MARYLAND STATE BOARD OF DENTAL EXAMINERS

The Benjamin Rush Building ● Spring Grove Hospital Center

55 Wade Avenue ● Catonsville, Maryland  21228

410-402-8501

APPLICATION FOR BONA FIDE CHARITABLE ORGANIZATION TO OBTAIN A TEMPORARY DENTAL CLINIC PERMIT AND APPROVAL FOR PRO BONO CONTINUING EDUCATION CREDIT
General Instructions

This form shall be used by bona fide charitable organizations that wish to obtain a temporary dental clinic permit. Approval for a temporary dental clinic permit also includes approval to allow volunteer dentists and dental hygienists to obtain continuing education credit for renewal of their licenses. A dentist or dental hygienist may earn up to 8 hours of continuing education credit per renewal period for providing pro bono dental or dental hygiene services at Board-approved non-profit events. 

A permit must be issued by the Board before the charitable organization may utilize dentists or dental hygienists who hold out of State licenses. In addition, the out of state licensees must themselves obtain either a temporary volunteer dentist’s or temporary volunteer dental hygienist’s license before providing services at a temporary dental clinic in Maryland. 

The State, a local government, or a local health department that wishes to conduct a temporary dental clinic utilizing out of state licensees need not apply to the Board for approval. Those government entities are required to provide written notice to the Board of their intention to provide dental services at least 60 days prior to the date the services are to be provided. In addition, the out of state licensees must themselves obtain either a temporary volunteer dentist’s or temporary volunteer dental hygienist’s license before providing the services. 

Note that a permit may be used only for the duration of the event identified on the permit. Although a permit may not be renewed, the Board may issue another permit to a bona fide charitable organization for another event if the bona fide charitable organization applies for a new permit and satisfies legal requirements. 

Before completing this form you should be familiar with the law in Maryland regarding temporary volunteer clinics and the provision of dental services. Please refer to the Annotated Code of Maryland, Health Occupations Article, § 4-308 and the Code of Maryland Regulations, (COMAR) 10.44.33 titled “Temporary Volunteer Dentist’s and Dental Hygienist’s Licenses and Temporary Dental Clinic Permits.” Please be aware that the Board’s laws and regulations change over time.  

Please provide a completed application and all supporting documents to the Board in one mailing. Providing documents to the Board in a piecemeal manner makes the Board’s task time consuming, resulting in a delay in processing the application. In addition, it would be appreciated if a single individual was the liaison to the Board. 
Please read this application in its entirety before completing. If you have any questions please contact Ms. Patsy Sherwood, Program Coordinator, at 410-402-8509 before submitting the application.  

There is no fee associated with this application. 

THE FOLLOWING THREE DOCUMENTS MUST ACCOMPANY THIS APPLICATION: 

(1) CURRENT AFFIRMATION LETTER OF TAX-EXEMPT STATUS ISSUED BY THE IRS WITHIN 45 DAYS OF THE DATE OF APPLICATION DESIGNATED BY THE IRS AS FORM 4168C IN ACCORDANCE WITH QUESTIONS 4 AND 5; 
(2) LETTER FROM THE INSURANCE MALPRACTICE CARRIER IN ACCORDANCE WITH QUESTION 11; AND 
(3) DETAILED INFORMATION REGARDING THE EVENT’S EMERGENCY PLAN AND ADEQUATE SAFEGUARDS IN ACCORDANCE WITH QUESTION 13. 

Application

1. Full name of bona fide charitable organization:

__________________________________________________________________________________

__________________________________________________________________________________

2. Address of organization:

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

3. Telephone number of organization:  ___________________________________________________

4. Is the organization recognized by the Internal Revenue Service as a 501(c)(3) tax-exempt charitable organization?

YES
NO


(
(   

5. If the answer to question 4 above is yes, attach a copy of a current affirmation letter of tax exempt status issued by the Internal Revenue Service that is dated no more than 45 days prior to the date of the filing of this application. NOTE: PLEASE ATTACH A CURRENT AFFIRMATION LETTER OF TAX EXEMPT STATUS WHICH IS DESIGNATED BY THE IRS AS FORM 4168C. DO NOT PROVIDE OTHER DOCUMENTATION OR A FORM 4168C THAT IS MORE THAN 45 DAYS OLD. THE FORM MAY BE OBTAINED BY CONTACTING THE IRS AT 1-877-829-5500. IT TAKES BETWEEN 10-15 DAYS TO OBTAIN THE DOCUMENT. THERE IS NO FEE ASSOCIATED WITH THE DOCUMENT. 
6. If the organization is not a 501(c)(3) tax exempt charitable organization identify its non-profit status below and either provide a current affirmation letter issued by the Internal Revenue Service that is dated no more than 45 days prior to the date of this application, or provide other evidence satisfactory to the Board that the organization is a bona fide charitable organization.

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

7. Provide a brief statement of the mission of the organization: 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

8. Does the organization provide substantial pro bono dental services to the poor, elderly, or disabled populations in Maryland? 

YES
NO


(
(   

9. What other services, if any, does the organization provide, and to whom are those services provided?  

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

10. Name, address and telephone number of the organization’s liaison to the Maryland State Board of Dental Examiners.  

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

11. Malpractice Insurance. 

YES
NO


(
(   

Has the organization provided a policy of malpractice insurance for holders of temporary volunteer dentists’ licenses and temporary volunteer dental hygienists’ licenses? If you answered “Yes” please complete the remainder of Question 11. Please note that malpractice insurance is required for each temporary volunteer dentist and each temporary volunteer dental hygienist. Either the charitable organization or each individual applying for a temporary volunteer license will be required to provide evidence that the temporary volunteer licensees are covered by a policy of malpractice insurance for the duration of the event.    

A.  Name of Malpractice Insurer:   

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

B.  Name, Address, and telephone number of Malpractice Insurance Agent: 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

C.  If You Do Not Have an Agent, Provide the Address and Telephone

Number of the Malpractice Insurer: 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


D.  Policy Number 









E.   Amount of Coverage 








F.   Expiration Date of Policy 







NOTE: YOU MUST ATTACH A STATEMENT FROM THE MALPRACTICE INSURANCE CARRIER OR ITS AGENT THAT THE SPECIFIC EVENT IS COVERED BY MALPRACTICE INSURANCE. IT IS NOT SUFFICIENT TO PROVIDE A GENERAL STATEMENT THAT A NON-PROFIT ENTITY HAS INSURANCE COVERAGE. THE STATEMENT MUST IDENTIFY THE SPECIFIC EVENT, THE DATES OF THE EVENT, AND THE MONETARY AMOUNT OF COVERAGE. IT MUST ALSO STATE WHETHER MALPRACTICE INSURANCE WILL BE PROVIDED TO ALL DENTISTS AND DENTAL HYGIENISTS WHO PARTICIPATE, OR WHETHER IT WILL BE PROVIDED TO LESS THAN ALL. IF PROVIDED TO LESS THAN ALL, THOSE COVERED AND THOSE EXCLUDED MUST BE IDENTIFIED.  
12. Temporary Dental Clinic. 

A. Name and address of Temporary Dental Clinic for which you seek a permit.

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

B. Name, address, and telephone number of temporary dental clinic coordinator.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

C. Dates the temporary dental clinic will be held. 

__________________________________________________________________________________

D. Location of temporary dental clinic. 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

13. Emergency Plan, etc. 

A. Emergency Plan. Describe in detail the medical emergency plan that the temporary dental clinic will have in place during the event. Attach a separate page if necessary.  

____________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________

B. Adequate Safeguards. Describe in detail the adequate safeguards that the temporary dental clinic will have in place to protect the health and safety of patients. Attach a separate page if necessary. 

____________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________

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



_______________________________________________________



Signature of Officer of Organization or Authorized Individual



_______________________________________________________



Print Name 



_______________________________________________________



Identify Position Held



_______________________________________________________



Date

NOTARY

STATE OF ____________________

CITY/COUNTY OF ______________________


I HEREBY CERTIFY THAT on this ________ day of ______________, 201​_, before me, a Notary Public of the State of Maryland and the City/County aforesaid, personally appeared before me ​​​​​__________________________________________________and made oath in due form of law that signing the foregoing Application for Bona Fide Charitable Organization to Obtain a Temporary Volunteer Dental Clinic Permit and Approval for Pro Bono Continuing Education Credit was his\her voluntary act and deed. 


AS WITNESS my hand and Notarial Seal.

_____________________________

Notary Public
My Commission Expires: ____________________


SEAL
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