
Verification  
1 Day EFDA and/or X-ray Certification Course Employment Verification Form 

 

Directions: Please complete all fields on this form. Once completed, email this document to 
info@academy4da.com. 

This is not a training course. By enrolling, you acknowledge that you have been formally trained in all 

procedures listed on the 1-Day Performance Checklist, as this course is intended to certify your ability to 

perform EFDA and/or Dental Radiology procedures.
 

Student First & Last Name: _________________________________________________________________________________________ 

Student Phone Number: ____________________________________________________________________________________________ 

Employer/Training Facility Name: _________________________________________________________________________________ 

Employer/Training Facility Address: ______________________________________________________________________________ 

Employer/Training Facility City, State, and Zip Code: ____________________________________________________________ 

Employer/Training Facility Phone Number: ______________________________________________________________________ 

Employer/Training Facility Email: _________________________________________________________________________________ 
 

Class Date for Part 2: ______________________________________________________________________________________________ 

Employment/Training Dates: ____________________________________________________________________________________ 
                                                           (DD/MM/YY – DD/MM/YY) MUST BE A MINIMUM OF 3 MONTHS 

 

 

Important Acknowledgments 
 

I acknowledge that this is a certification course, not a training course, and that during Part 2, the Clinical 
Hands-On portion, I must be able to perform EFDA procedures independently and without instruction. 
 Student Initials____________________________ 

I acknowledge & understand that if I am unable to perform all required procedures during Part 2, the 
Clinical Hands-On Portion, it may result in failure of Part 2 of the course, without a refund. 

 Student Initials____________________________ 
 
 

By signing this form, I certify that the information provided above is true and accurate. I understand that 
employment and training details will be verified and that any falsified information will result in dismissal 
from the Certification Course without a refund. 

Student Signature: _______________________________________________________ Date: _________________________________ 

Dentist Signature: _______________________________________________________ Date: _________________________________ 

Dentist License Number: _________________________________________________________________________________________ 

Cancellation & Refunds: Our business office must be notified in writing at least 7 days before the start date of Part 

2 (the Clinical Hands-On portion) to transfer to another class date. Requests made after this timeframe will incur a 

$100 transfer fee. To cancel the course, a written notice must be submitted via email. Refunds will be issued in 

accordance with the Cancellation and Refund Policy outlined on our website. All refunds exclude the non-

refundable 3.5% transaction processing fee and the $25 registration fee. Part 1 and Part 2 of this course must be 

completed within 90 days of registration. If not completed within this timeframe, the course will expire, access will 

be revoked, and all payments made will be forfeited. 

mailto:info@academy4da.com

