
                                SOUTHERN  MARYLAND  DENTAL  SOCIETY 
        4920 Niagara Road, Suite 300, College Park, MD  20740 

Tele: 301-345-4196   Website:  www.smdsdentists.org   E-mail: Janice@smdsdentists.org 

AN ADA CERP RECOGNIZED PROVIDER 
 

DENTAL ASSISTANTS 
GET LICENSED IN 

 MARYLAND GENERAL DENTAL ASSISTING 

QUALIFIED FUNCTIONS (MDG) 
 

            Dates: Thursdays, Sept. 25 – Dec. 18, 2025   

                                     TIME:  6:30 p.m. – 9:30 P.M. 
Fee: SMDS Member/Staff $765. or Non-Member/Staff $815. including books  

 
Our course for the dental assistant focuses primarily on the dental assistant and his/her advancement. 

The goal is to prepare the assistant to be test ready for the DANB Expanded Functions General Exam. 

It is our responsibility to review didactic material while the doctor/assistant review the clinical material 

during the course of the office’s daily routine.  A positive interaction will advance the assistant while 

working, and the office can benefit from the increased ability of the assistant as he/she accomplishes   

more complex tasks as outlined by the dental law.  We feel this mentor type environment fosters a positive 

working environment for both the doctor and assistant while accomplishing continuing education. 

 

The formal lectures and in-office clinical experience combine the dynamics required for review and the 

setting to expose the assistant to materials required for licensure.  The course requirements are attendance, 

competency sheets, quizzes and examinations.  This 12-week course should be of interest to the doctor and 

assistant  to keep the office productive, dynamic, and cooperative.  

     

---------------------------------------------------------------------------------------------------------------------------------- 
                                                     MGD APPLICATION 

 

LEGAL NAME________________________________________________________AMOUNT ENCLOSED______________ 

 

HOME ADDRESS______________________________________________________EMAIL___________________________ 

 

HOME/CELL PHONE_______________________________________SS#______HIGH SCHOOL GRAD____YES____NO 
                                                                                                             (Last four # only) 

DENTIST’S NAME__________________________________________PHONE______________________________________ 

 

ADDRESS______________________________________________________________EMAIL_________________________ 

 

 

EMPLOYING DENTIST PLEASE COMPLET THE FOLLOWING: 
This employee has been working for____months_____years  in this dental office and I agree to provide clinical experience under 

my direct in-room supervision.  I agree to evaluate the applicant’s performance.  Once the course is completed assistant may NOT 

continue to perform these duties until the required boards are passed & state certificate received.  Additional information on website. 

 

                                                          

                                                    _________________________________________________Dentist’s Signature  _____________Date 

Aug. 4, 2025 

 

 

 

                                                                                          

                                                                        

http://www.smdsdentists.org/

