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__________________________________________________________________________________________ 
 

Student Internship Time Sheet 
 
 

Student: __________________________________________________________________________________         

Practicing / Supervising Dentist: _______________________________________________________________ 

Contact Phone: _____________________________   Email: ________________________________________ 

Date Time-In Time-out Hours 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

TOTAL HOURS  
 
I verify that above named student completed the listed number of Internship hours in my office. 
 
 
Dentist Signature_____________________________________________          Date_____________________ 

Dental Assistant School of Maryland 
3905 National Dr., Ste. #170, Burtonsville, MD 20866 

www.DASofMD.com     
Email: DASofMD@gmail.com    Phone: 301-674-8969 

IG/FB: @DASofMD 


