Sample 

Provider Name

Provider AGD ID#: 

Provider Address

Attendance VERIFICATION
Participant’s Name:

AGD ID#: 

State and License #:

Title: 
Speaker: 
Educational Method: 
Course Date: 
Location: 
CDE Hours: 
Authorized Signature: 

          



Approved PACE Program Provider FAGD/MAGD Credit 
Approval does not imply acceptance by a state or provincial board of dentistry or AGD endorsement. (month/date/year) to (month/date/year)
Keep this form for your records.  
AGD Members: PROVIDER NAME will submit attendance verification to the AGD on your behalf.
Please allow at least 30 days for documentation of participation to be added to your transcript.
