 Please Submit $75.00 Application Fee

MARYLAND STATE BOARD OF DENTAL EXAMINERS
Spring Grove Hospital Center

The Benjamin Rush Building

55 Wade Avenue/Tulip Drive

Catonsville, Maryland  21228
Phone:  410-402-8511





Fax:  410-402-8505

Application for Drug Dispensing Permit

In accordance with the requirements set forth in COMAR 10.13.01, I hereby submit the following application to be issued a permit to dispense prescription drugs to patients in my practice:

1.         Name:   ________________________________________________________________ 
Last


First


Middle

2.
Mailing Address:   _______________________________________________________




No. & Street

City
     State
             Zip Code

3.
Telephone number:  ______(_____)__________________________________________                               
4.
Maryland dental license number:                                     Date of expiration:  __________   


 (Please attach a copy of your valid dental license.)

5. Maryland CDS Registration number:  _____________  Date of expiration:  __________

(Please attach a copy of your valid Maryland CDS Registration issued by the Drug

Control Division of the Department of Health & Mental Hygiene.)

6.
I hereby certify that I, _____________________________________________________,    







Print Name

a Maryland licensed dentist shall comply with the dispensing requirements set forth in Regulation .04 of the above-referenced chapter.  I further certify that I am thoroughly familiar with the statute and regulations which govern dispensing of prescription drugs set forth in Health Occupations Article, Title 12, Annotated Code of Maryland, and COMAR 10.34.                                 
Signature of Applicant:  ____________________________   Date:  ________________________

Revised 03/06/07

