Western‘”’% Dental

BENEFITS DIVISION

WORK HISTORY

A SEPARATE FORM MUST BE COMPLETED FOR EACH DENTIST IN YOUR OFFICE

Doctor Name:

Facility Name:

Social Security Number: / / Date of Birth: / /

School Attended: Year Graduated

WORK HISTORY: Please provide your work history for the last 5 (five) years in the spaces below. Attach

a separate sheet if necessary.

Practice/Company Name:

Address:

City, State, Zip:

How long at this Practice/Company?

Practice/Company Name:

Address:

City, State, Zip:

How long at this Practice/Company?

Practice/Company Name:

Address:

City, State, Zip:

How long at this Practice/Company?
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