
The Association of Dental Implant Auxiliaries (ADIA) is an organization dedicated to the education and 
advancement of every auxiliary member of the dental implant team. It is dedicated to promoting implant 
dentistry as a collaboration between team members where each member plays a valuable and indispensable 
role. The ADIA provides a vehicle for auxiliaries to advance their education and contribute to the field of implant 
dentistry.

The ADIA is open to all office management and clinical team members and provides continuing education, 
internationally, nationally and regionally. The ADIA is a component society of the International Congress of 
Oral Implantologists (ICOI), the world’s largest dental implant society.

ADIA Mission Statement

To provide outstanding continuing education and training to the entire dental implant auxiliary team thereby 
giving them the knowledge, confidence and skills to be an integral and indispensable member of the dental 
implant team.

The ADIA values every team member’s contribution to implant dentistry and offers its members the opportunity 
to distinguish themselves by recognizing their educational and professional achievements.  The ADIA offers 
three different levels of advanced credentials: Certified Implant Auxiliary, Advanced Certified Implant Auxiliary 
and Fellowship.

The distinction of being a credentialed member of the ADIA offers:

• Higher level of skill which benefits your career, your patients, your practice and your profession

•  Increased confidence in your capabilities as an auxiliary

• Public recognition of professional achievement

• Higher professional status and distinction among your peers

• Satisfaction of advanced education

•  Increased value to your implant team

•  Access to special programs and benefits offered only to credentialed members
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  CERTIFIED IMPLANT AUXILIARY REQUIREMENTS

To be eligible for Certified Status the applicant must show proof of:

• Attendance at two (2) of the ADIA certification programs, within a two-year period: DHCP, DACP, 
PMCP OR ICCP. 

  ADVANCED CERTIFIED IMPLANT AUXILIARY REQUIREMENTS

To be eligible for Advanced Certified Status the applicant must show proof of:

• Attendance at two (2) of the ADIA certification programs, within a two-year period: DHCP, DACP, 
PMCP OR ICCP. 

• Accumulation of 60 hours of Continuing Education 
Continuing education units must be current (within the last 5 years) 
75% of the required hours must be directly related to implant dentistry

• Two years of active membership immediately prior to application

• Attendance at one (1) ICOI/ADIA Symposium in the two years immediately  
prior to application

  FELLOWSHIP REQUIREMENTS

To be eligible for Fellowship Status the applicant must show proof of:

• Attendance at all four (4) of the ADIA certification programs: DHCP, DACP, PMCP and ICCP

• Accumulation of 80 hours of Continuing Education 
Continuing education units must be current (within the last 5 years) 
75% of the required hours must be directly related to implant dentistry

• Two years of active membership immediately prior to application

• Attendance at one (1) ICOI/ADIA Symposium in the two years immediately  
prior to application

• Performance of one (1) table clinic at any ICOI/ADIA Symposium

• One (1) activity within the implant field, for example: publication, lecture, community activity  
related to implant dentistry, production of an office form or brochure related to implant dentistry 
(Please submit proof of this activity.)

A L L  C R E D E N T I A L E D  M E M B E R S  M U S T  M A I N T A I N  C U R R E N T  A D I A  M E M B E R S H I P .

To maintain Fellowship Status, you must attend one meeting every 3 years after being accepted as an ADIA Fellow.



NAME:  (As you wish it to appear on membership certificates, the internet directory, etc.)

First _______________________________________________________   Initial(s) _________________ Last ___________________________________________________________  

Home Address ________________________________________________________________________________________________________________________________________

City ______________________________________________________  State ____________________________ Zip ________________________  Country ____________________

Telephone (           ) ___________________________________ Fax (           ) ____________________________________  Date of Birth  _______________________________

Office Address  ________________________________________________________________________________________________________________________________________  

City _________________________________________________________________________  State ______________________ Zip ________________________________________

Email __________________________________________________  Number of years membership in ADIA _________ (Current membership required)

  PROFESSIONAL ACTIVITY 

(If more than one activity, indicate percentage of time allocated to each.)

Private Practice (please specify type ie: General Practitioner, Specialty, etc) _____________________________________________________________   _______________ % 

School ___________________________________________________________________________________________________________________________   _______________ % 

Research Institution _____________________________________________________________________________________________________________   _______________ %

Other ____________________________________________________________________________________________________________________________   _______________ %  

  EDUCATION

College _______________________________________________________________________ Degree ____________________________________ Year ______________________

School ________________________________________________________________________ Certificate/Degree ________________________ Year ______________________

School ________________________________________________________________________ Certificate/Degree ________________________ Year ______________________

  BOARDS

State, Regional, National ______________________________________________  Certificate/License No. __________________________ Year ______________________

State, Regional, National ______________________________________________  Certificate/License No. __________________________ Year ______________________

MEMBER DISTINCTION / CREDENTIALS APPLICATION

A S S O C I A T I O N  O F  D E N T A L  I M P L A N T  A U X I L I A R I E S

(OVER)
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  CONTINUING EDUCATION

Attach a separate sheet and use the following format:

TOPIC SPONSORING ORGANIZATION DATE NUMBER OF HOURS

   HOSPITAL / UNIVERSITY APPOINTMENTS

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

  ACTIVITIES WITHIN THE IMPLANT FIELD

(Publications, lectures, etc.)

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

  ENCLOSE TWO LETTERS OF RECOMMENDATION 

(Letters must be from professionals within the implant field)

1. Name _______________________________________________________________________________________________________________________________________________________

2. Name _______________________________________________________________________________________________________________________________________________________

  EVALUATE MY APPLICATION FOR THE FOLLOWING LEVEL(S):

   APPLICATION FEE

	  Certified Implant Auxiliary  $ 50

	  Advanced Certified Implant Auxiliary $ 100

	  Fellowship  $ 150 AMOUNT ENCLOSED: $_____________________

  PAYMENT

	 Check (please make check payable to ICOI)

Visa Mastercard American Express

 Card Number ___________________________________________________________________ Exp. Date _____________________ CVV No. ___________________

 Signature ________________________________________________________________________________________________________ Date _______________________

ADIA, Dr. Avi Schetritt, Executive Director  •   55 Lane Road, Suite 305  •  Fairfield, New Jersey 07004

p: (973) 783-6300  •   f: (973) 783-1175 •  icoi@dentalimplants.com

Return this application with your payment in U.S. funds to:

A S S O C I A T I O N  O F  D E N T A L  I M P L A N T  A U X I L I A R I E S
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