
REQUIRED DOCUMENT 

FOR PERSONAL QUALIFICATION – DENTAL ASSISTANTPRIVATE 

1.  
Every item on this Personal Qualifications Sheet must be addressed.  Please sign and date where indicated.  Any additional information required may be provided on a separate sheet of paper (indicate by number and section the question(s) you are responding to. 

2.
The information you provide will be used to determine your acceptability based on Sections C of the solicitation. 

3.
All of the information you provide will be subject to verification after award. At that time, you will be required to provide the following documentation to verify your qualifications:  Professional Education Degree or certification, copy of BLS -C card (or equivalent), continuing education certificates and, employment eligibility documentation.   If you submit false information, your contract may be terminated for default. This action may initiate the suspension and debarment process, which could result in the determination that your are no longer eligible for future Government contracts.

4.
Health Certification.  Individuals providing services under Government contracts are required to   undergo a physical exam 60 days prior to beginning work.  The exam is not required prior to award but is required prior to the performance of services under this contract.  By signing this form, you have acknowledged this requirement. 

5.  
Practice Information:                       

                                                                                                                                         Yes            No  

         1.  Have you ever been the subject of a malpractice claim?*
___            ___

         2.  Have you ever been a defendant in a felony or misdemeanor case?*
___            ___

         3.  Has your license or certification to practice ever been revoked or
___            ___     

 
 restricted in any state?*

*If any of the above is answered "yes" attach a detailed explanation.  Specifically address the disposition of the claim or charges for numbers 1 and 2 above, and the State of the revocation for number 3 above.

PRIVACY ACT STATEMENT

Under 5 U.S.C. 552a and Executive Order 9397, the information provided on this page and the remainder of the Personal Qualifications Sheet is requested for use in consideration of a contract; disclosure of this information is voluntary; failure to provide this information may result in the denial of the opportunity to enter into a contract. 






                                                                 (mm/dd/yy)






        (Signature)                        (Date)


Personal Qualifications Sheet – DENTAL ASSISTANT
I.  
General Information
Name:                                                                          
SSN:   



                 Last                First                 Middle

Address:  










                                                                                                                 
Phone:        





                                       
II.
Professional Education 
	PRIVATE 
Requirements: You must meet one of the following 6 categories of training and/or 

experience. 
	Address and Training Dates: Provide the name and address of the school where you received training and the date of completion.

	(1)  Certificate or Associate Degree as a Dental Assistant from a state accredited program and 6 months experience within the preceding 60 months.

(2)  Certification from a dental assistant “A” school and 6 months experience within the preceding 36 months.
	

	(3)  Certification from a Red Cross Dental Assistant Course and 6 months experience within the preceding 60 months.
	

	(4) 6 months experience as a Dental Assistant within preceding 60 months in a private practice. 
	Document dates of experience under item V of this form.

	(5)  Membership in good standing with a state or national dental hygiene association with and 12 months experience within the preceding 60 months.
	

	(6)  Graduation from a state accredited program for Dental Assistants within the preceding 12 months.
	


III.  
Certification or Permit for Use of Dental X-ray Equipment
Name and location of training                                                       Date of Completion

IV.     
Basic Life Support, Equivalent to BLS - C 



Training Type listed on Card:                                        



Expiration Date:                                                             (mm/yy/dd)

V.
Professional Employment: List your current and preceding employers.  Provide dates as month/year.  If more space is required, please use a separate sheet of paper : 

Name and Address of Present Employer                     From            To    

(1)                                                                                                                       

Names and Addresses of Preceding Employers
                                                                                         From            To          

(2)                                                                                                                       

                                                                                         From            To          

(3)                                                                                                                         

Are you are currently employed on a Navy contract?  If so,   where is your current contract and what is the position?                                                                                      
VI.
Employment Eligibility 
  








           Yes      No
Do you meet the requirements for U.S. Employment               
                  

Eligibility contained in Attachment (3)?                                                 ___      ___      

If the answer of the above is marked “no”, do you meet                      ___      ___

the requirement for employment in Japan?             


VII.
Additional Information:

Provide any additional information you feel may enhance your ranking based on Section E of the application.  “Factors to be Used in a Contract Award Decision”, such as your resume, curriculum vitae, commendations or documentation of any awards you may 

have received, etc.

VIII.
I hereby certify the above information to be true and accurate:






                                                                 (mm/dd/yy)






        (Signature)                        (Date)

PRICING SHEET

PERIOD OF PERFORMANCE:  Services are initially required from 01 Mar 2017 through 28 Feb 2018.  Three (3) option periods will be included, to extend the services through Mar 2021 if needed. The Contracting Officer reserves the right to adjust starting and ending dates of performance contingent upon actual award date.  Unless you submit a written objection, the Contracting Officer will utilize your hourly price for the last priced option period as the hourly price for an option period added prior to award in order to create a full four(4) years contract.

PRICING INFORMATION:  Insert the price per hour that you want the Navy to pay you.  You may want to consider inflation when pricing your proposal.  Your price should be high enough to sustain you, however, it should not be out of line with prices of other dental assistants in Okinawa, Japan Area.  The Government will neither award a contract at a price that is too high or too low.  Please note that if you are awarded a Government contract position, you will be responsible for paying all applicable federal, state and local taxes.  The Navy will not withhold any amount for taxes.  Your proposed prices should contain the amount you will pay in taxes. In addition, before commencing work under a contract, the health care worker shall obtain the following required levels of insurance at his or her own expense:  (a) General Liability – Bodily injury liability insurance coverage written on the comprehensive form of policy of at least $500,000 per occurrence, and (b) Automobile Liability – Auto liability insurance written on the comprehensive form of policy.  Provide coverage of at least $200,000 per person and $500,000 per occurrence for bodily injury and $20,000 per occurrence for property damage.  The price that you propose for the base period will be added to the proposed price for all option periods for the purposes of price evaluations.
Item No.
Description




Qty
Unit
U/P

Total amount
0001
Base Period
01 Mar 17 thru 28 Feb 18
2000
HRS 
$

$
1001
Option Period I
01 Mar 18 thru 28 Feb 19
2000
HRS
$

$
2001
Option Period II
01 Mar 19 thru 29 Feb 20
2008
HRS
$

$
3001
       Option Period III     01 Mar 20 thru 28 Feb 21
2000
HRS
$

$

Print Name:  





Signature:   




Date:  
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