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EDUCATION 

PROGRAM 
 
 
 
 
 

For more information  
please contact:  

 
Dr. Ernie Lacy, D.D.S. 

Texas A&M Health Science Center 
Baylor College of Dentistry 

Office of Student Development 
3302 Gaston Avenue, Rm. 365 

Dallas, Tx   75246 
 

Phone: 214.828.8332 
Fax: 214.874.4502 

Email: eslacy@bcd.tamhsc.edu 

Located in the heart of Dallas, Texas A&M 

Health Science Center Baylor College of 

Dentistry (HSC-Baylor College of Dentis-

try) is adjacent to the Baylor University 

Medical Center and is the only dental 

school serving North Texas.  The College 

consists of 240,000 square feet of modern 

clinical areas, laboratories research facili-

ties, and instructional space.  For nine dec-

ades, HSC-Baylor College of Dentistry has 

been a Texas resource with an established 

tradition of excellence in education, ser-

vice, and research. 
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The Health Professions Education Program is 

a two-year postgraduate program resulting in 

a Master of Science degree in Health Profes-

sions Education.  The program provides stu-

dents with the foundations for academic ca-

reers in dental education settings.  Specific 

program objectives are for students to: 

 Develop foundational knowledge and skills 

for conducting educational research 

 Develop teaching skills and construct 

effective learning environments 

 Become well-versed in higher education 

issues 

This program has a strong and unique focus on 

developing faculty with solid entry-level aca-

demic skills.  

 

Eligible Individuals 
 

Applicants must possess a D.D.S., D.M.D. or 

equivalent degree by June 30th of the year of 

program entry.  Individuals who have complet-

ed postgraduate training programs are also 

encouraged to apply. 

 

Number of participants 
 

A maximum of four (4) applicants will be se-

lected each year. 

 

Deadline for Application 
 

Applications are accepted throughout the 

year.  However, for the recommended Sum-

mer Session start date of July 2, applications 

are due March 31. 

Program curr iculum 

FIRST YEAR—Summer Session 

Teaching Skills for Health Professions Educators 

Education Elective 

Research Practicum 

Literature Review Seminar 

Teaching Internship 

 

FIRST YEAR—Fall Semester 

Research Design and Methodology 

Educational Research 

Literature Review Seminar 

Teaching Internship 

Education Elective 

 

FIRST YEAR—Spring Semester 

Applied Biostatistics 

Introduction to Faculty Responsibilities &  

Issues in Higher Education 

Literature Review Seminar 

Teaching Internship 

Educational Assessment 

Education Elective 

 

SECOND YEAR—Summer Session 

Research for Thesis 

Teaching Practicum 

 

SECOND YEAR— Fall Semester 

Research for Thesis 

 

SECOND YEAR—Spring Semester 

Thesis 

 

 

 

Program 

descr ipt ion and 

object ives  

 

 

Need more 

Information? 

 

 Please send me an application 

___________________________________ 

Name 
 

___________________________________ 

Address 
 

___________________________________ 

City                          State          Zip 
 

___________________________________ 

Telephone                     
 

 I would like to discuss the program further 

with someone.  Please contact me at the  

telephone number listed above. 

 I know of other individuals who may be    

interested in the program.  Their names    

and addresses are listed below. 

Name_________________________________ 
 

                                                

Address_______________________________ 
 

 

City_______________ State_____ Zip______ 
 

 

Telephone_____________________________                                                                                  

 

Name_________________________________ 

 

Address_______________________________ 

 

City_______________ State_____ Zip______ 
 

Telephone_____________________________ 

Complete this form to request additional 

information.  Please return to Dr. Ernie 

Lacy at address on the back of the form. 


