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KANSAS DENTAL BOARD KATHLEEN SEBELIUS, GOVERNOR 

900 SW JACKSON, ROOM 564-S 
TOPEKA, KANSAS 66612 
TELEPHONE  (785) 296-6400 
FAX  (785) 296-3116 
WEBSITE: www.accesskansas.org/kdb 

APPLICATION FOR REGISTRATION FOR A MOBILE DENTAL FACILITY OR 
PORTABLE DENTAL OPERATION 

Pursuant to KSA 65-1469 and K.A.R. 71-8-1 through 71-8-9 
 
All information requested in this application must be supplied                       
by the applicant.   ANY OMISSIONS OR INACCURACIES ARE  
GROUNDS FOR DENIAL.   
 
Include the non-refundable registration fee per mobile facility:  
 $500.00 
Personal check, money order or Discover –Payable to: 
“Kansas Dental Board” 
Biennial renewal fee per facility/operation: $350.00   
 
Renewal of your Mobile Dentistry registration will be prior to March 1 of even-numbered years. 
 
Each operator of the mobile dental facility shall maintain a business or mailing address and a telephone number of record 
for each mobile facility. The operator shall notify the board within 30 days of any change in the address or telephone 
number of record. 
 
 
 
 
 
 
 
 
 
 
As the owner, I agree: 

• The facility has communication facilities that will enable the operator to contact necessary parties in the event of a 
medical/dental emergency.                                                                                                                      

 
• The facility complies with all regulations applicable to a stationary dental office.  

 
• To provide a list of treatment locations for a continuous period of 15-30 days when requested by the dental board 

inspector.  
 

                                REQUIRED ATTACHMENTS: 
1.  Attach a copy of the written procedure for emergency follow-up care. The procedure should include arrangements for          
 treatment in a health care facility that is permanently established in the area where services were provided.     
2.  Attach a copy of all consent forms provided to the patients/parents. 
3.  Attach a copy of the information sheet provided to patients after your visit. 
4.  Attach any advertisements currently in use by your facility.  
 
 
 
 
    

OFFICE USE ONLY 
 

Date Filed: ________ Fee Paid: _______ 
 
Approval:  Yes _______   No ___________ 
 
Registration No.: __________ 
 
Issued date: _________ 

Owner/operator Name (Must have an active Kansas dental license) 
_____________________________________________________________________________________ 
Print       license number 
Address of Record (must also be location of patient and billing records) 
____________________________________________________________________, KS ___________________ 
          Number and Street                                                                       City    Zip 
____________________________   
          Telephone Number    
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List all dentists and dental hygienists practicing for the facility/operation below. 
 Name Title 

Dentist/hyg 
License # Emergency Telephone Number if dentist 

1.                                 

2.     

3.      

4.      

5.     

Each applicant/operator/owner of a mobile dental facility/operation shall identify and advise the board in writing 
within  30 days of any dentist or dental hygienist changes. 

 
OWNERSHIP VERIFICATION INFORMATION 

The following information must be provided on the owner(s) or shareholders of a Professional Association or LLC, and 
anyone with a financial interest. If more space is needed, supply on separate page. 
 
       First, middle, last name        gender  date of birth    address                     phone                   SSN        % of ownership 
1.         

2.         

3.         

 
OWNERSHIP OF EQUIPMENT 
Do you own the fixtures and equipment?   _______yes    _______No 
If “No,” state from whom it is leased        Name _______________________________________ 
     Street Address ________________________________ 
     City, State & Zip Code __________________________ 
     Telephone ___________________________________ 
 
THE FOLLOWING OWNERSHIP ITEMS REQUIRE ATTACHMENTS: 
1. Attach your last FEDERAL and income tax return with attachments, including schedule C with W2s or 1099s. If you are 
a PA or LLC, include returns for you personally and for the business entity. 
2. If you are currently operating a dental practice, attach five payment reimbursement forms from medicaid and five from  
insurance companies. 
3. If you use a management company, provide a copy of the agreement. 
4. Attach copies of promissory notes or loan agreements along with amortization schedule used.  
5. Attach a copy of the latest bank account statement for the business. 
       
 
 
 
 
 
 
 

I am a dentist with an active Kansas license and the applicant/owner of a mobile dental facility or portable dental 
operation.   I have carefully read the questions in the foregoing application and have answered them truthfully, fully and 
completely. 
 
 I declare under penalty of perjury under the laws of the State of Kansas, that the foregoing is true and correct. 
 
Executed on _______________ by    _____________________________________ 
  date                                                Signature of applicant 
                                                            
   _________________________________________________ 
                       Print your name legibly here 


