…………….………….………………………. 
 
 
..............................….…..............................………………..............................................…………….………….………………………. 
 
..............................….…..............................………………..............................................…………….………….………………………. 
 
.............................….…..............................………………..............................................…………….………….………………………. 
 
.............................….…..............................………………..............................................…………….………….………………………. 
 
.............................….…..............................………………..............................................…………….………….………………………. 
 
.............................….…..............................………………..............................................…………….………….………………………. 
 
.............................….…..............................………………..............................................…………….………….………………………. 
 
Evidence provided: 

 Medical certificate  
 Other [please specify]…..…….…………………………………………………………………………………………………..… 
 None  
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Duration:  Over what timeframe did the disadvantage occur 
 
 
From date:  …………………../………………………./…………………………….. 
 
 
 
To date: ……..…………../………………………./…………………………….. 
 
 
 
 

Section 3: Your rating of degree to which disadvantage affected your ability to undertake CPD 
 
 

 Slight   
 Moderate   
 Severe 

 
 
 

 
Section 4: To be signed by dental care provider 
 
 
 
Signature:..............................................................………………………………………………………………………………………… 
 
 
 
Date:  .…………………………………………………………………………………………………………….. 
 
 
 
 
 
 
 
 

 
Office Use Only 

Recd:….……../….……../………….    Evaluated :….……../….……../………….     
 
Recommendation …………………………………………………………………………………………………………………………….. 
 
DateToBoard: ….……../….……../………….    BoardDecision…………………………………  
 
DCPNotified:….……../….……../………….      
 

 


