[Dentists and dental hygienists: Copy and paste so that this document appears on the providing dentist’s letterhead or other document identifying the dental office] 
FOLLOW-UP CARE INSTRUCTIONS

The Maryland State Board of Dental Examiners requires that each patient who is provided with pro bono dental services by a dentist or dental hygienist for continuing education credits shall receive a form with clear instructions for any follow-up care. Each patient shall receive a separate form.

A dentist or dental hygienist who provides pro bono services for continuing education credits may not receive payment from a patient for those services. 

Patient Name:   _________________________________________________________________

______________________________________________________________________________

Date(s) of service:   _____________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Pro Bono Services Provided:   _____________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Findings:  _____________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Instructions for follow-up care (Indicate if no follow-up care is necessary):   ________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Other instructions if any:   _______________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________


_______________________________________________________


Signature of Provider























_______________________________________________________


Date
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