
Criteria for Granting Waiver of Dental Hygiene

Supervision Requirements

1. Waivers shall be granted only to (1) dental facilities owned and operated by the government of the State of Maryland, a municipality in Maryland, or by the federal government; (2) health facilities licensed by the Department of Health and Mental Hygiene; or (3) a facility that provides medical care to the poor, elderly or handicapped and that is owned and operated by the state or local government or bona fide charitable organization.

2. An application for a waiver shall establish good cause which justifies the granting of the waiver.

3. The facility shall have available for the delivery of dental services at least one chair and equipment adequate for dental care whether the chair and equipment be fixed or portable.

4. The dental hygienist working with a waiver of supervision shall hold a general license to practice dental hygiene in Maryland.

5. The dental hygienist working with a waiver of supervision shall provide verification to the Board of having had at least two years active clinical practice in direct patient care.

6. The dental hygienist and dentist working with a waiver of supervision shall provide the Board with a copy of a currently valid CPR certificate demonstrating competency at a health provider (e.g., American Heart Association Level C) level.

7. Emergency support shall be present in the facility and available at all  times treatment is being given.  Emergency support shall consist of a physician, a dentist, a physician’s assistant, a paramedic, or a registered nurse.

8. Approval for a waiver of the supervision requirement shall be for a five-year term.

9. A renewal application shall be received by the Board no later than 60 days prior to the expiration of the approved waiver period.

10. The Board shall be notified within 30 days after there has been a change in the supervising dentist or dental hygienist operating under a waiver of  supervision.  Such notice shall give the name of the supervising dentist or the new dental hygienist and the date of such change and shall verify that the licensee meets the criteria established above.

11. The dental hygienist and the supervising dentist shall state in writing that they have reviewed the “Guidelines for Dental Hygienists Practicing with a Waiver of supervision” and that they agree to abide by these guidelines.

Guidelines for Dental Hygienists Practicing with a Waiver of Supervision

in Facilities Owned and Operated

by the Federal, State or Local Government

1. The supervising dentist shall examine every patient prior to initial treatment by the dental hygienist operating under a waiver of supervision and in view of the findings of this examination shall develop a diagnosis and treatment plan.

2. All RECALL patients shall have no change in medical history in the following significant areas:

Heart murmur, rheumatic fever, other heart problems

Hemophilia, prolonged bleeding, other clotting problems

High or low blood pressure

Kidney diseases

Diabetes

Asthma

Placement of joint prostheses

Allergies which could affect treatment

Drugs which could affect treatment, i.e. Coumadin

Patients who present in a less than healthy condition

If there is any change in the medical history, consultation must be obtained from the supervising dentist.  If consultation cannot be obtained the patient must be rescheduled.

3. All RECALL patients seen by the dental hygienist (working with a waiver of supervision in a qualifying facility) shall be scheduled for an oral examination by a dentist within 6 weeks before or after treatment by the dental hygienist.

MARYLAND STATE BOARD OF DENTAL EXAMINERS

Application for Waiver of Dental Hygiene Supervision

Note:  A separate application must be submitted for EACH site or location.                                                                                  .                                                                     

Name of Facility

_________________________________________________________________________________________________________

Address

_________________________________________________________________________________________________________

City




│State

│ ZIP

│ Telephone

_________________________________________________________________________________________________________

Authorized Contact and Title

                                                                                                                                                                                                                 .

Describe in narrative the reason(s) why Waiver is requested:                       (Use additional pages, if necessary)

                                                                                                                                                                                                                 .

Type of Facility


_____State Gov’t

_____Federal Gov’t

_____Charitable Organization (1)

_____Local Gov’t

_____Licensed by DHMH

                                                                                                                                                                                                                 .

On a separate page, describe in narrative the type of equipment available at the facility, to include number of dental operatories, number of dental chairs, fixed and portable equipment, etc.:

                                                                                                                                                                                                                 .

On a separate page, provide a description of the program and how it will be administered:

                                                                                                                                                                                                                 .

On a separate page identify emergency support personnel and describe the medical emergency plan:

                                                                                                                                                                                                                 .

Name of Supervising Dentist(s):

_________________________________________________________________________________________________________

License #

│Expiration date:
            (Attach proof) │ CPR Certificate              Y        N        (Attach copy) (2)
 __________________________________________________________ │_Health Provider level__________________________

                                                                                                                                                                                                                 .

Name of Dental Hygienist(s):

_________________________________________________________________________________________________________

License #

│Expiration date:



                                      (Attach proof) │
_________________________________________________________________________________________________________

Number of years in actual clinical practice:

│ CPR Certificate                Y        N        (Attach copy) (2) │
________________________________________________ │_Health Provider level____________________________________

Name & address of former employers during the last three years:

                                                                                                                                                                                                                 .

(1) A facility providing medical care to the poor, elderly, or handicapped that is operated by the State or a local government or a bona fide charitable organization.

(2) Provider level C certification or American Heart Association CPR Courses must be completed to satisfy this requirement.

Application for Waiver of Dental Hygiene Supervision

STATEMENT OF PRINCIPAL APPLICANT

As authorized contact for the requesting facility, I hereby certify that the information provided in this application is correct and complete to the best of my knowledge and further attest that the employment conditions for the supervising dentist and dental hygienist(s) are in compliance with the applicable laws of the State of Maryland and the specifications of the “Guidelines for Dental Hygienists Practicing with a Waiver.”  The principal applicant agrees to notify the Maryland State Board of Dental Examiners within fifteen (15) business days after a personnel change of supervising dentist or dental hygienist operating under a dental hygiene waiver, and to provide the names of replacement personnel and verification of their compliance with the criteria noted herein.

__________________________

_____________________________________________

                         Date






Signature







_____________________________________________










    Title

STATEMENT OF SUPERVISING DENTIST

I hereby certify that I meet the qualifications set forth in this application and in the Dental Laws of the State of Maryland, and have read and understood the “Guidelines for Dental Hygienists Practicing with a Waiver.”

__________________________

_____________________________________________

                         Date






Signature







_____________________________________________









          Printed Name

STATEMENT OF DENTAL HYGIENIST

I hereby certify that I meet the qualifications set forth in this application and in the Dental Laws of the State of Maryland, and have read and understood the “Guidelines for Dental Hygienists Practicing with a Waiver.”

__________________________

_____________________________________________

                         Date






Signature







_____________________________________________









          Printed Name


