
Ohio State Dental Board 
77 S High St , 17 th Fl 

Colum bus, OH 43215-6135 
Phone:  614.466.2580  Fax:  614.752.8995 

www.dental.ohio.gov 
 
 

Nam e ( first , m iddle, last )   

 

 

OH Lic/ Cert / Reg # :  
 

 

ADDRESS CHANGE FORM  
 

By statute, within 10 days of relocat ion, dent ists m ust  provide the Board with the new pract ice 

locat ion address. 
 

By statue, within 10 days of relocat ion, all other licensees m ust  provide the Board with the new 

residence address and/ or employer. 

 

New  Address: 
 

 

Dayt im e Phone # :  

St reet :  
 

 

Fax/ Alternate Phone # :  

City:  
 

 

Em ail address:  

State:                        Zip:  
 

 

County:  

New  Em ployer :                         

 

 

Em ployer Phone # :  

Address:  
 

 

City, State, Zip:  

 

 

Signature of Licensee ( required) :  _________________________  Date:  ________ 
 

NAME CHANGE FORM  
 

Nam e changes need to be accom panied by a copy of the legal docum ent  that  
changed the nam e ( ie. Marr iage Cert ificate, Divorce Decree, etc.)  I f you choose to 
pract ice under your new nam e, you m ust  order new license and/ or renewal 
cert ificates in your new legal nam e.  Licenses are $20 each and Renewal Receipt  
cards are $14 each. 
 

New  Legal Nam e  ( first , m iddle, last )  
 
 

 

Do Not  Write I n This Space 


