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TECHNICAL COLLEGE




THE SCHOOL OF HEALTH SCIENCES

Documentation of Volunteer Hours 

Dental Assisting Program
20 hours or more required
PLEASE SEND TO:


Ms. Sharron Cook





Dental Assisting Program





Columbus Technical College





928 Manchester Expressway





Columbus, Georgia 31904
Student Name ___________________________________

Program of Intent _________________________________

Month and year of anticipated acceptance:  _____________

	Office Name
	Date
	Number of Hours

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


To be completed by office manager or dentist:

_______________________________________________ has performed _____ volunteer hours in the 


Student Name
Office of Dr. _________________________________________________________________________
Additional Comments:  _________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
PAGE  
2

