MARYLAND STATE BOARD OF DENTAL EXAMINERS

The Benjamin Rush Building ● Spring Grove Hospital Center

55 Wade Avenue ● Catonsville, Maryland  21228

410-402-8500

APPLICATION TO PROVIDE PRO BONO DENTAL OR 

DENTAL HYGIENE SERVICES FOR CONTINUING EDUCATION 

CREDIT AT A PRIVATE DENTAL OFFICE

This form shall be used by dentists and dental hygienists seeking Board-approval to provide either dental or dental hygiene services for continuing education credit at a private dental office. A dentist or dental hygienist may earn up to 8 hours of continuing education credits per renewal period for performing pro bono dental and dental hygiene services. The patient must be referred to you from a Board-approved non-profit entity that provides substantial pro bono dental or dental hygiene services to the indigent or dentally under served, and you must receive written Board-approval before providing the services. Participation in the program is not required.  

Before completing this form you should be familiar with the laws regarding the provision of pro bono dental services for continuing education credit. A copy of the Code of Maryland Regulations, (COMAR) 10.44.22 Continuing Education is either enclosed or available on the Board’s website at www.dhmh.state.md.us/dental. Also enclosed or on the Board’s website is a copy of the Board’s Bulletin titled Optional Pro Bono Dental and Dental Hygiene Services for Continuing Education Credit. Please be aware that the Board’s laws and regulations change over time. You must be familiar with the current laws.   

Failure to comply with legal requirements or failure to properly complete this form may result in delay or denial of the application. Please read this application in its entirety before completing. If you have any questions please contact Ms. Sandra Sage, Program Coordinator, at 410-402-8510. 

There is no fee associated with this application. 

1.
Your full name and license number: 

 
______________________________________________________________________

2. 
Are you a:   Dentist (
Dental Hygienist (   

3. 
Your address on file with the Board:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

4. 
Your telephone number:  __________________________________________________
5. Name of referring non-profit organization:  ___________________________________

_______________________________________________________________________

6. Name, title, and telephone number of individual who referred patient:  _______________

_______________________________________________________________________

7. 
Name, address, and telephone number of patient(s) to whom you wish to provide dental or dental hygiene services: 

(Patient #1)  _____________________________________________________________

_______________________________________________________________________


_______________________________________________________________________

(Patient #2)  _____________________________________________________________

_______________________________________________________________________

_______________________________________________________________________





​​​​​​








8. 
For each patient identify the dental or dental hygiene services that you wish to provide: 

(Patient #1)  ​​​​_____________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

(Patient #2)  ​​​​​​_____________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

9.
For each patient provide a detailed explanation why you do not wish to provide the 

services at a Board-approved site.  

(Patient #1)  ​​​​​​_____________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

(Patient #2)  ​​​​​​_____________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

You will receive a written response from the Board either approving or denying your application. Thank you for your interest in providing pro bono dental services.

I solemnly affirm under penalties of perjury and upon personal knowledge that the contents of the foregoing application are true.


_______________________________________________________


Signature


















_______________________________________________________


Date

Return this form to: 

Ms. Sandra Sage

Program Coordinator

Maryland State Board of Dental Examiners 

The Benjamin Rush Building

Spring Grove Hospital Center

55 Wade Avenue / Tulip Drive

Catonsville, Maryland  21228

Ms. Sage may be reached at 410-402-8510.
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