
Continuing Education Credit 
Prior Approval Form 

First Name: __________________________________    Last Name: __________________________ 

Registrant #: ___________________  Email: ______________________________________________ 

Course Title:  __________________________________________________________________________ 

Presenter Name: ______________________________________________________________________ 

Sponsoring Institution: _______________________________________________________________ 

Course Length (hours) ___________  Credits Requested: ____________ 

Date(s) of Course: _________________________________________________ 

Please check the appropriate category:  

Dental Hygiene Practice (A) _______  Practice Management (B)______ 

Professional Involvement (C) _______  

Please provide a summary of the course content, any knowledge/skills you expect to learn, and 
how this course relates to the practice of dental hygiene:  

I hereby request pre-approval for this course. I understand that if approved, I must submit a supporting 
document in accordance with the CDHS continuing competency guidelines before credit is granted. Please 
submit completed prior approval forms to admin@cdhsk.ca.  

________________________________ ______________________________________ 
Registrant Signature Date 

mailto:admin@cdhsk.ca
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