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 Introduction 
 I want to sincerely thank you for becoming a doctor at Open and Affordable Dental and Braces. 
 My name is Dr. Jason Stott.  Let me tell you a little about me, so you understand the 
 background of Open and Affordable Dental.  I grew up in Montana on a dairy farm.  The farm I 
 grew up on went bankrupt in the early 1980’s as interest rates skyrocketed.  My family 
 scrambled for money throughout my youth.  My first job was flood  irrigating malt barley for $25 
 per day, 16 hours per day 7 days per week.  I also cleaned portable toilets for my uncle’s Stott 
 Pot business.  I also raised calves born in a feedlot during high school.  I’ll spare you the 
 visuals, but between a dairy farm, Stott Pots, and raising calves, I’ve seen a lot of crap. The 
 thought of getting paid for sitting in an air conditioned building doing tasks as easy as fillings 
 and root canals seemed crazy easy.  Working 72 hours a week is what I’ve mostly done since 
 the age of 14, when I bought my first bottle fed calf from the feedlot.  I spent time during my 
 youth reading about Andrew Carnagie who was a steel baron.  He was obsessive about 
 efficiency and would go to work with a stopwatch and time EVERYTHING hoping he could 
 improve processes by even a second.  Business process engineering played heavily on my 
 mind, which plays heavily on the Open and Affordable manuals and adherence to systems and 
 processes.  Growing up, I loved computers which eventually led to a master’s degree in 
 Information Technology.  Before being a dentist, I worked in software development.  The idea of 
 versioning and upgrades naturally played into these manuals and Open and Affordable Dental’s 
 constant documentation and upgrading.   My undergrad degree is Accounting, so you’ll see 
 many of the business  processes are built to understand the financial implications of every 
 decision made within the practice.  As I entered dental school and after I graduated, I naively 
 thought that private practice dentistry was easy.  After much heartache, expense, and hard 
 work, I was able to start the first Open and Affordable Dental and Braces office in Bennett 
 Colorado on October 27th of 2014. I had only been a dentist for a little over a year, and owning 
 and running a private practice was daunting. Immediately after purchasing the practice in 
 Bennett, I was sued by my previous employer for $50,000 for a transfer fee even after they 
 kicked me out for purchasing the Bennett office.  I was then sued by a different dental 
 organization for using the word “affordable” in our name.  Defending the Open and Affordable 
 Dental and Braces trademark cost $120,000 during my first year of practice, even though I had 
 no money.  The initial staff quit immediately after purchasing the practice, in fact, the hygienist 
 gave me her 2 weeks notice during my introduction by the selling doctor.  I survived a staff 
 mutiny from the second staff, and worked 3 offices because my first associate dentist left after 6 
 months, rejecting the idea behind Open and Affordable Dental.  I had so little money that I 
 stopped a patient from doing multiple fillings because I lacked enough resin composite.  I 
 ensured they paid before leaving the office, so I had enough money to purchase more resin 
 composite.  I scheduled them out a week and immediately ordered as much composite as they 
 paid me that day. I spent several clinical days seeing one or two patients while my staff looked 
 at me thinking they had made a terrible decision to work for such a lousy dentist. I decided 
 instead to hand out flyers during my down time to get more new patients. Understand Open and 
 Affordable Dental was created with an extreme amount of resistance to the forces that could 
 have brought it down several times.  It is a miracle Open and Affordable exists.  Be grateful for 
 the systems that have been created for you, you are lucky to walk into offices and systems that 
 are built for YOUR success.  If you find everything is not exactly perfect, welcome to private 
 practice.  Most of the operating manuals were created during the first 3 years of Open and 
 Affordable Dental while I worked 72 hour weeks.  Yes, I worked for 3 years doing 12 hour shifts, 
 6 days per week, 313 days per year to be able to have enough money to survive and open a 
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 second office.  During those first years, my family lived in Phoenix, AZ and I worked hard so I 
 could afford to fly to see them once per month.  I had 4 young children including a 2 year old 
 son who cried uncontrollably while hugging me every time the family dropped me off at the 
 airport on Sunday evening to return to my small apartment in Bennett to work another 6 days. 
 My family came and visited me once during the initial year and I received a notice from my 
 apartment landlord that the maximum capacity was 3 people and I was in violation by having my 
 family in my apartment.  The moral of the story is I never wanted to be a solo doctor again, I 
 wanted other docs to share the administrative, managerial, and emotional burden of running 
 dental practices.  The Open and Affordable systems were created to allow other dentists to 
 avoid the heartache I endured.  I realized early that if I wanted to open more offices and to help 
 other dentists have an easier time than I did, I needed to have systems that were extensible, 
 and everything needed to be written down.  Every time I learned something, I wrote it in the 
 operating manuals.  The GP Doctor Manual was written by Dr. Stott who most likely has worked 
 more clinical hours than any other dentist in the world over the last 7 years.  This manual is a 
 practical guide to create a busy office and become successful, and to avoid all the mistakes I’ve 
 made.  Every trick, idea, management decision, and  clinical shortcut I have learned over 7 
 years is included in this manual.  In reality, dental patients have co-written this manual.  All of 
 their feedback, both positive and negative, is included in this manual.  Patients want you to 
 follow this manual.  Please take the time to learn everything taught in the manual, more 
 importantly, shadow doctors who have become successful.  Make friends, solve problems, and 
 follow systems.  Request successful doctors review your clinical days to see where you can 
 improve.  Why am I so passionate about Open and Affordable Dental?  Because a branded 
 dental office can attract 10 times the number of patients a solo office can.  Average solo offices 
 attract 20 new patients a month.  Open and Affordable Dental offices regularly attract 200 new 
 patients per month.  This allows you to be more ethical in what dentistry you choose to do.  I 
 sincerely believe there is no better system in the dental world than Open and Affordable Dental 
 that helps you become more successful and control your own destiny.  Be passionate. The good 
 news is we’ve made it easier than ever to become successful.  Many successful doctors in 
 Open and Affordable dental earn over a million dollars per year.  We have many owner doctors 
 that are much better than me.  You can be more successful than me or all of us, and you don’t 
 have to work 72 hours per week for 3 years.  We are giving you everything you need to be more 
 successful more quickly with less effort. Open and Affordable Dental is a way for you to live your 
 dream, be the dentist you want to be, become successful and control your destiny.  Live your 
 dreams, be amazing. I would personally like to thank Dr. Jeremy Barkoff who saw the Open and 
 Affordable Dental vision much before it became reality and who contributed heavily to the 
 systems, recruiting of other doctors, and culture of Open and Affordable Dental. I would like to 
 thank all of the multipractice owners Drs. Piper and Igor who put in countless hours expanding 
 the opportunities to other doctors.  I would also like to thank all of the other owner doctors, Dr. 
 Bielinski, Leonard, Whitman, Dinkel, and Saelee.  I thank the associate doctors who play such a 
 crucial role.  I would also like to thank the Oral Surgeon Dr. Evanson for his effort in giving our 
 patients comprehensive care.  I would also like to thank my family, especially my wife and kids 
 who witnessed my countless hours pouring my heart into this crusade.  This manual was written 
 for my kids, I hope you end up reading it and becoming great people. Consider that I’m sharing 
 everything with you that I am with my kids, that’s how much this manual means to me.  Let’s 
 take our industry back. - Dr. Jason R. Stott 
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 New Doctor Advice 
 It is Open and Affordable Dental and Braces’ goal to help general practitioners obtain the skills 
 they need to run a financially successful office that provides great clinical results and attracts 
 patients. Stated bluntly, if you believe dental school or your previous employment provided you 
 the skills to run a successful office you wouldn’t be seeking employment at Open and Affordable 
 Dental and Braces. It is IMPERATIVE you believe in and practice the systems, methods, and 
 flows that have a track record of creating successful offices. If you believe your way is better 
 before learning our systems, please save Open and Affordable Dental’s time and open your own 
 office with your own name and your own methods. If after learning our systems you have 
 suggestions as to how to improve, we absolutely need and want your suggestions. Therefore, 
 become amazing quickly so your contributions back to Open and Affordable Dental exceed what 
 we’ve provided to you. Open and Affordable Dental is an open book, always trying to improve. 
 These systems, methods, and flows have been proven over many years and many dentists. You 
 as a general practitioner are only one piece of an orchestration of staff needed to create a 
 perfect dental experience. Experience has shown that if you do not learn your part of the 
 orchestration your staff will sense it, complain about you, and you will have a higher staff 
 turnover, meaning you will be practicing dentistry alone. You and your staff will be trained to 
 operate under two modes, fast, and ultra fast. If you create slow habits while your practice is 
 starting and is lacking patient flow, you will have an extremely hard time breaking you and your 
 staff’s habits when your practice becomes busy. You will then never be able to operate under 
 fast and ultra fast mode. Fast mode allows you to see 40+ patients per day without falling 
 behind or making patients feel like you’re giving them less than the best attention. Patients 
 enjoy fast mode. All patients tolerate you at minute 0 and will never return if you keep them past 
 minute 90. If you think that dentistry is less than running around all day solving problems and 
 making friends, please get a desk job. Dentistry is running faster than your team, showing by 
 example your work ethic. Expect them to work 30% less than you. Understand that Open and 
 Affordable Dental is exerting an extreme amount of effort to train you and your staff to become 
 successful. If you do not have the dedication, humility, time, and effort to allow Open and 
 Affordable Dental to get you to that successful point, please tell us early, and we’ll find someone 
 who has those qualities. You will be asked to learn small fine details such as handoffs, words, 
 intonation of words, phrases, and chronological order of appointment types to name a very few. 
 This same attention to fine details is required of professional athletes. Consider yourself a 
 professional athlete who needs to win championships every day. Be amazing at what you do. 
 This is your life’s work. Open and Affordable Dental is the opportunity of a lifetime. We have 
 helped many dentists gain financial freedom in “saturated” dental markets by simply making 
 friends, solving their problems, and following systems. Do not take this opportunity for granted. 
 Be passionate. Our reputation depends on you. More importantly, your passion dictates your 
 success. 

 Doctor Attire Guidelines 
 General practitioners are expected to wear business casual attire that is both clean and well 
 maintained.  The use of scrubs is discouraged for routine private practice clinical care.  Hair cuts 
 should be conservative and avoid obstruction of vision.  Beards and mustaches should be 
 groomed, and tattoos should be covered.  Use of excessive perfumes and colognes should be 
 avoided.  All doctors should shower daily, especially after clinical care.  Do not let your 
 appearance or personal hygiene interfere with your ability to attract and retain patients. 
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 Practice Direction 
 Each Open and Affordable Dental office is run independently by the owner doctor(s). It is Open 
 and Affordable Dental’s goal to create the best patient experience, treating each patient as they 
 would like to be treated.  This includes adhering to the highest perceived ethical, moral, and 
 legal standards. Each doctor and staff should be vigilant in approaching every ethical dilemma 
 with the question, “What is right”? It is each owner doctor’s responsibility to maintain a positive 
 attitude both with patients and with staff. At no time should a doctor participate in any 
 conversation that degrades the character, motives, or appearance of a patient. Both doctor and 
 staff should portray their appreciation for each patient’s willingness to engage Open and 
 Affordable Dental for their oral health concerns. Open and Affordable Dental offices will be open 
 at least as many hours as their competitors. Standard office hours are 7:30 am to 7:30 pm 
 Monday through Saturday.  Offices may only close early when directed by the doctor when no 
 patients are scheduled and when no patients are expected to call. Phone systems are to be 
 programmed to forward any unanswered calls to the Open and Affordable Dental answering 
 service after 3 rings. 

 Practice Success 
 Your success depends 100% on you  . Certain characteristics  have shown to contribute to 
 success: 
 1. Work hard.  You will be working 12 hour shifts.  You will be working with staff that don’t have 
 the same amount invested into the practice future as you do. It is imperative that you create the 
 tone of a winning team at your office every day, every patient, every procedure. There is no 
 better time to do a procedure than now. Be efficient and offer same day dentistry to every 
 patient. Prepare every day to do as much as possible. There is a boogie man always just behind 
 you, he’s called expenses, taxes, payroll, student loans, disability insurance, life insurance, lab 
 bill, facilities expenses, supplies expense, personal property taxes, marketing, and rent to name 
 just a few. It is imperative that you produce and collect as much as ethically possible every hour 
 of every day. 
 2. Attitude.  Magnetic personalities attract people  to you. If you are someone people don’t want 
 to be around, you will see your practice dwindle to nothing. You will lose the trust of your staff 
 and no amount of marketing will help. Your attitude will be emulated by your staff, if you want to 
 do a ton of work everyday, your staff will also want the same. If you comment you’re tired, your 
 entire staff will want to leave early every single day. You should do 30-50% of your production 
 between the hours of 4:30 pm and 7:30 pm especially on Saturdays. Do not ever call patients to 
 come in earlier so you can leave early, plan and hope for emergencies to come in at 7:00 pm 
 and start work that day. 
 3. Be goal oriented.  Know the numbers. Know more than  anyone about everything. Work 
 towards goals. Celebrate the goals, then beat them again. This game of dentistry is your life, be 
 amazing at it. Understand the psychology around why people make the decisions they make. 
 Be really great at what you do; so good that people will brag to their friends about the work you 
 did. Review the Clinical Chronological Protocol in the manual, follow it.  You’ll be surprised how 
 your staff, especially hygienists, appreciate you following an exact clinical protocol instead of 
 being haphazard. 
 4. Make friends and solve their problems.  The world  is full of people who need problems 
 solved. If you make them your friend, and solve their problem, you will have a growing patient 
 pool for life. People don’t care how much money they spend if you can solve their problem. 
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 5. Be smart.  Study every aspect of dentistry and your dental practice. You are a doctor, people 
 expect you to know what you’re doing. Take CE courses. Study all the time. Shadow dentists 
 who’ve figured out how to create a busy practice. Shadow specialists. Take constructive 
 criticism to heart. You see what you know, if you don’t know much, you won’t see much. 
 6. Don’t limit yourself.  Your destiny is 100% up to  you. Your ability to dream and execute is 
 your only limiting factor. 
 7. Eye of the tiger.  You will fail miserably many  times. Embrace failure and improve the next 
 time. When you fail, walk into the next patient interaction with the resolve to make it the best 
 experience they’ve ever had. Get up, dust yourself off, and get on with making the next one a 
 success. 
 8. Be honest.  In the end, your character is made by  millions of decisions you’ve made over 
 your lifetime. Be honest with your patients, be honest with your staff, be honest with Open and 
 Affordable Dental, and most of all, be honest with yourself. Admit your mistakes and improve 
 every day. 
 9. Be organized.  Have every aspect of your day at  work planned out. Make your dental life be 
 an example to others on what they want to be and look like. Look the part, dress nicely. Be 
 ready to do large procedures the same day especially at times when it looks like you have no 
 time. It is not out of the ordinary to be doing two root canals at the same time while doing 
 hygiene checks. If you are rescheduling procedures when people are willing to get a procedure 
 done, you are too slow and don’t know how to manage multiple procedures. Get better. Do not 
 call patients to come in earlier, they have made their appointment at that specific time, it is an 
 inconvenience for them to take a call during work to be asked to rush out of work to come to 
 their dental appointment. Use empty time to work on other administrative duties. Empty time will 
 incentivise you to work on your game. Your staff picks up on someone who isn’t organized and if 
 they are female, they will not want to work for an unorganized dentist long term . 
 10. Have the heart of a lion.  When a lion needs to  kill for food they know exactly where and 
 how hard to bite. Their existence depends on their knowing how to obtain the final result quickly. 
 Experience will help you know what the final result should be. It is important that you develop 
 steps to arrive at that result in the most efficient way possible. Work on every hand movement, 
 posture, system, and technique that will achieve that perfect result without ever sacrificing 
 quality. Your dental existence depends on it. Patients tolerate you at minute 0, don’t like you at 
 minute 15, and will never return if you’re exceeding minute 90. Get procedures accomplished 
 within 75 minutes, preferably much less. Accept that dentistry comes in waves, get as much 
 done every day as you physically can. There is no guarantee that patients will come back if you 
 reschedule them. 
 11. Be confident.  Spend the time to become great at  what you do and discuss options with 
 your patients with confidence. If you don’t sound like you know what you’re talking about, 
 patients will not accept your professional advice. Become great at what you do, then sell your 
 abilities. 
 12. Find the low hanging fruit.  The easiest money  to produce and collect is from procedures 
 that minimize patient costs. Preventative, diagnostic, and basic procedures are usually covered 
 at 100% and 80% respectively. Be very thorough and meticulous in diagnosing caries. Maximize 
 hygiene utilization. Try to reduce patient costs by performing basic procedures before major 
 procedures. 
 13.  Offer to do everything NOW.  These are the most  magical questions in dentistry: How 
 soon can we get you in?  Can I get that done for you right now? 
 14.  Simplify your practice/life.  The first question  asked by new doctors is, “I like to use this 
 gizmo, or have you ever thought about using this technique or this additional amazing thing I 
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 learned in dental school?”  The answer is, yes we’ve thought about it and EVERYTHING ELSE. 
 Open and Affordable Dental spent 10 hours researching the best garbage can to use in 
 operatories.  Every material, equipment, protocol has been thoroughly vetted by several doctors 
 over thousands of procedures.  If we added every gizmo, technique, and material to the Open 
 and Affordable system, it would be unmanageable. If there are two materials, techniques, or 
 gizmos that can accomplish the same thing, one needs to be eliminated.  We unfortunately have 
 past doctors who fought the system, purchased their gizmo without permission, weren’t able to 
 make money, and then after they quit, we had to throw away their expensive JUNK that we 
 bought.  There is nothing more demoralizing than throwing your own money away.  Stick to the 
 system, fight the urge to be a dental hoarder of excess. Learn to use the equipment and 
 materials provided.  Enjoy living a simplistic dental life. If you really want your gizmo, become an 
 owner and buy all the gizmos you want.  After buying your gizmos, don’t come to us when you 
 have staff retention problems because this new system is too complicated or unorganized for 
 staff to learn. And absolutely don’t come to Dr. Stott to haul your gizmo to the garbage 5 years 
 later when it becomes obsolete.  Dr. Stott has personally cleaned out 12 dental offices that had 
 dumpsters and dumpsters worth of expensive obsolete dental JUNK.  I have personally seen 
 some of the worst dentistry performed by gizmo dentists and some of the best dentistry 
 performed by the simple dentists.  Many protocols in dentistry have been created because of 
 past tradition, dental professors telling us what to do, or salespeople convincing us we need to 
 use the latest.  The best protocols are those that are backed up by the scientific method. 
 15.  Be grateful.  Tell your staff everyday that you  are grateful they came.  Tell your owner 
 doctor how thankful you are they gave you this opportunity.  Tell your patients how grateful you 
 are they came to see you.  Gratitude is the real key to happiness. 

 Your Most Valuable Asset 
 Many doctors believe that having their dental degree or license is their most valuable asset. 
 This unfortunately is completely false.  Private practice dentistry is TOUGH, at least ten times 
 tougher than dental school.  Many do not survive private practice, yet 99.9% of dental students 
 graduate dental school.  It cannot be emphasized enough that if you do not invest in your own 
 career, you will not make it in private practice.  Your most valuable asset is the ability to make 
 friends and solve problems.  This can be measured through a metric called total office 
 production per new patient per month.  If you are not friendly, patients will never walk in your 
 door.  If you are not solving problems, they will never come back.  Understand that the average 
 doctor and staff cost $45,000 per month.  That is a production level of $4,000 per 12 hour 
 clinical shift over 12 clinical days per month TO BREAK EVEN.  Many new dentists start their 
 career producing $20,000 per month.  Your owner doctor will lose approximately $100,000 over 
 the first months of your employment.  Understand they are taking a huge risk by allowing you to 
 make mistakes on THEIR patients and practice.  If you are not passionate about increasing your 
 ability to make friends and solve problems, they will have no choice but to let you go.  Since 
 your base salary lasts only a few months, you may quit after your base salary ends and you 
 realize you aren’t making enough to pay your student loans.  Many of the most successful 
 doctors at Open and Affordable dental did not receive the training in this manual, they simply 
 had a passion for perfecting their game quickly.  If you are striving to be an average dentist, you 
 will not make it in private practice.   Look around Open and Affordable Dental for mentors, if you 
 simply say what they say, and do what you do, you will get the EXACT same results your next 
 clinical day.  All owner doctors have office production of at least $1,000 per new patient per 
 month.  Attaining $1,000 office production per new patient per month, aka learning how to make 
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 friends and solve problems should be your top priority.  You’ll find that this is the opposite of 
 “selling dentistry” and overdiagnosing.  The more you make real friends and solve real 
 problems, the more dentistry you’ll do because the world is full of dentists selling dentistry, 
 overdiagnosing, and MAKING problems.  If you make a friend and solve a problem, that patient 
 has 25 friends who are begging to find you.  Shadow constantly and request your mentors do 
 chart reviews of your clinical days until you are better than they are.  The author of this manual, 
 Dr. Stott, averages $1,500 total office production per new patient per month.  Most private 
 practitioners average $2,000 - $4,000 total office production per new patient per month, either 
 because they have very well established practices or they are forced to overdiagnose because 
 they lack new patient flow. 

 Finding Freedom 
 I would like to take you into the mind and down the path of owner doctors in this section of the 
 manual.  We have sadly learned that managing, especially in a labor intensive industry like 
 dentistry, is TOUGH.  We used to think that we could manage an average associate dentist with 
 good staff and that the owner dentist would make us $10,000 per month.  It seemed easy to put 
 two doctors in one office and we as owners would make $20,000 per month with little to no 
 headache.  This sadly is far from the truth.  Let’s explore the real numbers behind EVERY 
 dental office, not only Open and Affordable Dental offices.  First, let's define an average 
 associate doctor, and honestly, we all would like to be average associate doctors, someone who 
 just shows up, does what shows up to their office, doesn’t push too much and has nice little 
 breaks between patients to check their phone for the latest sports scores, talking with their 
 spouse, planning their weekend, thinking naively that the money they just walked out will show 
 up in their bank account by tomorrow morning.  An average associate doctor wants to do only 
 clinical work, with little to no administrative work.  An average associate wants to refer to 
 specialists or owner doctors anything that is complicated.  An average associate will reschedule 
 patients when things get a little busy.  An average associate also wants to take home a 
 minimum of $150,000 per year.  That is $12,500 per month.  This average associate will 
 oversee total office production of $50,000 per month including hygiene.  Since an average 
 associate probably is not on top of doing insurance verification, their collection/production ratio 
 is at maximum 90%. The average associate wants to be well staffed, so there will be 2 
 assistants, 1 front, and 1 hygienist, and have a total office cost of around $35,000.  Let’s now 
 calculate the total office profit. 

 Office Monthly Numbers for Average Associate Doctor 

 $50,000  Production 

 $45,000  Collections (90% Collections/Production) 

 $12,500  Associate Doctor Cost 

 $35,000  Office Overhead Cost 

 (-$2,500)  Office Profit/Loss 
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 It is humbling to see mathematically that an average associate is worth less to an owner doctor 
 than simply closing the office and paying rent, especially when considering the managerial effort 
 involved with a staff and associate doctor.  Additionally, owner doctors have the following 
 calculations running in their mind.  Earnings per  hour per headache  .  All owner doctors have 
 to make a decision between hiring an associate and attempting to make money off of them, or 
 they can simply try to add additional clinical hours and try to make the same amount of money. 
 In their mind they are calculating the difference between earnings per hour per headache in 
 practicing clinically vs earnings per hour per headache in managing an associate doctor and 
 their staff.  Understand if you are not making the practice money, there is no sane person, 
 including yourself and especially an owner doctor who is burdened by their own clinical and 
 managerial requirements who is willing to fund your career longer than a few months. 
 Understand that if you’re breaking even, and you’re calling your owner doctor to ask questions 
 that you should be able to figure out yourself as a doctor, your owner doctor might as well do it 
 themselves.  It’s simple math. You can take this data two ways.  One, Open and Affordable 
 Dental isn’t right for me, all they think about is money, and what they can make off of me.  Two, 
 wow, this is not Open and Affordable Dental that’s telling me this, this is simple math.  If I don’t 
 figure out how to increase earnings per hour per headache for my owner doctor or more 
 importantly for myself, I will be bouncing around dental offices for the rest of my life because no 
 one will fund my career long term, including myself.  It simply doesn’t make mathematical 
 sense.  Understand, we all have come to this stark realization at sometime in our careers, 
 dentistry is not the cush lifestyle we all naively thought it would be.  There are serious 
 consequences to our inability to create earnings per hour per headache.  We have all come to 
 the rude awakening that this game is TOUGH, ten times tougher than ANYONE told us.  Why 
 didn’t our professors tell us this, the recruiters, our mommy or daddy?  The reason they never 
 told us, is because they’ve never played this game or they played it and couldn’t survive.  Many 
 of us have come from other systems where they made it TOUGHER than Open and Affordable 
 Dental.  Here are some real world, in your face, been there, done that examples from previous 
 doctors and how other systems make it tougher. 

 ●  15-40 new patients per month. 
 ●  No outside marketing. 
 ●  All discount plan payments go to the corporate entity. 
 ●  Cash patient price for crown, $450.  I literally felt sick when a cash patient showed up. 
 ●  No hygienists EVER. 
 ●  No recall system, depending only on new patients for production. 
 ●  Film xrays. 
 ●  Handwritten charts. 
 ●  70% collections/production with no ability to create accountability with the front office. 
 ●  5% royalty. 
 ●  Having to use a crappy lab and $150 PFM crowns. 
 ●  Taking home a paycheck of -$20 the first December out of dental school, no kids got 

 presents that year.  Yes you read that right, that’s a negative followed by a 2 then a 
 single 0.  I literally had to write the office a check to work there for an entire month. 

 ●  30% upcharge if you want to send lab cases outside of the crappy lab. 
 ●  All office supplies including toilet paper needed to be ordered through the corporate 

 entity with an upcharge.  If you ordered through Sam’s Club for cheaper and better 
 supplies you’d be scolded. 

 ●  No production allowed on shifts in which you are seeing new patients. 
 ●  No same day dentistry. 
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 ●  Given one operatory and a shared assistant. 
 ●  Given no assistants, associates have to do all dentistry alone. 
 ●  Forced 10% practice loan interest rate.  $55,000 per year in interest payments. 
 ●  $550,000 practice loan for access to 3 chairs for 33 hours per week. 
 ●  Required 24th of December free clinic day, don’t ever plan on traveling for Christmas, it’s 

 not allowed and it’s forbidden in your contract. 
 ●  Non-compete clause that encompases all of dentistry and the entire world.  (I’m not 

 kidding). 
 ●  10% transfer fee if you sell your office. 
 ●  General attitude that you’re trying to make as much off of patients with no regard to their 

 oral well being.  Company wide email with competition between doctors on how many 
 teeth could be extracted in a single clinical day. 72 was the record.  Do you want to be a 
 patient there? 

 ●  Furloughed during COVID. 
 ●  All associates are required to do all prophies and hygienists only do SRPs. 
 ●  Hygienists upsell (overdiagnose) SRPs, Arestin, laser treatments, and other 

 unnecessary procedures because they are paid on production. 
 ●  Quotas for all procedures especially inlays and onlays and cerec crowns. 
 ●  All extractions and root canals are required to be done by in-office specialists. 
 ●  All accounting done at the central office, no one in the office knows how to do accounts 

 or why patient balances are what they are. 
 ●  Getting sued for $50,000 because you tried to find freedom by buying another office. 
 ●  Getting sued by another dental organization for trademark infringement that’ll cost you 

 $120,000 to defend while you’re getting sued for $50,000 from another dental 
 organization for trying to find freedom. 

 ●  Treatment plan coordinators that manage the doctors and a system that makes the 
 doctor return to convince the patient that dental work is needed even if they say they 
 don’t want the treatment with the treatment coordinator. 

 In summary, the grass is not greener on the other side.  Open and Affordable Dental and its 
 systems were built specifically as a rejection to the systems that take away from doctors and 
 patients.  It is humbling to know that to find freedom, you have to work on your ability to make 
 friends, solve problems and increase earnings per hour per headache.  THERE SIMPLY IS NO 
 WAY AROUND IT.  THESE ARE THE FACTS OF DENTAL LIFE.  It behooves you to internalize 
 this very early in your career, understand the seriousness of your inabilities, and work 
 maniacally to earn your freedom.  The difference between an average associate and an 
 amazing doctor are the small details that make a big difference.  Imagine being able to do a few 
 more cavity fillings per day because you offered same day service.  Imagine being able to 
 complete a few more root canals per month because you tried helping the patients, instead of 
 referring them out because it seemed hard.  Imagine being super on top of insurance 
 verification and collections and can collect 100% of what you produce.  Imagine knowing the 
 sealant, fluoride, and xray frequency status of every patient.  These little details are what 
 amazing doctors have mastered.  The amazing doctor does exactly what the average doctor 
 does clinically, just more of it.  Consider the average doctor vs the amazing doctor.  By 
 concentrating on small details and adding only 20% to your production, your salary goes up by 
 44% and the office now has a nice profit vs a loss. 
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 Average Doctor  Office Monthly Numbers  Amazing Doctor 

 $50,000  Production  $60,000 

 $45,000  Collections (90% vs 100% 
 Collections/Production) 

 $60,000 

 $12,500  Associate Doctor Salary  $18,000 

 $35,000  Office Overhead Cost  $35,000 

 (-$2,500)  Office Profit/Loss  $7,000 

 Here are the profit/loss numbers for associates and owners at each level of collections. As you 
 can see, it makes sense to become an owner doctor only if you can consistently collect over 
 ~$65,000 per month. 

 Associate 

 Monthly Collections  Monthly Expenses  Associate Doctor Salary  Monthly Profit/Loss 

 $40,000  $35,000  $12,000  (-$7,000) 

 $50,000  $35,000  $15,000  $0 

 $60,000  $35,000  $18,000  $7,000 

 $70,000  $35,000  $21,000  $14,000 

 $80,000  $35,000  $24,000  $21,000 

 Owner Doctor 

 Monthly 
 Collections 

 Monthly 
 Expenses 

 Practice Loan of 
 $500,000 @ 4% 

 over 20 years 

 Royalty @ 4%  Monthly Take 
 Home 

 Take Home Per 
 Clinical Day (13 
 Days per Month) 

 $40,000  $35,000  $3030  $1,600  $370  $28 

 $50,000  $35,000  $3030  $2,000  $9,970  $767 

 $60,000  $35,000  $3030  $2,400  $19,570  $1,505 

 $70,000  $35,000  $3030  $2,800  $29,170  $2,244 

 $80,000  $35,000  $3030  $3,200  $38,770  $2,982 

 In conclusion, become an amazing dentist quickly.  Your career depends on it.  Do whatever it 
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 takes to avoid the trap that too many dentists fall into, which is being satisfied with being 
 average.  In the long term, by being average, you will simply bounce from office to office for the 
 rest of your career trying to find offices that will guarantee you a base that satisfies your 
 personal financial needs, and these offices will never be able to support your salary long term. 
 We’ve interviewed many dentists in their 30s, 40s, and 50s who never found their freedom.  It’s 
 difficult for us to hire them because they have not shown a track record in investing in their own 
 career.  The good news is we have many doctors that have found their freedom, know how to 
 talk to patients, know how to identify the low hanging fruit, know how to complete the tough 
 cases, know how to run a tight dental office ship.  Find them, follow them like puppy dogs, watch 
 their every move, listen to their every word and intonation of every word, watch every hand 
 movement, observe their posture towards patients and staff.  Copy them and measure your 
 results vs theirs.  It’s easier than ever to find your freedom. 

 Top Practice Builders 
 Concentrate on these topics in this manual.  The top practice builders are: 

 1.  Being super nice to people 
 2.  Being super organized in all facets of your practice, running a tight ship, making 

 everyone do their sign off sheets creating accountability 
 3.  Anesthetic technique (progressive and profound) 
 4.  Post operative calls/texts 
 5.  Clinical excellence then clinical efficiency 
 6.  Confidence 
 7.  Offering same day dentistry to every patient, upconverting every appointment possible 
 8.  Concentrating on low hanging fruit 
 9.  Extraction finesse 
 10.  Use of routing sheets to reactivate patients and create a busy office 
 11.  Strict adherence to all scheduling protocols especially confirmation calls 
 12.  Shadow constantly until you are better than your mentor 
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 Low Hanging Fruit 

 The concept of low hanging fruit may be the most important concept you learn in dentistry. 
 Many times doctors want to push patients to do every single procedure because they falsely 
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 believe that all their dentistry is amazing and will never have problems.  Understand that you 
 have followed your own clinical outcomes for no more than a year in dental school.  The true 
 test of clinical success is 5 year outcomes.  Your inexperience has led you to falsely believe that 
 your dentistry is amazing and everything you do will last forever.  Be completely honest with 
 yourself, your best clinical dentistry is not as good as what mother nature gave your patients. 
 Taking a drill to someone’s face is not that great of an idea.  You are putting plastic into holes in 
 people’s mouths who will continue to eat rocks and drink acid tainted soda and brush twice a 
 year.  Your patients will not take better care of their dentition because of your dentistry.  When 
 you see your own failures, you will start to appreciate the concept of low hanging fruit. 
 Concentrate on the most predictable procedures, especially those that are reimbursed at high 
 percentages, and those that are easy for patients, and those that are needed frequently.  These 
 include hygiene, recare, sealants, fluoride, exams, x-rays, asking for referrals, and ensuring 
 every procedure possible is charged out correctly.  It’s not surprising your patients will respect 
 you more when they find out that you want to concentrate on the low hanging fruit.  You will do 
 more dentistry when you DON’T want to do that root canal if at all possible, but you absolutely 
 will do the root canal when they want you to do it.  If/when your dentistry fails in the extremely 
 harsh environment of the oral cavity, both you and your patient will have no regrets. You decided 
 to solve the problem both of you knew needed to be addressed.  You will do more dentistry by 
 not doing dentistry until it’s absolutely necessary.  When you live in the world of real problems, 
 not made up problems, you will have so many people begging to come to your office to fix their 
 teeth.  Too many dentists make up or make problems and end up never getting new patients 
 because they live in a world of fake problems.  You will also find out that by concentrating on low 
 hanging fruit you will be maximizing your productivity instead of hearing about problems you 
 have or haven’t caused.  A majority of your day will be hearing about people’s problems. 
 Minimize the amount that they are complaining about you by concentrating on low hanging fruit. 
 You will find that the most satisfying dentistry is that dentistry where you get to make friends with 
 your patients because the procedure is easy, and there will be little to no operative and 
 postoperative complications. You’ll also find that low hanging fruit doesn’t need appeals, won’t 
 get denied, won’t need you to have uncomfortable conversations with patients that their 
 insurance didn’t cover the procedure, and won’t consume your time trying to collect from 
 patients and insurance companies. 

 Procedure  Reimbursement  Reimbursement %  Total Doctor Time  Reimbursement/Minute 

 Limited Exam  $53  100%  5 mins  $10.60/min 

 Filling  $114  80%  15 mins  $7.60/min 

 Panoramic x-ray  $68  100%  1 min  $68/min 

 Extraction (Surgical)  $175  80%  30 mins  $5.83/min 

 Sealants x 4  $160  100%  1 min  $160/min 

 Crown  $907 - $65 lab  50%  30 mins  $28.07/min 

 Root Canal  $800  80%  45 mins  $17.78/min 

 Implant Placement  $1575 - $100 lab  50%  60 mins  $24.58/min 

 Implant Restoration  $1728 - $500 lab  50%  45 mins  $27.29/min 

 Dentures  $2300 - $550 lab  50%  120 mins  $14.58/min 
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 Partials  $2400 - $550 lab  50%  150 mins  $12.33 

 Adherence to Open and Affordable Dental Guidelines 
 It is imperative that each Open and Affordable Dental office adhere to the guidelines outlined in 
 both the royalty agreement, and the Open and Affordable Dental operating manuals. This 
 adherence allows patients to have a uniform patient experience among offices, and allows each 
 Open and Affordable Dental office to maximize common marketing and economies of scale. 
 There will be many clinical scenarios where decisions have been made to simplify a procedure 
 and the entire workflow. As doctors, it is sometimes difficult to adhere to a set clinical protocol, 
 but the advantages of using the same system across many offices allows us to gather data on 
 what works and then pragmatically better all of our systems. If all doctors are doing everything 
 their own way, we cannot guarantee a consistent patient experience. Owner doctors are allowed 
 to perform micro experiments at their office. Associates need to adhere to the standard Open 
 and Affordable Dental clinical and administrative protocols.  Following guidelines makes your life 
 easier and allows you to be more efficient, productive, and puts more money in your pocket. All 
 instruction by your owner doctor supersedes the information in this manual.  If you have 
 concerns about discrepancies between this manual and what your owner doctor is instructing, 
 please discuss with your owner doctor and Dr. Stott. 

 Sanctioned  Off-label  Prohibited 

 ●  Billing patients - if 
 discussed with 
 patient/requested 

 ●  Scheduling & appointment 
 types 

 ●  Lunch breaks 

 ●  Pets in the office 
 ●  Closing office & 

 modification to office hours 
 ●  Charging “no show” fees 
 ●  Any marketing materials 

 not approved by corporate 
 (including business cards, 
 brochures, and signage) 

 ●  Assistants packing cord 
 ●  Occlusal adjustments of 

 fillings 
 ●  Assistant doing fillings 
 ●  Assistants seating crowns 
 ●  Assistants taking crown 

 impressions 
 ●  No dr scaling on child 

 prophys 
 ●  Assitants putting together 

 toffelmeyer 
 ●  No pano a NP limited 

 exam 
 ●  No post op half pano after 
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 root canal 
 ●  Not seeing same day 

 emergencies 
 ●  Different bio materials 
 ●  Septocane use 
 ●  No doing root canals, 

 referring all out 
 ●  Not taking secondary 

 impressions 
 ●  Instructions to fronts to 

 discuss financials 
 ●  Not using routing sheets 
 ●  Arrival indicators 
 ●  Hygienist saying no need 

 to floss when using water 
 pik 

 ●  Using prophy past after 
 srps 

 ●  No perio charting at all 
 ●  Appropriate use of lead 

 aprons 
 ●  Arrestine use and sub 

 gingival irrigation with 
 Peridex 

 ●  Chargin credit card 
 processing fee 

 ●  No giving out business 
 card at new patient exam 

 ●  Using different employee 
 time clock 

 ●  Not obtaining proper new 
 hire paper work 

 ●  Using physical new hire 
 files 

 ●  Hiring family within the 
 same office 

 ●  Accelerated hygiene 
 ●  Using purple wall color or 

 Dallas cowboys blue 
 ●  Doctors  in scrubs and 

 tennis shoes 
 ●  Doctors wearing ironic 

 mustaces 
 ●  Dr. hanging out with 

 assistants after hours 
 ●  Staff drinking in the office 

 afterhours 
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 ●  Dr.s looking at assistant 
 inappropriately 

 ●  Drs extracting teeth 
 without xrays 

 ●  Assistants grabbing drs 
 ●  Staff throwing office 

 supplies at drs 
 ●  Drs using vs not using lab 

 coats 
 ●  Assistant wearing lab 

 coats 
 ●  No confirmation calls or 

 using unapproved 
 indicators 

 ●  Different patient 
 management system 

 ●  Drs wanting hygienest to 
 do SRP before comp oral 

 ●  Drs cutting class IIs 
 without being into DEJ 

 ●  Justification for SRP 
 ●  Assitants walking out 

 procedures 
 ●  Front office wearing crop 

 tops or low cut blouses 
 ●  Assistants scaling on 

 patients of any age 

 Patient Flow 
 It has been shown that doctors that run a tight ship see success, those that let things slide don’t. 
 Concentrate on each aspect of patient flow to improve your success. Do everything the same 
 way every single time, practice your flow to make it consistent. 

 1.  Marketing 
 2.  Answer phones amazingly 
 3.  Schedule patients as soon as possible 
 4.  Welcome patients and accept their insurance 
 5.  Ask for referrals, give out your cell phone number. 
 6.  Limited exams and take care of chief concern, reschedule for hygiene visit 
 7.  Perform a thorough comprehensive oral exam diagnosing all issues. All wisdom teeth 

 should be taken out except for older adults that have non carious wisdom teeth. All 
 caries should be treated, all worn teeth should be recommended for night guards, all 
 abfractions should be treated, all incisal wear should be treated, all periodontal issues 
 should be treated, all healthy adults should be offered whitening. All broken teeth should 
 be crowned. All abscessed teeth should be root canalled. 
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 8.  Great anesthetic technique. Bomb the patient with anesthetic, 3 carpules minimum. 
 9.  Great bedside manner. Watch other doctors to see what they say, how they interact. 

 Steal their best ideas from them. 
 10.  Walk out all procedures. Every patient that sits in your operatory should be considered 

 as a limited exam. 
 11.  Schedule every patient for their recall appointment. Ask every patient if they have 

 anyone else in their family they would like to get scheduled. 
 12.  Do post operative calls for every patient that received anesthesia 
 13.  Collect amounts due at time of service 
 14.  Submit insurance claims correctly and on time 
 15.  Apply insurance payments correctly, updating coverage when needed 
 16.  Solve every claim issue immediately 

 Human Resources 
 Open and Affordable Dental’s greatest asset is positive, professional staff. All potential hires will 
 be requested to participate in a paid working interview. The working interview will be used to 
 assess the ability of the potential hire. Once hired, the middle office will complete the necessary 
 new hire paperwork including payroll. Offices are encouraged to provide benefits according to 
 the employee manual, which may include free dental services to staff and their immediate family 
 and a bonus system that rewards staff excellence.  In order to keep office staff expenses close 
 to 20% of collections the following guidelines may be followed. 

 Monthly Office Staffing Costs 

 Staff  Weekly Hours  Weeks per Month  Hourly Rate  Total Monthly Cost 

 Assistants  2  72  4  16  $9,216.00 

 Hygienist  1  72  4  40  $11,520.00 

 Front  1  72  4  16  $4,608.00 

 Total Monthly Cost  $25,344.00 

 Total Collections  $125,000.00 

 Staff Cost Percentage of 
 Collections 

 20% 

 Appropriate Staffing Levels 
 As practices grow it is important to understand the appropriate staffing levels.  A typical office 
 starts with 1 doctor, 1 assistant, and two fronts.  It is important to staff both sides (72 hours) per 
 week with a front answering phones and taking walk-ins. Assistants are added as production 
 levels increase.  Usually there is an additional assistant per $35,000 in production.  For 
 example, 1 assistant with production below $35,000.  2 assistants with production between 
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 $35,000 and $70,000.  3 assistants with production over $70,000.  An additional doctor is added 
 as soon as new patient numbers are above 70 new patients per month.  For example, new 
 patients below 70 per month require 1 doctor.  Any amount over 70 usually requires 2 doctors. 
 It is suggested to open both sides of the week to doctors as soon as possible.  It may be 
 appropriate to add a second doctor much sooner than 70 new patients per month.  Hygienists 
 are also encouraged to be hired after the doctor reaches $35,000 in production.  Additional 
 hygienists may be hired as production reaches $70,000.  It may be appropriate to hire one 
 hygienist that will work some days on both the BOW and EOW schedules. 

 The following is an example of staffing levels at different production amounts. 

 Office 
 Production 

 New Patients  Doctors  Fronts  Assistants  Hygienists 

 <$35,000  <35  1  2  1  0 

 >$35,000<$70,000  35-70  2  2  2  1 

 >$70,000<$105,000  70-105  2  2  3  2 

 >$105,000<$140,000  105-140  2  2  4  2 

 >$140,000  140+  2+  2+  4+  2+ 

 Hiring, Creating, and Retaining an Amazing Staff 
 The absolute toughest part of dentistry is creating and retaining an amazing staff. This is always 
 a work in progress and for many doctors causes their greatest stress. A few concepts have 
 been proven to help you create the amazing staff we all want. 

 ●  Trusting your most experienced staff until you know what you’re doing 
 ●  Don’t string out hiring process: hire quickly, fire quickly 
 ●  Always be working on version 2.0 of your staff 
 ●  Give your staff the hours they need per week, don’t make them clock out early, when 

 they aren’t with patients, or cut their days 
 ●  Being in tune with specific morale issues, heading off a staff member quitting early by 

 addressing the issue instead of not knowing the issue until it’s too late 
 ●  Attitude is key 
 ●  Have a professional posture towards staff 
 ●  Work with the hand with which you’ve been dealt until you can get to version 2.0, talk 

 with all staff one one one regularly, figure out who is your trusted group 
 ●  Show gratitude all the time 
 ●  10 percent criticism and 90 percent praise 
 ●  Don’t fire if possible unless you have replacements 
 ●  Monitor reviews left by former employees on human resources websites to ensure you 

 are proactively addressing staff complaints.  Request loyal employees to leave positive 
 reviews. 

 ●  Make enough money so you can be slightly overstaffed 
 ●  If you reward the lazy, the hard workers will leave 
 ●  Nightly huddles, humbly ask what you can do better 
 ●  Be patient enough to find the right people, and fire those who are toxic quickly 
 ●  Always be looking for amazing staff 
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 ●  Be a leader by example, work harder than everyone else 
 ●  Get on the same clinical page with your hygienist, then allow them to make and own 

 their own diagnosis. Doctors and hygienists should try to treat the periodontal disease 
 they diagnose.  Ensure hygienists do a perio evaluation on patients that will be 
 transferred to them for deep cleanings.  Making a hygienist retake xrays is like asking a 
 doctor to retake xrays. 

 ●  Understand everyone’s job and be able to do their job better than they can do it 
 ●  Consistently challenge staff, no one likes complacency 
 ●  Make sure everyone understands the mission and is working towards it 
 ●  We never let a staff member come back to Open and Affordable Dental if they left 

 looking for greener pastures. 
 ●  We are looking to work with hard working, smart people, who get along with others, and 

 we reward loyalty. 
 ●  Slow dentists create a downward spiral of staffing problems.  If you are slow, your staff 

 creates slow habits that can’t be broken.  You also can’t afford to be slightly overstaffed 
 because you are not making any money, then when staff calls in sick you are stuck with 
 no staff.  When staff are sitting around with nothing to do, they instantly create drama. 
 Top complaint by staff is slow doctors, THEY DON’T WANT TO LISTEN TO SONGS AT 
 HALF SPEED ALL DAY LONG.  The instant cure for all of this is to be busy and fast all 
 day long. 

 New Hire Advertisements 
 Entry Level Dental Assistant 
 Open and Affordable Dental is looking for a dental assistant for immediate hire. The 
 position is 36 hours per week. 
 The candidate will possess the following: 

 Friendly. 
 Capable of multitasking. 
 Team player. 
 Punctual and reliable. 
 Dental assisting experience is a plus, but not mandatory; we are willing to train 
 the right person. 
 Bilingual a plus. 
 Will work 3 12-hour shifts per week including some Saturdays. 

 4 day weekends every week. 
 Paid time off after 1 year of employment. 
 Review for raises after 3 months. 

 If you are interested, please send your resume with professional references. 

 Our mission statement: 
 “We are a patient-driven dental office. Our mission is to provide the best possible 
 care that is both convenient and affordable. We consider ourselves the hardest 
 working, most efficient, and most caring dental team. We are constantly 
 improving, striving to create the perfect patient experience and dental office 
 environment.” 
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 Entry Level Front Office 
 Open and Affordable Dental is looking for a front office for immediate hire. The position 
 is 36 hours per week. 
 The ideal candidate will possess the following: 

 Friendly. 
 Capable of multitasking. 
 Team player. 
 Punctual and reliable. 
 Comfortable with computers and learning new systems. 
 Reception experience is a plus, but not mandatory; we are willing to train the 
 right person. 
 Bilingual a plus. 
 Will work 3 12-hour shifts per week including some Saturdays. 

 4 day weekends every week. 
 Paid time off after 1 year of employment. 
 Review for raises after 3 months. 

 If you are interested, please send your resume with professional references. 

 Our mission statement: 
 “We are a patient-driven dental office. Our mission is to provide the best possible 
 care that is both convenient and affordable. We consider ourselves the hardest 
 working, most efficient, and most caring dental team. We are constantly 
 improving, striving to create the perfect patient experience and dental office 
 environment.” 

 Dental Hygienist 
 Open and Affordable Dental is looking for a dental hygienist, RDH, registered dental 
 hygienist for immediate hire. The position is 36 hours per week. 

 We have very friendly patients and are in need of a 4th hygienist. We typically work 3, 
 12-hour shifts per week. We offer 1 hour 15-minute new patient appointments and 
 1-hour recall appointments. We do not do accelerated hygiene. The patient experience 
 and relationship is the most important part of the visit. You will not be compensated on 
 production, instead will be paid an hourly base plus a bonus per patient visit. Doctors are 
 very easy to get along with and try to maintain a stress/drama-free environment. All 
 digital charting, Xrays, and access to CBCT. Brand new office with easy parking. 

 If you are interested, please send your resume. 

 Our mission statement: 
 “We are a patient-driven dental office. Our mission is to provide the best possible 
 care that is both convenient and affordable. We consider ourselves the hardest 
 working, most efficient, and most caring dental team. We are constantly 
 improving, striving to create the perfect patient experience and dental office 
 environment.” 
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 Interview Process 
 When scheduling interviews ensure that you are using the interview questionnaires for the 
 appropriate job role. This will help with making sure that all pertinent information about the 
 position is covered . Also ensure that when you are scheduling interviews that all interviews are 
 noted as blocks on the schedule in the following format: 

 If you will not be traveling to the office for an interview being scheduled at another office please 
 make sure you are communicating to the interviewee that their interview will be with someone 
 else and provide them the address and contact information of the office in which they will be 
 seen. This will help to avoid any surprises that would arise otherwise. 

 Applicants who submit a career request through the website must be contacted immediately and 
 scheduled for an interview even if your office is not in immediate need to fill the position. 
 Additionally, place an advertisement on Indeed and ZipRecruiter.  Monitor applicants daily and 
 call them as soon as they apply.  Inspect their resume for too many short term jobs and gross 
 grammatical errors. When calling the applicant, ask the following questions.  Write their answers 
 on their resume and keep it for when they arrive at the following interviews. 

 Phone Interview 
 Question:  Do you have any dental or medical experience? 
 Question:  We work 7:30 am to 7:30 pm Monday through  Saturday.  Our normal 
 schedule is 3 12 hour shifts and includes 2 Saturdays, does that work for you? 
 Question:  Punctuality is super important to us, have  you ever shown up late to work? 
 Question:  Do you have adequate child care arrangements  if you have children? 
 Question:  What is your salary range requirement?  We usually start staff without 
 experience at $13-$14 per hour, does that work for you? 
 Question:  Are you left handed? It may be difficult  for some left handed assistants to 
 work with right handed doctors, although many times it is not an issue. 
 Question:  When are you available to begin working? 
 Question:  Do you have reliable transportation? 

 Depending on the answers given, schedule them for an in-person interview and put a block on 
 the schedule with the interviewees name, phone number, position for which they are applying, 
 and who scheduled the interview. 

 1st Interview 
 Thank them for coming in.  Tell them that you wanted to meet with them in person. Tell them 
 about the job requirements.  Dental and medical jobs are not like a normal job, the learning 
 curve is very steep and long.  At normal jobs, you know what you’re doing within 2 weeks, 
 dental jobs take at least 6 months to master them completely.  All staff need to understand this. 
 Dental jobs also take emotional maturity as they are fast paced and the patients may be upset if 
 they don’t know exactly what they are doing.  Dental jobs are like playing the violin, you will not 
 like it until you are good at it.  We have a strict no-show policy especially during the 90 day trial 
 period.  If you don’t show up, you will be let go immediately.  There is no phone usage except for 
 break time as you are during the learning phase of your job.  We offer paid personal time off 
 after a year’s worth of employment and we offer dental coverage after the trial period to you, 
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 your parents, your spouse, and your children.  We offer raises quickly if you become amazing at 
 your job.  We have many assistants being paid in the upper teens, and some that have 
 dedicated themselves to making it a career in the $20/hour range.  The dress code for the front 
 is business casual and the back is black Cherokee Infinity scrubs.  We cover half of the cost of 
 the scrubs. If you are interested in hiring them, discuss we will have them in for a 3-6 hour 
 working interview.  Have them show up at 7:30 am as soon as possible to see if they show up 
 on time.  If you are not interested, tell them we are scheduling working interviews and will call 
 them with a time if we choose to move forward with their candidacy. 

 2nd Interview - Working Interview 
 Have them follow another staff member.  See if they follow the staff member around, or if they 
 try to spend time in the break room.  Ask the staff if they are someone they feel is a hard worker, 
 nice, and smart.  If you feel like they are a good candidate, tell them you’d like to extend the 
 position and they may either stay for the rest of the day, or begin at the earliest shift that works 
 for them. 

 Employee On-Boarding 
 New Hire Administration and Paperwork 

 1.  All new employees must fill out a Form W-4 from  www.irs.gov  .  This information should 
 be forwarded to the payroll service to withhold the correct amount from each employee’s 
 paycheck. 

 2.  All new employees must fill out a Form I9 from  www.uscis.gov  .  This form verifies each 
 employee’s eligibility to work in the US. 

 3.  All new employees must be reported to  www.acf.hhs.gov  for use in locating parents who 
 owe child support. 

 4.  Form 940 must be filed yearly. 
 5.  All employees must read and sign an employee handbook by the end of their first month 

 of employment. 
 6.  An Eaglesoft login will be made for the new employee (they need to complete all of the 

 demographic information). 
 7.  You will set the security profile as appropriate for their job role. 
 8.  The following docs will be scanned into SmartDocs for each employee: 

 Resume 
 Interview questionnaire 
 W4 
 I9 
 Copies of supporting identification from the second page listing on I9 
 Signed employee handbook acknowledgements 
 Vaccination records 
 Medical Coverage Form (either enrolling or waiving coverage) 
 Any disciplinary action taken during employment 
 OSHA, HIPAA, and CPR certificates 
 Xray training certification (for assistants) 

 9.  All immunizations will be requested by Open and Affordable Dental. It is imperative that 
 all employees know their immunization status for Hep B. 

 10.  All employees must receive OSHA, HIPAA, and CPR training. The lead hygienist is in 
 charge of scheduling this training. 
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 11.  After the first 60 days of employment all employees will be eligible for medical benefits. 
 They will be required to either opt in or waive coverage through the office medical plan. 

 a.  If the onboarding employee enrolls in coverage: 
 i.  The completed enrollment application will be forwarded to Rachelle 

 Brownrigg with The Benefits Team (  rachelle@thebenefitteam.com  )  who 
 will add them to the offices plan. 

 ii.  The doctor will need to enter the proper deduction amount into COPAC 
 from the rate sheet based on the employee age and the plan they are 
 enrolling in. This amount can be verified with Rachelle. 

 b.  If the onboarding employee waives coverage in the offices benefit plan: 
 i.  They will fill out the waiver portion of the benefit application and that will 

 be retained in the employees Eaglesoft Smart Doc file with their other 
 onboarding documents. 

 Office Open Hours 
 It is important to maintain the office open 7:30 am to 7:30 pm Monday through Saturday to allow 
 patients access to care during Open and Affordable Dental and Braces’ advertised hours. 
 Obvious exceptions are staff sickness, unexpected provider unavailability, pandemics, and 
 weather related issues.  Vacations, wanting to go home early, and laziness are not exceptions to 
 this policy.  As practices are growing, there may be gaps towards the end of the clinical shift.  It 
 is appropriate to allow staff to go home early if not expected to see patients.  One staff member 
 must remain at the office until 7:30 pm to take walk-ins and answer phones.  Doctors need to be 
 available to return to the office if an emergency patient needs to be seen.  The staff member 
 designated to stay may be the doctor, or a staff member who is trained on answering phones. 
 Many staff get upset if they are not given the hours discussed in the hiring process, so these 
 needs are considered when making decisions on who may go home early.  It may be 
 appropriate to keep two staff members working who are needing hours even when no patients 
 are scheduled.  All offices should maintain a list of items to organize and clean so as to make 
 the office ready when patients do arrive.  It is also expected that each office maintains marketing 
 flyers that staff may assemble and distribute when patient flow is slow. 

 Marketing 
 Marketing is all the efforts spent to provide revenue to the practice. Marketing is a key function 
 of every doctor and staff. Marketing can be considered internal or selling services to existing 
 patients, and external or attracting new patients.  Open and Affordable Dental expects each 
 office to attract at least 50 new patients per month per doctor. The most effective marketing is to 
 attract friends and family of current patients. It is imperative that each doctor ask for references 
 of each patient with whom they engage. Upon meeting a new patient, each doctor will provide a 
 handwritten note on an Open and Affordable Dental business card with the Open and Affordable 
 Dental’s office cell phone number and for free exam and x-rays for a friend or family. An 
 example conversation may be, “<Patient’s first name>, I’m going to give you my cell phone 
 number, if you ever have any questions night or day, please call me. I’d also love to see your 
 friends and family, if you refer them, I’ll give them all free exams and x-rays, they can either 
 mention my name, or simply bring in this card.” Asking for referrals lets the patient know that 
 you are accepting new patients, and lets them know they are important to the practice.  Open 
 and Affordable Dental Corporate will direct most advertising efforts. Having a corporate 
 advertising effort allows for cross marketing and economies of scale. The marketing budget 
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 within Open and Affordable Dental is transparent and passthrough. Advertising efforts include 
 the following: 

 ●  Large full page advertisements in well read local newspapers. 
 ●  Pamphlets hung on doors within the 10,000 population area of the Open and Affordable 

 Dental office 
 ●  USPS Every Door Direct Mail marketing mailer 
 ●  Google Adwords 
 ●  SEO 
 ●  Website 
 ●  Office signage 
 ●  Social Media 

 Clinical Philosophy 
 Open and Affordable Dental encourages all clinical staff to adhere to the highest standards to 
 ensure many positive clinical outcomes. This includes strict adherence to standard infection 
 controls, OSHA compliance, and clinical excellence. At no time should there be overtreatment. 
 Periodontal charting should be completed for all new patients. Digital x-rays that have the 
 highest resolution should be used. Panoramic and CBCT are encouraged to help ensure no 
 pathology is missed. Doctors and staff are encouraged to utilize as much continuing education 
 as possible. 

 Clinical Excellence 
 Part of making friends and solving problems is clinical excellence.  Humans in general have a 
 tendency to do the least amount possible.  As a doctor, manager, and leader, you need to fight 
 that tendency and do the most amount possible.  It’s a fallacy to think that doing the minimum or 
 just good enough dentistry will have long term positive outcomes.  With removable 
 prosthodontics, if one of the 500 steps is not perfectly followed, the final result will not turn out 
 acceptable and you will spend 10 times more time than if you had done each step perfectly.  An 
 imperfect primary alginate impression leads to a short custom tray, leads to a short flange, leads 
 to a denture that doesn't stay in, leads to an unhappy patient, leads to you redoning the case, 
 leads to you not getting their friends or family to come in to see you.  Doing everything perfectly 
 takes the same OR LESS time as not doing it to perfection. Practice each step and don’t let 
 your staff accept anything less than perfect every time.  If you become the doctor who accepts 
 marginal work, your staff will pick up on it and their attitude about you in front of patients will 
 reflect their loss of respect for you. 

 Clinical Efficiency 
 Many dentists falsely believe that their patient experience in dental school equates to private 
 practice.  Dental school is equivalent to learning how to play the guitar, private practice is 
 equivalent to knowing how to play the guitar so well that people are willing to pay to listen to 
 you.  Your patient experience has to be completely efficient, predictable, and pain free. Clinical 
 excellence is just as important as clinical efficiency.  How many people are going to pay to listen 
 to someone playing every note correctly of a song at half speed? Are you willing to pay to listen 
 to a band that plays notes wrong AND plays the song too slowly?  If you are having to 
 re-anesthetize, patients will never come back.  If you are taking longer than about an hour on 
 any procedure, they will never come back.  Do not believe for a second that patients like to sit 
 around and chat with you or be with you for longer than about an hour.  Patients tolerate you at 
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 minute zero, hate you at minute 60, and will never come back after minute 90.  The number one 
 reason new doctors struggle with efficiency is anesthetic technique.  Watch your mentor doctors 
 VERY carefully.  Efficient doctors move quickly because their patients feel nothing almost all the 
 time.  Be super efficient at getting into their operatory quickly and getting to the final result 
 quickly.  This will take practice, LOTS of practice.  Be amazing on your followup for any 
 procedure that didn’t go 100%, or ran over 90 minutes.  Shadow dentists and see how they do it 
 and figure out ways to shave seconds off of every step of every procedure to compress your 
 clinical times until people want to pay you because your patient experience is amazing.  Slow 
 dentists create a downward spiral of staffing problems.  If you are slow, your staff creates slow 
 habits that can’t be broken.  You also can’t afford to be slightly overstaffed because you are not 
 making any money, then when staff calls in sick you are stuck with no staff.  When staff are 
 sitting around with nothing to do, they instantly create drama.  Top complaint by staff is slow 
 doctors, THEY DON’T WANT TO LISTEN TO SONGS AT HALF SPEED ALL DAY LONG. 

 Patient Experience Complaints 
 Creating amazing patient experiences is the goal of Open and Affordable Dental.  All patient 
 experiences reflect on the collective reputation of Open and Affordable Dental.  It is important to 
 adhere to the Open and Affordable Dental protocols found in this manual to ensure positive 
 patient experiences.  If patient experience metrics are not consistently met, offices will be 
 closely monitored and immediate adherence to all Open and Affordable Dental protocols must 
 be accomplished.  Negative patient feedback received through the website feedback webpage 
 or through online reviews must be dealt with immediately via a personal phone call from the 
 owner doctor.  It is appropriate to refund the patient all money collected, reverse any claim that 
 used insurance benefits, and allow transfer of case to another office.  If the owner doctor is not 
 able to resolve the complaint, they must request assistance from corporate personnel. 

 Attacking the Obvious 
 Common issues happen commonly and many issues resolve themselves without definitive 
 intervention. Too many times doctors are lost trying to find a definitive diagnosis, when a simple 
 therapeutic rinse, maybe an antibiotic, a quick one tooth scaling, and most importantly a 2 week 
 re-evaluation is quicker and more appropriate.  When a patient presents with pain on a 
 quadrant, and fillings are already treatment planned, attack the obvious, do all of the fillings on 
 that quadrant, then re-evaluate.  If a patient is experiencing jaw pain, take care of the root canal 
 or fillings, then re-evaluate.  Do not get into a long drawn out conversation about TMJ when the 
 filling or root canal is probably the source of pain. The mouth’s natural response to pain is to 
 grind it away, so remove all known pathology, then re-evaluate. 

 Seeing Multiple Patients Simultaneously 
 To increase efficiency, it is expected doctors learn how to treat multiple patients simultaneously. 
 Scheduling appropriately helps reduce patient wait times.  Schedule all production procedures 
 on Operatory 1 on the half hour and all emergency procedures in Operatory 2 on the hour. 
 Schedule emergencies at available hygiene slots to use the hygienist and their room.  Become 
 efficient at all procedures and operate under fast mode even when the office is not full.  Patients 
 arrive in buses, not single cars, always have the clinic ready for the next bus.  Do not allow your 
 assistants to take a break until all operatories are ready.  No assistant should be taking a break 
 while there is an unoccupied unready operatory.  It is imperative doctors consider the following 
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 factors when deciding which patient to treat and when.  1. Patient type.  2. Clinical completion 
 time.  3. Breakout points.  4. Patient wait time. 

 Patient type:  Middle age working adults take precedence  over teenagers and retired adults as 
 they tend to be running on a schedule.  Parents and mothers especially take precedence, since 
 they may be taking care of multiple children.  Young children take precedence since their wait 
 time increases their impatience and may prevent you from completing the procedure.  Hygiene 
 patients take precedence, since freeing up a hygienist may allow you to have them help in 
 another operatory.  Scheduled patients take precedence over emergency patients.  Here is an 
 example of precedence. 

 ●  Hygiene (Scheduled) 
 ●  Child (Scheduled) 
 ●  Parent - mother (Scheduled) 
 ●  Parent - father (Scheduled) 
 ●  Working adult (Scheduled) 
 ●  Retired adult (Scheduled) 
 ●  Teenager (Scheduled) 
 ●  Emergency 

 Clinical completion time:  It is important to free  up operatories and reduce the need to break 
 out of other appointments.  This can be accomplished by completing the procedure that will take 
 the least amount of time.  Here is an example of precedence. 

 ●  New patient limited exam introduction, ordering the pano 
 ●  Anesthetizing a patient 
 ●  Hygiene recall 
 ●  Recall patient limited exam, ordering the PA 
 ●  New patient limited exam, diagnosing 
 ●  Recall patient limited exam, diagnosing 
 ●  Simple extraction 
 ●  Single surface filling 
 ●  Hygiene comprehensive oral exam 
 ●  Multiple surface filling 
 ●  Surgical extraction 
 ●  Child prophy 
 ●  Adult prophy 
 ●  Root canal 
 ●  SRP 

 Breakout points:  Understanding breakout points is  crucial to being able to successfully treat 
 multiple patients simultaneously.  Using progressive anesthesia allows you to dial in breakout 
 points.  If you need a longer breakout point, administer less anesthesia.  If you are not needing 
 a breakout point, administer more anesthesia.  Here is a list of procedures and their breakout 
 points. 

 ●  New patient emergency: After ordering pano. 
 ●  Recall patient emergency: After ording PA. 
 ●  Fillings: Prep, fill, prep, fill to create breakout points between fillings.  This also 

 allows you to stop prematurely if the waiting room fills with patients.  After 
 anesthetizing. 
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 ●  Root canal: After administering NaCLO.  The verbiage is, let’s let that medicine 
 sit here and kill that bacteria. 

 ●  Crown prep: After anesthetizing.  There should be no breakpoints during the 
 procedure because a crown prep should take you a maximum of 15 minutes and 
 you are packing the cord.  Don’t break out when you have 2 minutes until your 
 impression and make your assistant sit and wait 20 minutes for them to start their 
 20 minute temp crown and cleanup routine. 

 ●  Extraction: Anytime the patient feels pain, re-anesthetize then break out. 
 ●  Prophy/SRP: Scale one arch then order the assistant to polish that arch 

 Patient wait time:  Prioritize those scheduled patients  that have been waiting longest. 

 Up Converting and Down Converting Appointments 
 It is appropriate and encouraged to up and down convert appointments especially for 
 established patients depending on what THEY want to get done.  At no time should a patient be 
 pushed to do more than they clinically or financially want. 
 Examples of upconverting are: 

 ●  Using benefits at the end of their benefit period 
 ●  Any patient in your chair that has the potential to not show up to future appointments,  do 

 all dentistry possible right now. 
 ●  Crown prep after a root canal as long as you can complete within 1 hour and no other 

 higher priority work to do.  The comprehensive oral exam must be done, so as to not be 
 spending benefit money when other priorities should be addressed. 

 ●  Combining multiple removable appointment types (primary and secondary impressions) 
 especially when a patient travels from a distance. 

 ●  Getting all work done in a quadrant, e.g. get a wisdom tooth out on the quadrant you just 
 did a root canal on since the patient is already anesthetized. 

 It is imperative to understand that patients want to get as much done as possible.  The following 
 are phrases used with the most success in upconverting appointments. 

 ●  “I see you are due for cleaning, can I get that done for you today?” 
 ●  “Looks like we have some fillings we were looking at getting done, did you want me to 

 take care of those for you while you’re here and already numb?” 
 ●  “I see you’ve got some other teeth that need to come out, do you want me to get them 

 taken care of so you don’t have to come back?” 
 ●  “Your child has their new 12 years molars, did you want us to get the sealants on them 

 today, it’s like painting nail polish on them, will take us a few minutes and your insurance 
 covers them at 100%” 

 ●  “We had talked about doing <<some dentistry>>, are you still wanting to get that done?” 
 All upconverted treatment depends on a thorough comprehensive treatment plan.  Amazing 
 doctors sit in front of the operatory computer asking themselves and the patient what more they 
 can do today.  Average and below average doctors try to do the least amount possible. 
 Examples of downconverting are: 

 ●  You are booked 5 columns wide and a New Patient Adult w/ Prophy appointment is 
 scheduled.  You should commit to the panoramic x-ray, identify pathology, address the 
 pathology, if no pathology, then commit to the bitewings, address the pathology, if no 
 pathology then commit to the prophy.  Many times a quick filling takes less time than the 
 bitewings and prophy, so if the patient is happy to get started on something simple, and 
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 was not adamant about getting prophy, downconvert to simple filling and reschedule for 
 New Patient to Hygiene. 

 ●  The patient is apprehensive about clinical or financial, do less procedures, possibly only 
 the simplest procedure to create a relationship of trust. 

 ●  The patient cannot commit to a financial arrangement for treatment.  Do not 
 overproduce, potentially reschedule the patient for the day they get paid and can afford 
 treatment. 

 Routing Sheets 
 The importance of routing sheet use cannot be understated.  There are 3 primary functions of 
 routing sheets.  1. Track patients and improve flow.  2.  Create communication links between 
 front and clinic.  3.  Identify patients needing their recall scheduled.  Routing sheet use 
 drastically improves office flow and tracks patients from the waiting room to checkout.  Patients 
 should not have their routing sheet delivered to the clinic wall pocket until their insurance has 
 been verified and their benefits applied accurately in the Edit Employer screen.  Monitoring the 
 wall pockets for routing sheets allows you to understand how many patients are waiting for you 
 in the waiting room.  You may inspect the order these patients are stacked up and rearrange the 
 order according to your clinic needs.  A patient coming out of hygiene to the doctor’s side, may 
 be dismissed to the waiting room if all operatories are full, and their routing sheet placed in the 
 wall pocket as normal. Routing Sheet’s most important function is quickly being able to identify a 
 patient's next preventative appointment.  The use  of routing sheets has re-activated 
 thousands of patients and is paramount in creating comprehensive patients and busy 
 offices.  Routing sheets should be printed by the  office staff the night before.  Many offices 
 highlight any patient amounts due alerting providers of account balances.  During the 
 administration portion of the appointment, write any amounts due on the routing sheet if it differs 
 from what  the EagleSoft balance may show.  If the patient has an unidentified credit balance 
 that you don’t have time to rectify, write today’s balance due on the routing sheet, so the office 
 staff collects that balance today.  Routing sheets must be delivered to the office staff by the 
 provider who made the financial arrangements during the administrative portion of the 
 appointment.  If providers do not walk up the routing sheet, it eliminates an important provider 
 and assistant break away point from the patient.  It also creates a break in the communication 
 between the provider who made the financial arrangements and the office who collects 
 balances.  Again, providers walk routing sheets to the front and inform the office staff of 
 balances due. 
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 The following items and their uses are listed below. 
 ●  Patient Name - Very important in ensuring the patient in the chair matches the patient on 

 the routing sheet, matches the patient pulled up on the EagleSoft chart.  Imagine the 
 embarrassment when an existing patient whose name is Joe is in the chair and you walk 
 in not remembering their name.  The use of routing sheets eliminates this.  Having the 
 patient’s name allows you to easily write information for referrals without having to refer 
 back to EagleSoft. 

 ●  Patient Responsible Party - Often with children, you or your assistant or hygienist can 
 take the routing sheet to the waiting room, and look for the responsible party, and you 
 have the patient’s name right in front of you.  This is important when large families are in 
 your office and you’re trying to communicate with parents which children need which 
 treatment. 
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 ●  Patient Address - It’s important to know where people live compared to your office. 
 ●  Renewal Month - The month their benefits will renew.  Super important to playing the 

 insurance game. 
 ●  Remaining Benefits - How much benefits are left for their benefit period.  Super 

 important for knowing what can be completed today. 
 ●  Patient Age/DOB - Very important to know for fluoride, sealants, and age limitations on 

 benefits. 
 ●  Amount Due from Ins. - Amount we expect to receive from their insurance company 
 ●  Patient Due Amount - Amount the patient owes as of the printing of the route sheet. 
 ●  Patient Alerts - Important to know if the patient is using blood thinners, NO EPI, etc. 
 ●  Appointment Type - Quick way of knowing if this is a new patient or not. 
 ●  Appointment Notes - Quick way of knowing why the patient is here. 
 ●  Next Recall - When the next cleaning visit is due.  Allows you to not reschedule too early, 

 or know if they’ve never been seen for a recall. 
 ●  Next Preventative Appointment - Most important section of the routing sheet.  Inspect 

 this element EVERY TIME.  Has this patient been scheduled for their recall visit.  Your 
 assistants should be trained to look for this and schedule the patient even before you 
 walk in with the patient.  This also lists all patients in the family and is a great time to ask 
 parents if they want to get their kids scheduled. 

 Patient Flow Through Office 
 The following flow has been tested over many offices and practices and reduces confusion at 
 each step.  It is very similar to air traffic control, passing responsibility to the correct staff 
 member at the correct time and allowing all staff to understand where patients are and what is 
 being done.  It also maximizes patient rescheduling.  Using the following flow will help eliminate 
 small issues that lead to less than a perfect patient experience. 

 1.  Patients are checked in 
 2.  Routing sheets are only delivered to clinic after insurance is verified, medical history is 

 updated and updates are made to EagleSoft 
 3.  Dental assistants or hygienist alerted that patient is ready then the routing sheet is 

 placed in the doctor wall pocket 
 4.  Routing sheets on the wall show the clinical staff how busy the waiting room is.  Doctors 

 may re-order the routing sheets on the wall for patient flow considerations when practice 
 is busy. 

 5.  Assistant takes the routing sheet to an open operatory and sets up the operatory 
 including pulling up odontogram in EagleSoft. 

 6.  Assistant takes the routing sheet to the waiting room and calls the patient by first name 
 and introduces themselves by first name and that they are the assistant that will be 
 taking care of them today. 

 7.  Assistant seats the patient and triages the issue if a new patient, or discusses the 
 planned treatment if an existing patient.  The assistant discussing the treatment is an 
 opportunity to not know what is going on, the patient will forgive the assistant for not 
 knowing what’s going on, but won’t forgive the doctor.  The assistant obtains the signed 
 consent.  The assistant checks the routing sheet for their next hygiene visit, and 
 schedules the next hygiene appointment.  The assistant also schedules their next 
 production visit. Fronts only schedule appointments from phone, clinical staff schedule 
 from patients.  If we are doing a crown preparation, the assistant takes an impression for 
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 the temporary crown and takes a picture of the tooth for insurance purposes.  If it is a 
 new patient, the assistant places a pen and a business card out for the doctor.  Before 
 introducing the doctor to the patient, the assistant ensures the odontogram is showing, 
 the routing sheet is in the correct position, and the pen and business card is available if 
 a new patient. 

 8.  Assistants alert the doctor to the patient's readiness.  If the doctor is not with another 
 patient the assistant repeats: 1. Patient first name. 2.  Operatory #.  3.  Issue.  4.  New 
 patient status.  If the doctor is with another patient the assistant repeats 1. Patient first 
 name.  2. Operatory #.  3. Appointment type 

 9.  Doctor performs the New Patient introduction or asks the patient if they were expecting 
 to get the  planned treatment done.  Orders panoramic xray for a new patient or a PA for 
 an existing patient if appropriate. 

 10.  Anesthetized patient if necessary 
 11.  ADMINISTRATION, ADMINISTRATION, ADMINISTRATION. Ask yourself,  HOW AM I 

 GOING TO GET PAID FOR THIS?  THERE IS A 99.9% CHANCE YOU WON’T GET 
 PAID FOR WHAT YOU’RE DOING, UNLESS YOU’RE ARE 100% ON TOP OF EVERY 
 DETAIL  .  Discuss finances including past balances.  Write any exceptions to patient 
 balance on the routing sheet.  Live in Smart Doc, walk out procedure, create lab slip). 
 No picking up high speed until all administration is complete. 

 12.  If it is a new patient, the assistant obtains written consent. 
 13.  The doctor completes the procedure 
 14.  The doctor discusses post operative instructions 
 15.  The PROVIDER walks up the routing sheet. 

 a.  Provider is able to break away from the conversation 
 b.  Front knows patient name 
 c.  Front knows balance being paid today 
 d.  Assistant able to break the conversation with the patient and send them to front 

 and able to flip room 

 Verifying Insurance Applied Correctly 
 One of the most critical administrative steps is to ensure all insurance is applied correctly in 
 Eaglesoft.  If insurance isn’t applied correctly, your production will be inflated, and it will cause 
 increased effort to compensate for the write offs.  Do not trust EagleSoft or your office personnel 
 to have everything applied correctly all of the time, in fact you need to be double checking their 
 work constantly.  It is a much better strategy to produce $5,000 and then collect $5,000 versus 
 producing $10,000 and collecting $6,000.  Imagine how much harder you are working if you are 
 not collecting almost 100% of your production.  Live in SmartDocs.  It is important to understand 
 certain insurance terms that help you arrive at the correct patient co-pay. 

 ●  Standard Fee = Fee that the office charges for a cash patient.  All insurance claims are 
 sent to insurance companies using the standard fee. 

 ●  Contracted Fee = Negotiated Fee = Allowed Amount = Fee that the insurance company 
 has contracted with the office as an in-network provider. 

 ●  Adjustment = Difference between the Standard Fee and the Contracted Fee. 
 ●  Discount Plan = BETA, certain Careington plans, and our in office Affordable Discount 

 plan.  Discount plans simply state the fee we need to charge the patient.  The discount 
 plan company doesn’t pay any of the patient co-pay. 
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 ●  Deductible = Yearly amount that patient has to cover each year before the insurance will 
 start to pay the provider.  This amount is usually $50-$100 per patient. 

 ●  PPO = Preferred Provider Network.  Insurance contract with providers to charge certain 
 fees and provider reimbursement for some of those procedures. 

 ●  HMO = Health Maintenance Organization.  Insurance companies who force patients to go 
 to certain providers.  The HMO pays the providers a monthly fee to the provider to see 
 their members at a very discounted rate. 

 EagleSoft designates claims as open (waiting to be paid) in blue or closed (paid or not sent) in 
 black. 

 Open  Closed 

 It is IMPERATIVE you inspect each walk out to match exactly what is expected from the 
 insurance company. 

 Condition  Walk Out  Account Ledger 

 Insurance Correct 

 This is correct 
 Always look for the 4 
 lines. 

 Discount Correct 

 This is correct  Always look for the 2 
 lines 

 Fee Schedule not applied 

 There is no adjustment, the fee schedule is 
 using the standard fees.  This will cause 
 overproduction and undercollection. This is 
 wrong. 

 The single line is only 
 used for cash 
 patients. 

 Fee Scheduled and Discount 
 Plan both applied 

 This is usually a patient that had the discount 
 plan in the past, now has PPO insurance.  The 
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 office staff forgot to remove the discount plan. 
 This is wrong. 

 The 5 line entry is 
 always wrong. 

 Chart Notes 
 It is expected that provider charts notes be completed by the morning after each procedure, 
 including periodic and comprehensive exams completed with the hygienist. This ensures 
 accurate recollection of the procedure, patient response, and materials used. It also allows the 
 provider to review in a timely manner all accounts, notes, electronically saved documents, and 
 future appointments. All accounts need to be reviewed for accuracy before the front office 
 releases the electronic claims for processing. Any patients that did not reappoint should be 
 contacted after consulting with the hygienist or front office staff for reasons behind the non 
 reappoint. Typical chart completion includes the following: 

 ●  Review all cancellations to see if they need to be changed to operatory 3 status 
 ●  Open the chart on the DAAG screen. Ensure all procedures have been walked out 
 ●  Open the chart notes from the chart screen, to ensure the note type is chart, and write 

 the appropriate note including diagnosis for all pathology 
 ●  Check the account for accuracy 
 ●  Check the next visit using the Locate Button to ensure the patient has their next 

 appointment scheduled 
 ●  All completed chart notes will be designated with a “+” in the appointment note after 

 completion. 

 It is imperative and legally required that all proposed treatment has a diagnosis.  You must be 
 absolutely sure that every tooth is charted correctly.  It is unacceptable to chart an impacted 
 wisdom tooth as missing when it’s really impacted. It is unacceptable to not chart an existing 
 root canal.  All fillings need to be bundled.  An occlusal and a buccal on the same tooth need to 
 be charted as an OB, not separate fillings. 
 http://www.speareducation.com/spear-review/2016/07/what-goes-in-a-complete-treatment-note- 
 and-why 
 Ensure that all treatment is charted as separate line items.  Do not combine two teeth into one 
 line item.  For example, teeth 3 and 15 should be listed separately.  Fillings should also be listed 
 separately. 

 Extractions  Fillings 
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 Finances 
 The owner doctor must ensure that all finances are in order. This includes making decisions on 
 account write-offs, negotiated patient fees, collections, deposits, account reconciliations, and 
 expenses.  The doctor will review with the front office staff all deposits made into the office bank 
 account to ensure they are accurately reflected on the day sheets. Any discrepancies found will 
 be corrected and a new day sheet will be printed and stapled on top of the old day sheet packet. 
 All day sheets are to be organized by day and month for historical purposes.  All collections, 
 bank account statements, and expenses will be audited by Open and Affordable Dental’s 
 accounting department for accuracy and to ensure each office is financially stable.  If you aren’t 
 looking at the bank account, you aren’t practicing dentistry.  Every decision needs to have it’s 
 financial component considered. 

 Collection Policy 
 A high collection/production ratio is imperative for a successful office.  It is better to produce 
 $5,000 and collect $5,000 than to produce $10,000 and collect $6,000.  Overproducing 
 (producing with no regard to collections) overworks the office, equipment, staff, and doctors.  A 
 low collection/production ratio leads to poor office morale.  Attaining a high collection/production 
 ratio is the responsibility of all staff, especially the doctors.  The following are reasons why your 
 office might experience a low collection/production percentage: 

 ●  Front office not verifying insurance (Eligibility, Maximums, Waiting Periods, Coverage 
 Percentages, Exceptions to the Rules) 

 ●  Office assuming that secondary insurance will pay, not zeroing out secondary 
 ●  Providers walking out procedures that have no history of being paid 
 ●  Providers not adjusting off procedures that will never be collected (Employee Free 

 Benefits, Professional Courtesy) 
 ●  Providers not verifying insurance during walk outs 
 ●  Providers not obtaining documentation to justify the procedure, resulting in claim denials 
 ●  Providers not verifying financial arrangements at beginning of appointment and 

 completing treatment without collecting 
 ●  Providers not using routing sheets to communicate financial arrangements with the front 

 office and patients walking out of office without paying. 
 ●  Front office not sending out claims within timely filing limits 
 ●  Front office not applying claims payments correctly to patient accounts 
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 ●  Front office not sending in secondary claims 
 ●  Not following up with accounts receivable 
 ●  Establishing payment plans with patients who will never pay 
 ●  Delivering lab cases without making arrangements for payment 

 The following patient collection policy has helped busy offices increase their 
 collection/production ratio.  There may be exceptions to this rule especially for slower offices 
 that are ok during holidays or around end of benefit periods with collecting a high insurance 
 payment and waiting for a later patient copay.  As offices get busier and patients compete for 
 chair time, it is important to adhere more closely to these rules. 

 ●  All treatment over $1,000 should be prepaid by the patient 
 ●  Patients should pre-pay for lab case deliveries before being released from front to clinic 
 ●  Op3 patients should pay for their treatment before initiation 
 ●  Recurring payment plans are only offered to patients of record for over a year 
 ●  Care Credit is offered to patients of record for under a year and can be used for any 

 patient 
 ●  No starting implant restoration until surgery is completely paid off 

 Patient Refunds 
 All patient refunds should be completed using office checks.  The memo should state “Patient 
 refund <Dr. Name>”.  This allows for accurate accounting at the end of the month.  A patient 
 may be issued a credit card refund only if it is on the same day they originally completed the 
 credit card transaction. 

 Continuing Education 
 Open and Affordable Dental encourages continuing education. Each office is encouraged to pay 
 for any local continuing education that satisfies requirements for licensure of its providers and 
 benefits the practice. All non licensed staff will be compensated for their time for Open and 
 Affordable Dental directed education.  The best continuing education is the operating manuals 
 and shadowing.  Low cost and free CE courses are available here: 

 Live and Interactive:  https://www.aces4ce.com/  - $79  per 3 credit course 
 Free:  www.Dentalcare.com 

 OP3 and OP4 Patients and Dismissing Patients from Practice 
 Operatory 3 patients are patients that frequently no-show to their appointments.  If a patient 
 no-shows two times they are designated as an OP3 patient.  If a patient has 4 excused 
 absences they are also designated as OP3.  Providers or staff are the ones who ultimately 
 decided the OP3 status.  A patient may be designated as OP3 at any time when the staff feels 
 like the patient has a high potential to no-show.  The OP3 status is removed when the patient 
 shows up for two consecutive appointments. OP4 patients are problematic patients.  This 
 designation can be used for drug seekers or rude patients.  Patients are only dismissed from the 
 practice if they have demonstrated belligerent behavior such as inappropriate comments to staff 
 especially females, racist comments, or reporting providers to the Department of Regulatory 
 Affairs without merit. 
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 Patient Preferred Doctor 
 All patients should remain with the same doctor throughout their initial complete treatment plan 
 unless scheduling difficulties require the patient to see another doctor. If a patient requests to be 
 seen by a different doctor, this request will be honored. If scheduling difficulties require change 
 of doctors, the patient must be informed and consent to the treatment.  All patients in treatment 
 should remain with the same doctor but should be steered toward appointment times that are 
 most beneficial to the practice (i.e. the normal slow periods of the day).  All patients will be first 
 offered to see their original dentist and second will be offered to be seen at the earliest 
 convenient time for the patient. Patients can be directed to a non-original doctor for two 
 reasons. 1. Scheduling (patient requests to be seen on a certain day when doctor is not 
 available, or walks in requesting to be seen that day when original doctor is not scheduled). 2. 
 Patient requests a different doctor. Once the initial complete treatment plan is complete the 
 patient will be directed to the original doctor, but if scheduled with a non-original doctor, any new 
 treatment will be allocated to the non-original doctor at 100%. (Even if the original treatment 
 plan was completed yesterday). If a new treatment plan is created, the new doctor becomes the 
 owner of that treatment plan and patient. The on-phone narrative will be similar to the following: 
 “I see that you’re a patient of Dr. …., they will be in on Friday. Does that work for you?” If a 
 patient requests a date other than when the original doctor is scheduled, the patient’s 
 appointment request will be honored, with the intent of scheduling the patient with the original 
 doctor if at all possible. This includes asking to be seen at an earlier date.  If a patient requests 
 a specific date, that request will be honored, even if it cannot be scheduled with the original 
 doctor. A note by the front office will be noted on the appointment with the following: “Patient 
 requests to be seen on this date and understands will be seen by a different doctor.” 

 Monthly Office Numbers 
 Each Open and Affordable Dental office will keep track of monthly and yearly metrics to help 
 each other gain insight into office efficiencies and excellencies. It is expected that these 
 numbers will be regarded as important and confidential among staff, not to be shared outside of 
 the office. The numbers should be transparent to staff to allow for increased efficiencies. 

 The following numbers are tracked: 

 ●  Production (Goal of $100,000):  Distribution Sheet,  Total Production 
 ●  Collection (Goal of $95,000):  Distribution Sheet,  Total Collections 
 ●  Collection/Production (Goal of 95%):  Collection divided  by production as a 

 percentage. 
 ●  Expenses (Goal of $50,000):  Distribution Sheet, Current  Expenses 
 ●  New Patients (Goal of 50 per doctor):  Distribution  Sheet, New Patients 
 ●  Production/New Patient (Goal of $1,000):  Production  divided by New Patients. 
 ●  Hygiene Appointments (Goal varies by practice):  Count  each completed hygiene 

 appointment. Cancellations and no shows are not included. 
 ●  Hygiene Hours (Goal varies by practice):  Eaglesoft  Practice Management → Time 

 Clock → timesheet → Select date range → Add all hygienists hours 
 ●  Hygiene Utilization (Goal of 90%):  Hygiene Appointments  (assumed to take 1 hour 

 each) divided by hygiene hours. 
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 ●  Hygiene Reappoints (Goal varies by practice):  Count all schedule perio maintenance 
 at 3 months from the current month and prophylactic cleanings scheduled at 6 months 
 from the current month. 

 ●  Hygiene Reappoint Percentage (Goal of 95%):  Hygiene  Reappoints divided by 
 Hygiene Appointments. 

 ●  No Shows (Goal varies by practice):  Count the number  of no shows designated in 
 black for the current month. 

 ●  Appointments (Goal varies by practice):  Eaglesoft  Month at a Glance (MAAG) → 
 Appointments. 

 ●  No Shows/Appointments (Goal of < 15%):  No shows divided  by Appointments. 
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 Colorado Medicaid Rules 

 Under 21 (EPSDT)  Over 21 

 Maximum Benefit  Unlimited  $1500 + unlimited for 
 removable prosthetics, 
 renews July 1st 

 Not Covered, Patients offered 
 medicaid up to standard fee 

 Root Canals or Crowns on 
 2nd molars, Implants, Bridges 

 Needs Pre-Authorization  Permanent Crowns, including 
 2nd molars 

 SRP, Full and Partial 
 Dentures 

 No Pre-Auth Needed  Root Canals including 2nd 
 molars, Fillings, Extractions 

 Root Canals, Fillings, 
 Crowns, Extractions 

 Special Rules  D1351 (Sealant) can be on 
 individuals through the age of 
 15 

 D1353 (Sealant Repair) can 
 be on individuals through age 
 of 20 

 D1354 - Stannous Fluoride. 
 Two per 12 months per 
 patient per tooth. 

 Partials require less than 8 
 posterior teeth in contact OR 
 an anterior tooth missing. If 
 partials get denied valplast 
 partials (D5225, D5226) 
 usually get approved. 

 D5730 and D5731 (Hard 
 Chairside Relines) only after 
 6 months from delivery 

 D0350 (IntraOral Image) can 
 be once every 12 months 

 D0460 (Pulp Vitality Tests) 
 can be once per tooth per 
 lifetime 

 Frequencies  Fillings every 36 months. 
 Removable every 84 months. 

 Staff Meetings 
 It is encouraged that each office have monthly staff meetings.  These should be scheduled 
 during the year by the hygienist during slow days/times and is a required meeting for all staff. 
 Staff attending on their days off, will be paid for their time.  Blocks will be created and a sign will 
 be hung alerting patients the office is closed for a staff meeting.  Front office staff will answer 
 phones during the meeting.  Any staff that noted a potential improvement during the month 
 should add the information into the details of the scheduled blocks with their initial.  The meeting 
 should alternate by staff schedules, to reduce staff having to attend on their day off.  Meetings 
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 allow offices to discuss how to better patient experiences.  Meetings also allow the offices to 
 create a consistent patient experience amongst offices.  Most meetings are 1.5 hours long, but 
 may be lengthened or shortened depending on office need. Optional assistant, front, and 
 provider meetings may be appropriate. 

 Patient Interaction 
 Patients are more willing to accept needed treatment when they perceive the provider to be 
 available, honest, and skilled. Patients want providers who are confident and are willing to treat 
 them that day if they so choose. To this end, the following conversation guides may be used to 
 help in communicating treatment plans to patients. After every visit, it is a warming gesture to 
 pat the patient on the shoulder as you dismiss yourself. This is a simple gesture to show that 
 you care, and patients feel your warmth of personality. This gesture also finalized the visit, so 
 the patient knows the conversation is ending. It is also important to look the patient in the eye, 
 and try to communicate to them at their eye level. 

 Pre-Appointment Dialogue 
 Your posture towards patients, showing them you know what you’re doing and you care for them 
 is paramount. Consider the phrase, “Make friends, solve their problems.” as your mantra. Before 
 starting any procedure, ensure the diagnosis is correct. Always ask patients what they want to 
 do and when. Always ask what THEY want to do. 

 Fillings:  Looks like we’re getting some cavity fillings  done today. Let’s see what we’re up 
 against. Looks like these are all going to be super easy, is that ok for ya? It looks like your 
 portion is about $300, is that what you were thinking? Looks like we have about 6 fillings to do, 
 how many did you want to get done today? 

 Dentures:  I’m excited to get you this denture, you’re  going to look amazing and feel amazing. 
 My assistant and I have done a lot just like this, I can’t wait to see the final result. We will work 
 our fingers to the bone to get you the result you want. 

 Extractions:  Let’s get these done, and get you to  a point where you’re only coming in for oil 
 changes for the rest of your life. Does that sound good? My goal is to get you happy and healthy 
 and to a place where we just come in and hang out and I don’t have to keep poking you. You’re 
 the boss here, I’m just the hands that help. If you feel anything more than pressure or wiggling, 
 just raise your left hand and I’ll stop immediately. You don’t need to go to Disneyland this year 
 we’re way funner than they are 

 Limited Exam:  Everything you have is amazing, the  discount plan, your insurance, you coming 
 here. Let’s get an x-ray that goes around your head, we’ll take a look under the covers to make 
 sure we know what’s going on, we’ll come up with a gameplan together as far as what we both 
 want to do, then we’ll go over prices of that gameplan, then we’ll get you fixed up. Let’s focus on 
 getting one good eating side, then we’ll move forward from there. 

 Root Canals:  Root canals are like big cavity fillings,  we’ll have you extremely numb, if you feel 
 anything more than vibration, just tell us, if you do start snoring we will wake you up. Root 
 canals are like tooth massages. 
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 Comprehensive Oral:  Let’s get the treatment plan and figure out what you want to do and 
 when. What are you thinking about with those wisdom teeth? 

 Prophylactic Antibiotics:  There are only three instances  where you should need prophylactic 
 antibiotics.  1. History of Infective Endocarditis, 2. Non-biological heart valve replacement.  3. In 
 2014 the orthopedic surgeons and the dentists got together and recommended you not use 
 antibiotics before dental procedures, but some still want to override that recommendation.  If 
 you haven’t taken any yet, the American Heart Association says it’s as effective to take 
 antibiotics up to 2 hours after any dental procedure. 

 https://www.aae.org/specialty/wp-content/uploads/sites/2/2017/06/aae_antibiotic-prophylaxis-20 
 17update.pdf 

 https://www.ada.org/~/media/EBD/Files/ADA_Chairside_Guide_Prosthetics.pdf?la=en 

 https://www.contagionlive.com/view/new-recommendations-for-antibiotic-prophylaxis-prior-to-de 
 ntal-procedures 

 https://www.rcdso.org/en-ca/rcdso-members/dispatch-magazine/articles/6233 
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 These types of phrases help put the patient at ease and let them know they’re in control, and 
 you know what you’re doing. 

 Prescribing Post Operative Pain Relievers 
 It is important to distinguish between postoperative pain management in dental school versus 
 private practice.  Your number one goal is to ensure patients are completely satisfied with your 
 postoperative pain management.  If you are not giving them everything they need or want after 
 a procedure, they will  feel you don’t care and will never come back.  Make a policy for yourself 
 that you will never prescribe narcotics without completing a procedure, but if they complete a 
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 procedure you will give them exactly what they want.  It’s a little aggressive to prescribe Norco 
 after fillings, but not aggressive to prescribe Percocet after extractions or post operative pain if 
 the honest patient specifically requests it . Be very understanding that oral pain is hard on 
 patients.  Be very consistent on your pain reliever protocol so assistants don't have to guess as 
 to what you will do in what circumstances.  It is appropriate and advisable to train your 
 assistants to ask the same questions you would, then print out the prescription and have the 
 prescription ready for you to sign before you begin the procedure.  You then enter the room, 
 review the medical history and tolerance to the prescription and sign the prescription as part of 
 your preoperative administrative protocol.  Do not wait until after the appointment for the 
 assistant to print the  prescription as you will be in another room with another patient and most 
 likely will have to deglove to sign the prescription.  It is advisable to use PDMP for patients 
 receiving narcotics. 

 Appointment Chronological Flow 

 It is imperative that the appointment flow be followed to maximize the number of new patients 
 being converted to lifelong friends. Many new patients have a negative perception of dentists 
 and dentistry. Creating an efficient and predictable patient flow reduces patient and staff 
 confusion as to what is happening. An efficient and predictable patient flow increases patient 
 retention and maximizes comprehensive care. Emphasis should be placed on quickly 
 addressing chief concerns and rescheduling patients to continued care with hygienists. It is 
 imperative all appointment administration be addressed before beginning procedures. 
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 Appointment administration includes verifying and scheduling continued care with hygienists, 
 addressing financial concerns including past balances and expected payments for current 
 treatment, completing lab slips, and reviewing medical history. Appointment administration is 
 best done after the patient is anesthetised and before procedures begin. Comprehensive oral 
 exams should mostly be done with the hygienist to ensure all hard tissue surfaces can be 
 inspected. It is acceptable and encouraged to complete a comprehensive oral exam before a 
 scaling and root planing to ensure all non-salvageable teeth are removed before a scaling and 
 root planing is begun. 

 X-Ray Shielding 
 It is imperative that all panoramic xrays be diagnostic.  If the first attempt contains the white 
 triangle from the poncho blocking the field, it may be appropriate to not use the poncho on the 
 second exposure.  There is growing evidence that shielding during x-rays is not needed and 
 potentially harmful. It may be appropriate to discuss not using shielding with staff. 
 https://www.aapm.org/org/policies/details.asp?id=468&type=PP 
 https://www.ajronline.org/doi/full/10.2214/AJR.18.20508 
 https://www.todaysrdh.com/radiology-update-evolving-standards-for-pregnancy-shielding-and-frequency/ 
 https://www.statnews.com/2020/05/12/lead-aprons-little-protection-xrays-clinician-use/ 
 https://cdaonline.org/news/latest-news/new-x-ray-requirements/ 

 Pre-procedure checklist: 
 One of the most important aspects of clinical dentistry is understanding how to create a busy 
 office. High stress is associated with empty schedules, low production, and financial uncertainty. 
 The most effective way to reduce this stress is by adhering to a strict pre-procedure checklist. 
 The following questions need to be answered before every procedure. Do I have the patient on 
 track to be a comprehensive patient? Have I investigated and addressed any past financial 
 concerns with the patient? What are the current financial concerns for today’s appointment? 
 How will I get paid for today’s appointment? What are the next steps in their treatment plan? Are 
 there any other people in the patient’s family who want to be scheduled? Are all other 
 outstanding administration items completed? 

 1.  Do I have the patient on track to be a comprehensive patient?  Routing sheets are 
 vital in identifying and scheduling patients for their hygiene visit. If the patient is a cash 
 patient, discuss the discount plan. Apply the discount in the Edit Patient → Preferences 
 screen, indicate the discount plan type (individual or family) in the Preferred Name field, 
 and walk out the appropriate discount plan. Inspect the Next Preventative Visit section of 
 the routing sheet to ensure the patient has been scheduled for their next hygiene visit. 
 Their Next Recall Visit indicates when they’re due for their next hygiene visit. Scheduling 
 their next hygiene appointment is equally important as scheduling their next production 
 appointment. The value of the patient over their lifetime is $20,000, the maximum next 
 procedure value is $1,500. The patient is always more important than the procedure. 
 Ensure all confirmation statuses are set in the clinic. If a patient is scheduled within a 
 confirmation time frame, set it to the appropriate status. 

 2.  Have I investigated and addressed any past financial concerns with the patient? 
 Inspect their Balance Due from the routing sheet. If there is a past balance, understand 
 that unpaid past balances may not be totally accurate. Understand that surprising the 
 patient with a past balance will cause them stress and may lead to them never coming 
 back. Become extremely good at understanding the cause of past balance. Trace the 
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 outstanding balance back to the last date there was a $0 balance. All past balances 
 must be more current than that $0 balance date. Next inspect any $$$ or ### account 
 notes. These notes written by the front office should indicate both the date of service and 
 the reasoning behind the balance. Balances without notes indicate a lack of EOB 
 understanding by the front office. Inspect any services with the $ to the left. Eaglesoft 
 flags services without complete payment with this $. Once you’ve found the source of 
 the outstanding balance the dialogue to present to the patient is, for example. It looks 
 like there may be a past balance because of the filling we did last time not being covered 
 at the percentage we thought, did you get an EOB for that filling? It looks like they only 
 covered the cost of a silver filling, and THEY want you to come up with the difference. 
 We’ve updated your benefit breakdown in our software so we’ll have more accurate 
 estimates next time, but it looks like they didn’t pick up $50. It is important you make 
 financial arrangements to collect the balance. Many times since the patient didn’t know 
 about the balance, it is appropriate to tell the patient to try to pay it within the next 6 
 months. Indicate with a $$$ note that the patient understands the balance. If it’s a larger 
 balance or a complete denial and you feel the patient will be financially stressed about 
 the balance, you are legally able to negotiate the fee on a denied service. It may be 
 appropriate to tell the patient both the office and the patient may split the difference on 
 the denial amount, for example, the $400 balance will be written off to $200. The 
 dialogue is, “Tell you what, if we split the denial amount 50/50, is that fair? 

 3.  What are the current financial concerns for today’s appointment?  Walk out all 
 procedures that will be completed today. Inspect the patient's balance. It looks like 
 today’s appointment will be $250, is that what you were thinking? Those magical words, 
 “Is that what you were thinking?”, put the patient at ease because you could be totally 
 wrong, and they weren’t expecting that large of an amount. If there are several fillings, 
 sometimes patients will have a budget in mind and it’s appropriate to ask, how much did 
 you want to spend today? If they have 10 fillings and their $100 budget will be enough 
 for 2 fillings, commit to the 2 fillings and immediately schedule their next fillings 
 appointment according to their budget. For procedures on accounts that have a credit 
 balance that may be in error, simply write down today’s amount due on the routing sheet 
 and upon delivering to the front office, tell the front to collect the written amount 
 regardless of what is shown on the account. For balances that may not be completely 
 paid today, tell the front office at the delivery of the routing sheet the amount the patient 
 will be paying today. 

 4.  How will I get paid for today’s appointment?  Do not  trust anything in Eaglesoft. The 
 data in Eaglesoft is only as good as your fronts’ ability to interpret the benefit breakdown. 
 Many times the front forgets to apply the correct fee schedule. Many times night guards 
 are covered and the front forgets to apply the benefits in EagleSoft. Utilize SmartDocs to 
 ensure the validity of the benefit configuration in EagleSoft. Ask the patient if they still 
 have the insurance indicated in the Preferred Name field. Many times patients have 
 insurance including Medicaid even though the Preferred Name field indicates they are a 
 CASH patient. Does the procedure being started today require a pre-authorization? 
 What is the status of the pre-authorization? All pre-authorizations should be completed 
 at the first visit with the patient and all follow up appointments should be scheduled far 
 enough out to allow for the approval of the pre-authorization. If D4341 SRPs are denied, 
 they should be resubmitted as D4342s. If framework based partials are denied, resubmit 
 as flexible partials. Ensure all data is gathered to ensure the claim will not be denied. It is 
 IMPERATIVE to have a panoramic x-ray on every new patient. For crowns, is the loss of 
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 tooth structure visible radiographically, if not acquire an intraoral image to attach to the 
 claim. If a crown is being replaced, request the original seat date from the patient. 

 5.  What are the next steps in their treatment plan?  Inspect  the patient chart. It looks like 
 after today we’ve only got those wisdom teeth and a couple fillings to do, what are you 
 thinking about when you want to get those done? There is no pressure, but we both 
 want to get to the point where you’re only coming in for oil changes. Schedule around 
 that idea, that we’re working towards simply oil changes for the rest of their life. Nothing 
 feels better than having the next 3 appointments scheduled with one of them being their 
 first hygiene appointment with all treatment completed. That is their first oil change with 
 nothing needed for the rest of their life. That feels amazing to the patient. 

 6.  Are there any other people in the patient’s family who want to be scheduled?  We 
 have done an amazing job at getting you to the point of coming in for oil changes for the 
 rest of your life. I’ve worked my fingers to the bone to make sure every part of your 
 experience here was perfect. I know that everyone you know has a mouth, and I know 
 that everyone is looking for an honest, kind, gentle dental team. Did you have any family 
 that wanted to be scheduled? 

 7.  Are all other outstanding administration items completed?  Ensure all lab slips are 
 complete. Ensure the prescriptions are complete. Ensure all consents are signed. 
 Ensure the assistants will take postoperative xrays for crown seats and endodontic 
 completions. 

 8.  Does the patient have their next preventative appointment scheduled?  Check the 
 routing sheet to ensure the patient has their next preventative appointment scheduled. 
 Your ability to identify and get people scheduled for their preventative appointment is the 
 difference between a growing practice and a shrinking practice.  This may be the most 
 important thing you do all day.  The dialogue should be, let’s get you back in to get the oil 
 changed.  Rejecting your offer for their preventative appointment should be followed by 
 the following protocol 

 a.  We really need to get you in for your cleaning. 
 i.  Yes → schedule. 
 ii.  I don’t know my schedule in 6 months. 

 1.  That’s fine, let’s just put you on the schedule, if that day doesn’t 
 work, we’ll call you a month in advance, simply reschedule it at 
 that time. 

 a.  Yes → schedule. 
 b.  I’d rather not. 

 i.  Ok, can I just call you the month of June to remind 
 you? 

 1.  Yes → Put patient in a block on first of every 
 month labeled hygiene calls. 

 2.  No → Your patient experience is terrible, 
 and the patient doesn’t like you. 
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 Clinical Chronological Protocol 
 The following clinical chronological protocol achieves comprehensive dental care. 

 1.  Address any pain, infection, or chief complaint 
 2.  Remove all unrestorable teeth and root tips 
 3.  Endodontically treat SIP/SAP or necrosis 
 4.  Remove all symptomatic wisdom teeth 
 5.  Address periodontal issues through scaling and root planing or prophylactic cleaning 
 6.  Restore deep caries 
 7.  Restore caries next to crowns 
 8.  Crown broken or cracked teeth 
 9.  Restore shallow caries 
 10.  Treat abfraction lesions 
 11.  Address cosmetic concerns including whitening 
 12.  Place prosthetic required implants 
 13.  Provide removable prosthetics 
 14.  Place implants and restore non prosthetic required implants 
 15.  Provide occlusal splints and night guards 
 16.  Ensure there is consistent recall established 
 17.  Orthodontic evaluation 
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 Introduction to patient (New Patient Emergency): 
 ●  Thanks for coming in, my name is Dr. <your last name is preferred, first name if last 

 name is hard to pronounce>. 
 ●  Where do you live? 

 ○  It’s important to understand where patients live, and to where your marketing 
 efforts are best applied. 

 ●  How did you hear about us? 
 ○  Internet or exterior signage. 

 Have you read any of our reviews? 
 Yes - Well if you have a great experience, we would love to hear 

 about it, by writing a review.  You probably saw . . . 
 No - Well, there are some really nice ones on there, you should 

 check them out.  You probably saw . . . 
 ○  Friend 

 Awesome, have we been treating them well?  A little about us, we’re here 
 all the time, . . . 

 ○  Insurance company 
 So we’re always in network for almost all insurance companies, so if you 
 ever change insurance companies, we’ll still be in network with them.  A 
 little about us, we’re here all the time, . . . 

 ○  I was going to another dentist 
 What did the other dentist do or not do that we could do better?  Explain 
 how we will not repeat what was done at the other dentist.  A little about 
 us, we’re here all the time, . . . 

 . . . 7:30 am to 7:30 pm Monday through Saturday. So whenever you 
 need us we’re here for you. I’m going to give you my after hours phone 
 number, so if you ever have any questions, don’t hesitate to call me night 
 or day, and if you do have a good experience here, I’d love to see your 
 friends and family. I’ll give them all free exams and xrays if they want to 
 come in. 

 ●  So what’s going on? 
 ○  Let them explain what’s going on. 

 ●  What I’d like to do is take an xray that goes all the way around your head. 
 ○  Patients don’t know what a panoramic xray is, and like that we’re be looking at 

 everything.  A pano is the best picture of what the patient looked like before you 
 touched them.  You’ll appreciate having the xray when insurance argues with you 
 about 

 ●  We’ll take a look at what’s going on together. 
 ○  Patients should see what is going on with their own oral health. 

 ●  We’ll come up with a game plan together as far as what we BOTH want to do. 
 ○  We don’t sell anything here, we do what we both want to do. 

 ●  We’ll go over the prices of that game plan. 
 ●  Then we’ll get you all fixed up. 

 ○  Patients need to know that they will not leave the office today without having their 
 chief complaint taken care of. 
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 Introduction to patient (Comprehensive Oral): 
 ●  Thanks for coming in, my name is Dr. <your last name is preferred, first name if last 

 name is hard to pronounce>. 
 ●  Where do you live? 

 ○  It’s important to understand where patients live, and to where your marketing 
 efforts are best applied. 

 ●  How did you hear about us? 
 ○  Internet or exterior signage. 

 Have you read any of our reviews? 
 Yes - Well if you have a great experience, we would love to hear 

 about it, by writing a review.  You probably saw . . . 
 No - Well, there are some really nice ones on there, you should 

 check them out.  You probably saw . . . 
 ○  Friend 

 Awesome, have we been treating them well?  A little about us, we’re here 
 all the time, . . . 

 ○  Insurance company 
 So we’re always in network for almost all insurance companies, so if you 
 ever change insurance companies, we’ll still be in network with them.  A 
 little about us, we’re here all the time, . . . 

 ○  I was going to another dentist 
 What did the other dentist do or not do that we could do better?  Explain 
 how we will not repeat what was done at the other dentist.  A little about 
 us, we’re here all the time, . . . 

 . . . 7:30 am to 7:30 pm Monday through Saturday. So whenever you 
 need us we’re here for you. I’m going to give you my after hours phone 
 number, so if you ever have any questions, don’t hesitate to call me night 
 or day, and if you do have a good experience here, I’d love to see your 
 friends and family. I’ll give them all free exams and xrays if they want to 
 come in. 

 ●  Do you have any concerns in your mouth? 
 ○  Let them explain what’s going on.  Keep on asking them about additional 

 concerns until they say no. 
 ●  We’ll take a look at your xrays, then we’ll take a look in your mouth. 
 ●  We’ll see if there are any concerns, then come up with a game plan together as far as 

 what we BOTH want to do. 
 ●  We’ll go over the prices of that game plan. 
 ●  Then we’ll figure out what you want to do and when. 

 ○  Patients need to know that they will not leave the office today without having their 
 chief complaint taken care of. 

 Pregnancy and Medical Consultations: 
 There are no known reasons any pregnant mother needs to receive a medical consult to 
 eliminate pain or active periapical pathology during any trimester.  All elective procedures that 
 don’t include pain or apical pathology reduction should wait until the 2nd or 3rd trimesters.  Be 
 vigilant on using FDA Pregnancy Category B anesthetics such as Lidocaine or Prilocaine for the 
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 procedure.  Medical consultations should be completed for anyone using Coumadin/Warfarin 
 and Xarelto and needing an extraction.  The verbiage to the prescribing PCP or cardiologist 
 should be, “This is Dr. Stott, and we have a mutual patient. Our patient needs an extraction of 
 tooth (teeth) number 14.  I don’t think it will be a surgical extraction, but wanted to know if we 
 should modify their dosage before or after their procedure.”  Any extraction that may require 
 bone removal may be best completed by an oral surgeon.  If multiple extractions are required, it 
 may be appropriate to extract one tooth at a time to see how coagulation happens.  If 
 coagulation happens quickly after the first extraction and post op monitoring for 24 hours, it may 
 be appropriate to attempt more extractions on the next visit. 

 ●  Xarelto - Need a medical consultation with the prescribing cardiologist or PCP before 
 removing any teeth. INR is not indicated.  It may be appropriate to remove a single tooth, 
 monitor bleeding and continue or reschedule for other extractions later. 

 ●  Eliquis - Need a medical consultation with the prescribing cardiologist or PCP before 
 removing any teeth. INR is not indicated.  It may be appropriate to remove a single tooth, 
 monitor bleeding and continue or reschedule for other extractions later. 

 ●  Coumadin/Warfarin - Need a medical consultation with the prescribing cardiologist or 
 PCP before removing any teeth. INR is indicated with a reading under 2.5 within 24 
 hours of the extraction.  It may be appropriate to remove a single tooth, monitor bleeding 
 and continue or reschedule for other extractions later. 

 ●  Plavix - A medical consultation with the prescribing cardiologist or PCP may be 
 appropriate before removing any teeth. It may be appropriate to remove a single tooth, 
 monitor bleeding and continue or reschedule for other extractions later. 

 ●  Aspirin High Dose (325 mg) - A medical consultation with the prescribing cardiologist or 
 PCP may be appropriate before removing any teeth. It may be appropriate to remove a 
 single tooth, monitor bleeding and continue or reschedule for other extractions later. 

 ●  Aspirin Low Dose (81mg) - It may be appropriate to remove a single tooth, monitor 
 bleeding and continue or reschedule for other extractions later. 

 https://www.ada.org/en/member-center/oral-health-topics/oral-anticoagulant-and-antiplatelet-me 
 dications-and-dental-procedures 

 Emergency: 
 Most patients have a previous dental experience of doctors taking 2 hours to tell the patient all 
 they have wrong in their mouth.  This leads to a poor self esteem and patients receiving a large 
 treatment plan they don’t want to accept.  Ensure the emergency visit is as short as it can be, 
 ideally shorter than 45 minutes, and address only their chief complaint.  Even if the patient asks 
 you to check more of their teeth, tell them you’ll get their main issue fixed today, then do a more 
 thorough exam of every tooth including additional xrays at the hygiene visit.  This allows you to 
 be in fast mode and not commit to an hour plus hygiene appointment at the emergency 
 appointment.  If the patient presses to have the prophy appointment at the first visit, absolutely 
 allow the patient to dictate their treatment, if time allows.  Remember they scheduled for an 
 emergency, not a New Patient Prophy (Adult).  Try to limit bitewings and PAs as they lower the 
 patient experience because of pain, gag reflex, perceived cost, and additional time.  Do most if 
 not all of your initial diagnosis from the pano.  Have most if not all of the fees memorized so you 
 can narrow down the treatment the patient wants without having to do a formal treatment plan. 
 Give the patient ballpark numbers for the different options, then only treatment plan the one they 
 choose. This is your chance to make a friend.  If you are efficient, honest, and friendly, the rest 
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 of their dental needs will always come to your office.  If you are judgmental, take too long, give 
 them a large treatment plan, or don’t solve their problem this will be the last time you see them. 
 As you walk into the room look at the routing sheet to see where they live, how old they are, and 
 if they have any medical alerts. Greet the patient with a handshake and introduce yourself by 
 saying, Hello, my name is Dr. <Your name>, thanks so much for coming in. It is important that 
 the patient knows you appreciate their coming in. How did you hear about us? It is important to 
 get the source of the referral to better understand their connection to the dental office. If they 
 state a friend or relative sent them, ask them if we treated their friend or relative well. If the 
 patient expresses dissatisfaction with a previous dental office or experience, ask them what the 
 other office did that we could do better. We’re open from 7:30 am to 7:30 pm Monday through 
 Saturday, so if you ever need us we’re here for you. Open and Affordable Dental has the most 
 convenient hours of any dental office. We can see them at a time that works for them. I’m going 
 to give you my after hours phone number, if you ever have a question night or day, please don’t 
 hesitate to call me. You are gaining a personal connection with the patient, you see them as 
 important, and you’re separating yourself from all other dentists who don’t give their cell phone 
 to the patient. If you have a good experience here, I’d love to see your friends and family. If you 
 want to have any of them in, I’ll give them all free exams and x-rays. Patients wonder if we’re 
 accepting new patients. This statement not only assures them that new patients are accepted, 
 but their friends and family are getting a personal invitation from the doctor to visit the office. 
 Write the office cell phone number and “Free exam and x-rays” on a business card at that 
 moment and give it to the patient. The patient is getting a personalized business card from the 
 doctor, and is encouraged to bring in their friends and family. It is imperative that all doctors ask 
 for internal referrals. I heard you <have a toothache>. It is important to address their chief 
 complaint first. Regardless of their chief complaint, always request a panoramic x-ray unless 
 they are pregnant. Separating the panoramic x-ray service date from the bite wing service date 
 eliminates the ability of insurance companies to downcode the panoramic/bitewing to an FXM. It 
 is imperative the doctor requests the x-ray after the initial consultation is complete. Many times 
 patients have concerns over x-ray exposure or insurance frequencies and if the doctor does not 
 do an initial consultation the patient will become upset with the staff. Not taking the initial pano 
 opens the doctor up to legal liabilities by not documenting the entire detention before anything 
 was done.  Doctors who order xrays without seeing the patient are also forgoing one of the 
 hallmarks of being able to run multiple columns, which is knowing and creating breakout points. 
 Instead of a 3 minute introduction, ordering xrays before doing the new patient introduction 
 causes the doctor to enter into a potential 15 minute conversation because they’ve eliminated 
 an important break out point.  Many times pregnancy status, radiation treatment history, 
 uncomfortable mandibular tori, and/or financial concerns are discovered by the provider at the 
 initial introduction.  If the provider skips this important step, there is a high chance of losing 
 patients.  Many patients have expressed that they left their previous dentist because of these 
 exact reasons.  Simply stated, do the introduction  at every new patient before ordering the 
 pano, and try to order the pano at every new patient unless dictated otherwise.  We’re 
 going to start by taking an x-ray that goes all the way around your head, we’ll take a look under 
 the covers to see what’s going on, then we’ll come up with a game plan together about what we 
 both want to do, then we’ll go over the prices of our gameplan, then we’ll get you fixed up. 
 Expressing to the patient that they will be making all decisions with you is a very important step 
 in establishing a relationship of trust. We will never push them clinically or financially. A large 
 majority of pathology can be seen with the panoramic x-ray. If there is not adequate detail in the 
 pano, a single PA may be requested. Some patients want a more comprehensive treatment 
 plan. It is important to stress that today we’ll get them fixed up, then we’ll get them scheduled 
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 with the hygienist and at that appointment we’ll take some more fine detailed x-rays to see if 
 there are any other issues. This begins the process of turning new patients into life long friends. 
 Once the treatment plan is started, talk through with the patient some of the financial options of 
 each treatment option. Ask what their monthly or total budget is for their teeth. Treatment plan 
 accordingly. When presenting the treatment plan financials, the patient should be mostly 
 prepared for the total treatment plan cost you present. Let them look at the total cost number. If 
 you get an instant negative response, you probably didn’t get the tooth by tooth financials 
 communicated to them during the clinical exam. At this point present other options to stay closer 
 to their total budget. When you present the treatment plan and show them the total financial 
 cost, give them a second to calculate it. The patient in their head has the money, they’re simply 
 figuring out how they will get that money to you with their competing financial priorities. It is 
 important to not interrupt their thought process during this important few seconds. Once they 
 affirm that is what they expected, simply state, “When do you want to get started?” or “What do 
 you want to do and when?” Do not try to expand on treatment at this point, such as how good it 
 will be, or how skilled you are at making a crown. Patients already have confidence in you, they 
 have finalized the financials in their head, and want to move ahead. Do not divert them from the 
 end goal by stating other ideas. If the patient says they don’t know when they want to get 
 started, they are thinking the first available time will be in a month or so. Ask them if they 
 wanted to get started today. Patients came in the office and are sitting in your chair right now. 
 They’ve procrastinated their dental visit for many years. There is no better time to get started 
 than right now. If patients are not wanting to start right now, find a time that works best for them 
 within the next week or so. Their understanding upon hearing the treatment plan is that you 
 have the skills to do the treatment, the cost is within their budget, and we’re available at any 
 time to get started doing their treatment, and we’ll work to get them the result they want by the 
 time they want the work completed. It may be appropriate if periodontal disease is present to 
 request the hygienist perform a periodontal exam. This allows the patient to receive a scaling at 
 root planing at the next visit instead of wasting a visit going through a New Patient Adult to 
 Hygiene appointment. This also allows the hygienist to acquire all necessary x-rays or 
 periodontal charting to diagnose and pre-authorize the scaling and root planing. When possible 
 have the hygienist schedule the patient as it creates a relationship with the hygienist. These are 
 category 2 or category 3 patients that we’re trying to convert to category 1 patients. 

 Emergency Step by Step 

 Verify if patient is a new patient by opening EagleSoft chart 
 If new patient, place pen and business card on doctor side of operatory 
 Retrieve routing slip from wall pocket and introduce yourself to patient in waiting room 
 Seat patient 
 Triage patient complaint inspecting which tooth or area is affecting them 
 Ask patient if they are taking any medicine for the pain 
 Alert doctor of next patient 

 -  Patient first name 
 -  Operatory 
 -  Chief complaint/medication status 
 -  New patient status 

 Introduction to patient 
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 Orders x-ray 
 -  Panoramic x-ray for new patient 
 -  PA for existing patient (optional) 

 Takes panoramic xray 

 Assistant = Green  ,  Doctor = Blue 

 Cracked Tooth: 
 It might be that you have a tooth that’s cracked. Cracked teeth are a slippery slope, because we 
 want to do the least amount possible. Sometimes we’re able to get away with just a cavity filling, 
 but many times we have to put a crown on so when you bite the tooth doesn’t separate because 
 of the biting forces. Even if we crown the tooth, sometimes the bacteria has already gone into 
 the nerve of the tooth and we have to remove the infected nerve by doing a root canal. And 
 sometimes, even if we do a root canal, when you bite, the crack slips under the gums and there 
 is nothing we can do about it, and the tooth would have to be removed. If that happens, there is 
 no financial risk, we simply take the money you spent on the root canal and we apply it to the 
 implant used to replace the tooth. 

 Diagnosing Tooth Aches: 

 1.  Treat EVERY patient like you would your own mother 
 2.  Be super sad that you have to do a root canal, but be happy that you are able to do it for 

 the patient. 
 3.  Every root canal can fail 
 4.  If it doesn’t hurt, and you do a root canal and it fails, patients will blame you, so don’t go 

 trying to find root canals 
 5.  The only reason you should do a root canal is because the patient is in pain and wants 

 the root canal, or if the patient can see the abscess clinically or on an xray 
 6.  The best diagnostic tool is the patient’s finger pointing to the tooth that hurts 
 7.  If you can’t find which tooth it is, first try blowing air, second, get the patient on 

 amoxicillin for a couple of days to get the pain from a 10 and an 8 to a 4 and a 2 and let 
 the patient think about which tooth they think it is. 

 8.  If you love Endo Ice so much, have your mother come in and I’ll test every tooth in her 
 mouth, and will do a root canal on every tooth that shows non vital.  So why are you 
 doing this on your patient? As a general practitioner, you don’t need an absolute 
 diagnosis TODAY! Patients hate endo ice; it hurts a lot.  Why put them through 
 unnecessary pain? 

 Tooth aches can be caused by the following: 

 Diagnosis  Symptoms  Treatment 

 Symptomatic 
 Gingivitis/Periodontitis 

 Lingering pain, often diffuse. 
 Can be spontaneous 

 Localized scaling 

 Reversible Pulpitis  Non lingering hot/cold  Filling or Crown 
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 sensitivity when eating 

 Trauma  Diffuse pain, jaw pain  Splinting, Adjusting 
 Occlusion, Occlusal Night 
 Guard, Soft Food Diet 

 Cracked tooth, functional  Lingering, spontaneous pain  Root Canal/Crown 

 Symptomatic Irreversible 
 Pulpitis/Symptomatic Apical 
 Periodontitis (SIP/SAP) 

 Lingering, spontaneous pain 
 (Wake them up at night) 

 Root Canal 

 Necrosis/Apical Abscess  Abscess  Root Canal 

 Cracked tooth, non-functional  Lingering, spontaneous pain, 
 percussion pain 

 Extraction 

 The following diagnostic protocol should be used for every tooth ache.  Following this protocol 
 will result in less unnecessary root canals and will increase patient experience and trust with the 
 doctor.  Understanding each diagnosis, its symptoms, and treatment is absolutely necessary. 
 The only diagnostic tools you will use are patient symptoms, radiographs, percussion, and 
 probing.  The first question to ask when presented with a toothache is if the tooth is waking 
 them up at night, aka spontaneous pain.  Spontaneous pain, if not solved, will make the patient 
 lose trust in you.  Spontaneous pain does not indicate need for a root canal, as it can also be 
 present in localized periodontitis and a non-functional cracked tooth.  If you eliminate the 
 diagnosis of periodontitis and non-functional cracked tooth, the tooth most likely has SIP/SAP or 
 a functional crack, both requiring a root canal.  The use of Endo Ice is ABSOLUTELY 
 contraindicated in a general practice setting.  If a patient presents with pain, the last thing they 
 want is for you to put a frozen object on their painful tooth.  This is a way to lose patients FAST. 
 If you believe that Endo Ice is accurate, then bring in your own mother to our clinic, and we will 
 do a root canal on every tooth that gives a negative response.  Endo Ice gives too many false 
 positives and is painful for patients.  Endo Ice is not found in any Open and Affordable Dental 
 office, because we want to reduce the number of unnecessary root canals performed, and we 
 want our patients to ask for root canals, so if/when the root canal fails, we had an absolute 
 diagnosis and the patient agreed to and wanted the root canal. If after eliminating the diagnosis 
 of periodontitis through localized scaling, peridex use, and possibly an antibiotic, the diagnosis 
 is most likely a functional cracked tooth, or SIP/SAP, and the patient will be asking you to root 
 canal the tooth.  Here is the entire dialogue with a patient. 

 Reversible Pulpitis 
 Doctor:  Thanks for coming in, I heard you have a toothache. 
 Patient:  Yes, points to #29. 
 Doctor: Does the tooth wake you up at night? 
 Patient:  No, it only hurts when I’m eating or drinking. 
 Doctor: Let’s grab an xray and see what’s going on.  By your symptoms, it looks like we might 
 need a filling or a crown, is that what you were thinking? Orders a pano for a new patient, or a 
 PA for an existing patient.  Notes caries and does filling. 
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 Symptomatic Gingivitis/Periodontitis 
 Doctor:  Thanks for coming in, I heard you have a toothache. 
 Patient:  Yes, points to #29. 
 Doctor: Does the tooth wake you up at night? 
 Patient:  Yes, I haven’t been able to sleep lately. 
 Doctor: Let’s grab an xray and see what’s going on.  There are two ways a tooth can wake you 
 up at night, either there is bacteria around your tooth and it inflames the gums and especially 
 your ligament that holds your tooth on, this can translate to hot and cold sensitivity and 
 especially biting sensitivity.  The other way is if bacteria has been trapped microscopically under 
 a cavity filling and then finally makes its way to infecting your nerve.  In the first case we can 
 simply clean the outside of the tooth to get it to feel better.  The second case requires us to 
 remove the infected nerve, that’s called a root canal.  Both of us don’t want to do a root canal, 
 so let's see if we can get this going in the right direction therapeutically.  Orders a pano for a 
 new patient or a PA for an existing patient.  Notes no apical pathology.  Doctor asks the patient 
 to point to the tooth they think is causing the pain.  Taps lightly while counting 1, 2, 3, 4 on teeth 
 to identify the tooth with the most percussion sensitivity.   If the patient can’t identify the tooth, it 
 is most likely the pain is causing multiple teeth to hurt, and you do not want to root canal the 
 wrong tooth.  Let’s try to get this tooth going in the right direction therapeutically, I’m going to 
 clean around the tooth.  Doctor scales and flosses the tooth.  As the tooth bleeds from scaling, 
 the doctor shows the patient the blood and mentions that bleeding is a sign of infection.  I’m 
 going to need you to be super religious and aggressive with flossing this tooth.  I’m going to 
 prescribe you an antimicrobial rinse that tastes disgusting but really keeps bacteria levels as low 
 as possible.  I can also get you on an antibiotic if you want.  If this resolves then we got away 
 without doing the root canal.  If within a couple days it doesn't get better, or if after you get off 
 the antibiotic it comes back with a vengeance, then we have no choice but to remove that 
 infected nerve.  The doctor writes an appointment note on the patients next hygiene visit 
 indicating the date and tooth that was scaled.  Many times the next time you see the patient is at 
 their hygiene visit, and the hygienist asks the status of their tooth, and the patient notes 
 resolution of pain.  The patient has gained an enormous amount of trust in the doctor for not 
 wanting to perform the root canal, eliminating the pain, and wants to be more diligent in their 
 routine cleaning visits.  This is the best scenario. 

 SIP/SAP 
 Doctor:  Thanks for coming in, I heard you have a toothache. 
 Patient:  Yes, points to #29. 
 Doctor: Does the tooth wake you up at night? 
 Patient:  Yes, I haven’t been able to sleep lately. 
 Doctor: Let’s grab an xray and see what’s going on.  There are two ways a tooth can wake you 
 up at night, either there is bacteria around your tooth and it inflames the gums and especially 
 your ligament that holds your tooth on, this can translate to hot and cold sensitivity and 
 especially biting sensitivity.  The other way is if bacteria has been trapped microscopically under 
 a cavity filling and then finally makes its way to infecting your nerve.  In the first case we can 
 simply clean the outside of the tooth to get it to feel better.  The second case requires us to 
 remove the infected nerve, that’s called a root canal.  Both of us don’t want to do a root canal, 
 so let's see if we can get this going in the right direction therapeutically.  Orders a pano for a 
 new patient or a PA for an existing patient.  Notes no apical pathology.  Doctor asks the patient 
 to point to the tooth they think is causing the pain.  Taps lightly while counting 1, 2, 3, 4 on teeth 
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 to identify the tooth with the most percussion sensitivity.   If the patient can’t identify the tooth, it 
 is most likely the pain is causing multiple teeth to hurt, and you do not want to root canal the 
 wrong tooth.   Let’s try to get this tooth going in the right direction therapeutically, I’m going to 
 clean around the tooth.  Doctor scales and flosses the tooth.  I’m going to need you to be super 
 religious and aggressive with flossing this tooth.  I’m going to prescribe you an antimicrobial 
 rinse that tastes disgusting but really keeps bacteria levels as low as possible.  I can also get 
 you on an antibiotic if you want.  If this resolves then we got away without doing the root canal. 
 If within a couple days it doesn't get better, or if after you get off the antibiotic it comes back with 
 a vengeance, then we have no choice but to remove that infected nerve.  The doctor writes an 
 appointment note on the patient's next hygiene visit indicating the date and tooth that was 
 scaled. 
 Patient: Presents to clinic 2 days later with unresolved pain on #29, asks to have a root canal. 
 Before the antibiotics the patient had 10/10 pain on #29 and 8/10 pain on #28, but after the 
 antibiotics the patient has 4/10 pain on #29 and 2/10 pain on #28 and can easily identify #29 as 
 the source of the pain, since it’s twice as painful as #28. 
 Doctor: Gladely gets the patient out of pain by performing the root canal. 

 Necrosis/Apical Abscess 
 Doctor:  Thanks for coming in, I heard you have a toothache. 
 Patient:  Yes, points to #29. 
 Doctor: Does the tooth wake you up at night? 
 Patient:  Yes, I haven’t been able to sleep lately. 
 Doctor: Let’s grab an xray and see what’s going on.  There are two ways a tooth can wake you 
 up at night, either there is bacteria around your tooth and it inflames the gums and especially 
 your ligament that holds your tooth on, this can translate to hot and cold sensitivity and 
 especially biting sensitivity.  The other way is if bacteria has been trapped microscopically under 
 a cavity filling and then finally makes its way to infecting your nerve.  In the first case we can 
 simply clean the outside of the tooth to get it to feel better.  The second case requires us to 
 remove the infected nerve, that’s called a root canal.  Both of us don’t want to do a root canal, 
 so let's see if we can get this going in the right direction therapeutically.  Orders a pano for a 
 new patient or a PA for an existing patient.  Notes apical pathology.  Brings the patient to see 
 the xray with the apical radiolucency.  This is a nerve that was infected and now it died. 
 Bacteria is under your tooth and causing this abscess.  We need to eliminate the ability of 
 bacteria going down your nerve and under your tooth into your jaw, this is called a root canal. 
 Doctor performs a root canal. 

 Comprehensive Oral Exam: 
 Today we’re going to come up with our bigger game plan together. We’ll see what you need 
 together then come up with a game plan on what we both want to get done, go over prices of 
 that game plan then get you fixed up. Before we start, is there anything you are concerned 
 about in your mouth, is there anything you want to improve with your smile, such as 
 straightening or whitening? It is important to judge what a patient is wanting, are they just 
 wanting to stay out of pain, or would they like some cosmetic procedure done? We will first look 
 at the x-rays together then we’ll look in the mouth. Begin by looking at the panoramic x-ray then 
 move to the bitewings. Any questionable teeth in the anterior should be evaluated with a 
 periapical x-ray as an adjunct. It is important to look at all 6 sides of the teeth, the carotid 
 arteries, or any other pathologic areas of the head. 
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 Panoramic X Ray - Look at the wisdom teeth. If the patient is over 17 years old and younger 
 than 70 consider getting the wisdom teeth out. I see you still have your wisdom teeth. This is 
 what I say about wisdom teeth. Our manual dexterity goes down as we age, making it extremely 
 difficult to clean them as we age. I would hate to have you get a big cavity on your second molar 
 later on in life and have to be sedated to get your wisdom teeth out when you’re in your 70s or 
 80s. Stress the importance of removing the wisdom teeth now, while they’re young. 
 Unfortunately you’ll never be as young as you are today, so it’s not something we have to do 
 today, but think about it over the next year. Look at the apex of every single tooth. Do not let a 
 patient walk around with periapical abscesses. Do not let the patient walk around with root tips. 
 Do not let the patient walk around with pathology. Any apical pathology that is not an existing 
 root canal with a small dark lesion hugging the tooth, treat it with a root canal, or send to the 
 root canal specialist for a retreat. The panoramic x-ray allows you to look at the 1st side of a 6 
 sided tooth, the apex. Use the pano as the first opportunity to discuss overall goals of the 
 patient and gain a quick global understanding of what’s important to the patient. Some valuable 
 questions: “How do you want to replace these missing teeth?” Or “ We want to do everything we 
 can to save this tooth because replacing it would be very difficult.” Look for general patterns of 
 wear or irregular condyle shape as a lead in to the TMJ exam. 

 Bitewings - Follow the enamel around every single tooth, look for missing enamel and caries 
 crossing the DEJ. Be more aggressive in treating interproximal lesions if the patient has many 
 caries. Look for darkening below the occlusal enamel. If you see a lesion, show it to the patient, 
 make them see what you’re seeing. If they don’t see it, have the hygienist confirm what you’re 
 seeing. The bitewing x-rays allow you to look at 2 sides of a 6 sided tooth, the mesial and distal. 
 Point out any hint of calculus on BW’s and explain the importance or regular cleanings. Make 
 sure all interproximal surfaces are captured in the BWs (distal of 2nd molar to distal of canines). 
 Require perfection in everything you do, patients will appreciate it, and your assistants will too 
 as they become expert assistants, not just average assistants. 

 Extra Oral Exam  -  Begin by checking under the jaw for any sensitivity around submandibular 
 lymph nodes. Check for any popping or clicking at the TMJ. Discuss with the patient any pain 
 associated with clicking or popping. Check all soft tissues including the vestibule, gums, and 
 hard and soft palate. Tell the patient you’ll do an oral cancer screening by checking the dorsal 
 and ventral side of the tongue. 

 Intra Oral Exam - Tell the patient you’ll be reading a lot of stuff to the hygienist, if they need 
 anything, you’ll tell them. Begin by confirming the missing teeth with the hygienist. Then go tooth 
 by tooth looking for pathology. The cadence should sound like the following.  Remember you’re 
 reading this over the patient to the hygienist.  The goal should be to re-emphasize the positive 
 aspects of their oral condition.  Number one is missing, that’s your wisdom tooth.  Number 2 
 HAS an MO composite.  Number 3 NEEDS an occlusal composite.  Number 4 looks good, 
 number 5 looks good, number 6 looks good.  Do not skip any teeth.  Reading off every tooth that 
 looks good increases their perception of their own dentition.  Reading off every good tooth also 
 gives the hygienist time to catch up if they’re behind in charting.  It is ideal to show patients as 
 much as possible with a mirror of any first issues you see.  As soon as they see it, they will 
 begin to trust you about what you’re diagnosing and many times it’s unnecessary to show them 
 every cavity in the mirror.  Inspect every tooth thoroughly. Consider fixing any tooth you can 
 predictably get to look like a virgin tooth. You need to inspect any tooth that was suspicious on 
 the x-rays. Look at every facial, occlusal/incisal, and lingual surface. If you see an abfraction, 
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 show the patient with the mirror and tell them that it could have been caused by a hard bristled 
 toothbrush earlier in life or by clenching or grinding that made the bark (enamel) fall off a tree 
 swaying in the wind. It’s an easy procedure to fix, they don’t have to get numb, we just roughen 
 up the surface so that our glue sticks, and we cover it with a white filling material so that when 
 they brush up against it, they’re brushing up against our insulator filling versus brushing up 
 against the interior of the tooth. The insurance will pay their portion. Check for occlusal stains 
 that have moved into groves or underneath enamel. I like to treat smaller lesions than wait for 
 them to get larger. Discuss treating any missing enamel including incisal wear, or divots in the 
 posterior with fillings. Exposed dentin is pathologic to the long term viability of the tooth. If incisal 
 wear is excessive or cupping, show then discuss with the patient that they’ve ground off their 
 enamel and we can replace the enamel much like retreading a tire by adding a filling material. 
 We do NOT take off any tooth structure, we simply add the filling material and they may grind it 
 off over the next 5 to 6 year, but they will be back to square one, rather than continue to grind 
 their tooth closer to their nerve and end up needing a root canal. Inspect all anterior incisal chips 
 and show the patient, discuss with them than you may fix it by adding material, making it look 
 like it did before they chipped it, again, we will NOT take off any tooth structure, we’ll just 
 roughin it up so that our glue sticks, and their insurance company will pay their portion. Inspect 
 any missing teeth and ask the patient what their plans are for replacing their teeth. Teeth like to 
 find friends, and if we don’t replace them the teeth in front and back of it will try to close in the 
 space, and the tooth in top or bottom of it will grow up or down to find a friend. Look at the 
 condition of their existing prosthesis and see if the patient would like to get a new prosthesis. 

 Review with the patient all of the concerns you both came up with. Ask if they are interested in 
 any straightening or whitening. Phase the treatment plan with the hygienist, and get a print out 
 of the insurance breakdown. Tell the patient they have great insurance. This is true as their 
 insurance company is essentially a piggy bank they have to spend or lose, and they can only 
 spend that money at the dentist office. What an amazing concept for us as dentists, and how 
 awesome they are to choose to get a dental piggy bank. Point out the first column is the amount 
 the insurance company tells us we have to charge that amount, the second column is the 
 amount they pick up, and the final column is the amount the patient will pay out of pocket. 
 Remind the patient that this is only an estimate, and that sometimes the insurance company 
 “lies” (doesn’t disclose all benefit information) to us when we download their benefits, so it might 
 come back slightly different when we get back the payment information from the insurance 
 company. If the treatment plan is larger, consider stopping before the insurance benefits run out 
 and starting again next year. Tell the patient we’ll work to use as much money from the 
 insurance as possible and reduce the amount coming out of their pocketbook. Hand the printout 
 to the patient to let them look over it. Ask the patient what they want to do and when they want 
 to do it. No patient for whom you’ve created a treatment plan together is going to not want to 
 start as soon as possible to fix THEIR issues. Their treatment plan estimate is a menu and you 
 will let the patient pick how far they want to go this year in addressing their oral health. Consider 
 all smaller procedures to be done the same day. After presenting the treatment plan to the 
 patient, always ask, ”Where do you want to get started?” Always start by treating their chief 
 complaint. The patient is always in the driver's seat, make sure they know that. By this time you 
 have already communicated the importance of all treatment. It is important to find the 
 appropriate level of detail the patient wants about the treatment plan, and take care to not 
 overwhelm the patient. Constantly read body language and be attentive to their questions and 
 statements. Let patients know that we see mouths like theirs all the time and we will get 
 amazing results. 
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 Pediatric Patient Considerations 
 Seeing siblings youngest to oldest - It is very important when an entire family is seen, that they 
 are seen in order of youngest to oldest.  Very young children become impatient as time goes on, 
 and they might observe something in the dental office that scares them. 

 Grinding primary teeth - The mouth’s first response to pain is to grind it away. As children 
 exfoliate primary teeth and while the adult 6 and 12 year molars are erupting, children will 
 naturally grind their teeth.  Parents may even alert the dentist that the grinding wakes the family 
 up at night.  It is very rare that this grinding will continue after all primary teeth have erupted and 
 the 12 year molars have fully erupted.  Childhood grinding rarely affects the adult teeth. 

 Mottled enamel - Mottled enamel usually forms from a fever during the development of the 
 enamel on adult teeth.  Mottled enamel usually isn’t an issue unless it cavitates.  It may be 
 appropriate to use resin modified glass ionomer in these cases.   Patients may elect to have 
 fillings or crowns placed later in life on anterior teeth with mottled enamel. 

 Thumb sucking - Parents may be concerned about thumb sucking.  They may elect to use an 
 anti thumb sucking nail polish.  Thumb sucking usually resolves because of social pressure 
 during 1st grade.  This perfectly coincides with the eruption of their anterior incisors.  Thumb 
 sucking with their primary dentition doesn’t always translate to issues with their permanent 
 teeth. 

 Frenal attachments - Lingual frenal attachments can be an issue if they affect speech or 
 sucking.  It may be indicated to release these attachments.  Mandibular labial attachments have 
 the potential to cause recession around lower incisors.  If recession begins it may be 
 appropriate to release the mandibular frenal attachments. Maxillary frenal attachments have the 
 potential to cause a diastema between upper central incisors.  This may manifest during 
 childhood, but should only be addressed either after orthodontics, if instructed by the 
 orthodontist, or in adulthood. 

 Exfoliation of teeth past eruption timeframe - If primary teeth are present 1 year after their 
 normal exfoliation timeframe, it may be appropriate to remove the primary tooth.  This is 
 especially important if it is altering the eruption position of the adult tooth.  Many parents are 
 apprehensive about spending money to remove a primary tooth.  In these instances, it is 
 appropriate to schedule the child back in 2 weeks, giving them time to wiggle and remove the 
 tooth themselves.  If they are able to remove the tooth, the parents will simply call and cancel 
 the extraction appointment.  Discussing the procedure with appropriate non invasive dialogue 
 such as mosquito bite, magic bubbles, pressure, and wiggling is important to ensure the child 
 understands what to expect at their next appointment. 

 Lingual bars - Lingual bars may cause periodontitis after prolonged use.  It is recommended 
 after 10 years of a lingual bar use to reassess its risks and benefits.  After 10 years of use, the 
 bone holding the teeth is usually stable enough to not allow crowding relapse.  If the patient is 
 concerned about relapse, they may elect to use a removable retainer that can be fabricated the 
 same day as the lingual bar removal. 
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 Selling yourself on Comprehensive Oral Exam: 
 It is imperative you establish a relationship of trust with your patient. You should feel like you 
 can hug the patient by the time they walk out of the operatory. If there is a complicated or 
 extensive case, ask the patient what they are wanting to get done and what their budget is. If 
 they have a limited budget don’t waste time discussing implants or other costly procedures. 
 Review with the hygienist outside of the operatory their assessment on caries, which teeth are 
 mobile, and which teeth are salvageable. The hygienist should indicate if the patient needs a 
 deep cleaning. Upon entering the room introduce yourself with a handshake and ask the patient 
 where they live. Ask the patient how they heard about us and genuinely thank them for coming 
 in. Tell them that you will give them your cell phone number, if they have a question night or day, 
 don’t hesitate to call. If they do have a good experience, you would love to see their friends and 
 will give them all free exams and x-rays if they come in. Some patients wonder if we’re 
 accepting new patients, they also may be thinking of one of their family that may need some 
 work. Ask if they have any concerns. Listen carefully for any concerns, never interrupting the 
 patient. After the patient has discussed their concern, ask the patient if they have any other 
 concerns. Patients need someone who will listen to all of their concerns. Once the concerns 
 have been discussed, tell the patient that today’s visit is to come up with our game plan, we will 
 look at the x-rays together, then we’ll look in the month. We’ll come up with a game plan 
 together with what we both want to get done, go over prices of that game plan, then get them 
 fixed up. If the hygienist is recommending SRP, discuss that the deep cleaning will be great, the 
 hygienist will get all that bacteria out from under their gums, they’ll feel great, and if they’ve had 
 sensitivity or bleeding that will go away, and it’ll prevent them from getting loose teeth later in 
 life. After the deep cleaning, the hygienist will have them in a little more frequently so we stay on 
 top of things. While reviewing x-rays point out any pathology to the patient, have them see any 
 dark spots on the x-ray. Show them bone loss if present. Explain bone loss in percentages, 
 where bone should be, and where their bone level is. Once the x-rays have been reviewed, 
 begin the clinical exam. Tell them you like to start by doing a head and neck exam, and oral 
 cancer screening, making sure nothing scary is going on and then you’ll look at your teeth. 
 Assess the TMJ. Ensure to tell them if it looks good if there is nothing suspicious. If there is 
 something suspicious, discuss either re-evaluating in 2 weeks or referring to the oral surgeon. 
 Until a positive diagnosis is made, do not scare the patient by telling them it might be cancer. If 
 you are referring the patient to OMFS, tell them that many times it is nothing, but you would like 
 them to see the oral surgeon to rule out anything, and it is important they be seen. Start 
 inspecting the dentition tooth by tooth. Tell the patient you will be reading off a lot of things to the 
 hygienist, if they need something, you will tell them. Patients will be confused as to what they 
 need or have if you don’t tell them this. Read off the status of every tooth. For example, tooth 
 one is missing, tooth two looks good, tooth three has a DO amalgam, tooth four needs a DO 
 composite. If there are multiple teeth that look good, do not skip reading these teeth to the 
 hygienist. Nothing makes the patient feel better than hearing tooth 4 looks good, tooth 5 looks 
 good, tooth 6 looks good, tooth 7 looks good. The patients gain greater trust in you because 
 they know you are looking at every tooth. Many patients feel like they have bad teeth. If you 
 don’t read to them the teeth that are good, they only hear teeth that have or need something. If 
 you’re treatment planning a complicated case, don’t just treatment plan what you think they 
 need, stop and turn around to the patient and discuss if they have a tooth that might need a root 
 canal, discuss the clinical and financial implications and discuss other options such as 
 extracting the tooth and putting it into the partial. Be great with costs so you can arrive at what 
 the patient wants clinically and financially. By the time you get to the end of the comprehensive 
 oral exam, there should be no surprises financially or clinically. Once you’ve read off the status 
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 of every tooth, turn back to the patient and say, ok, just a summary, we’re looking pretty good, 
 just a few fillings, a root canal, and then a partial. This is stuff we see all the time, nothing crazy 
 going on, we can go as fast or as slow as you want. No matter where they are, it’s always 
 looking pretty good; why because we have a game plan and they are in the best place possible 
 for their teeth. Ask the patient if they are interested in any straightening or whitening if 
 appropriate. Discuss the options of clear retainers, in office whitening, or take home whitening if 
 they are interested. If a larger treatment plan will be presented, discuss with the patient you will 
 try to work this over a couple of years, so we can use their insurance money instead of money 
 out of their pocketbook. At this point the conversation should be using words us and we. You 
 and the patient are now a team, both working to get them to a point to where they are healthy. 
 Review and phase the treatment plan with the hygienist. If SRPs are indicated, tell the patient 
 the hygienist is more popular than you are, so it might take longer to get in with them. Phase all 
 extractions of unrestorable teeth before the cleaning to allow the hygienist an easier SRP. Once 
 the treatment plan is printed, verify the fees and treatment plan financials for accuracy. The 
 hygienist or assistant should retrieve the treatment plan from the printer, giving you time to ask 
 the patient if they had any questions on the treatment. As you show the treatment plan to the 
 patient, tell them they have great insurance. It is important to assure them the money they are 
 spending every month is going to a good cause. You may mention that we’re in-network with 
 their insurance and we’re in-network with every insurance under the sun, so if they ever change 
 insurances we’ll still be in-network. Tell the patient the treatment plan is an estimate, that 
 sometimes the insurance companies lie to us upfront and it can come back a little bit off, but 
 usually it’s pretty accurate. The first column on the left is the amount your insurance company 
 tells us we have to charge you. The second column is what they pick up. The final column is 
 your out-of-pocket. Discuss possibly getting through what is covered by their insurance this 
 year, and leaving the other item until next year when they’ll have new insurance benefits. After 
 reviewing where you’d like to get this year, turn to the patient, look them in the eye and ask, 
 what do you want to do, and when do you want to do it. This allows the patient time to think and 
 get done what they feel is best for their health and finances. After reviewing the game plan, tell 
 them the hygienist will schedule the first few appointments. Before leaving the room, address 
 the patient by their first name, tell them you are excited to get them looking and feeling great. 
 Tell them you will work your fingers to the bone to make sure they get the result they want. 
 Believe it, love your patient, and back up your words with hard work, and clinical excellence to 
 make them want to refer their friends. 

 Wisdom Teeth Extraction: 
 All wisdom teeth with potential pathology should be removed. If a 3rd molar is preventing bone 
 from being formed behind the 2nd molar it should be removed. If a wisdom tooth is angled to 
 make the patient at risk for future caries on the 2nd molar it should be removed. Older patients 
 with bone covering the crown of the 3rd molar may monitor the tooth in the long term. Patient, 
 you have a wisdom tooth that can cause you problems in the future. It’s not something we have 
 to do today, but you’ve had a history of cavities, and you’ll never be as young as you are today. 
 As you age your manual dexterity goes down, I would hate to have to pull you out of a nursing 
 home to get this wisdom tooth out because you can’t clean it, and now we have a wisdom tooth 
 and the tooth in front of it to get out, simply because you didn’t get it out when you’re young. 
 Then it turns into a bigger procedure because you might be on a blood thinner and your bone is 
 more brittle. If we get it out here in the next year the procedure is easier, the recovery still sucks, 
 but you never have to worry about it again. At the end of the treatment plan, ask the patient, 
 what are their thoughts on the wisdom teeth. What are you thinking about the wisdom teeth? So 
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 I’m going to get you numb, then I’m going to get you more numb, then I’m going to test to make 
 sure you are numb. You’re going to feel wiggling and pressure, nothing I can do about that. 
 Usually you will push on their shoulder to emphasize the pressure they will feel. If you feel 
 anything you don’t like you will simply raise your left hand and I’ll stop immediately. You are the 
 boss here, I’m just the hands that help. Constantly ask the patient how they are doing during the 
 procedure. Never assume that the patient indicating they are hurting is just pain. It is your job to 
 make them feel like they are in control and you will not push them clinically. Work on your 
 extraction finesse, making every procedure predictable. The doctor should be the one placing 
 the gauze after the extraction to ensure it is not obstructing the airway and in the correct 
 position to apply pressure to the extraction site. 

 Anterior Chips: 
 Always check for anterior chips that aren’t in occlusion. Consider any exposed dentin (chips, 
 abrasion, abfraction, erosion) as pathologic. Patient, I see you have a chip here on your front 
 tooth. Do you want to get it fixed? If you do want to fix it, it’s a really easy procedure, I don’t 
 have to get you numb, and I don’t take off any tooth structure, I simply roughen the surface so 
 my glue will stick and then we fill it with a white filling material. Your insurance picks up their 
 portion so it’s very cost effective. If you re-chip the tooth, you’re back to square one, but it helps 
 you from continuing to chip that same area, because you’re biting against our filling material 
 versus biting against your tooth. 

 The verbiage, “Do you want to get it fixed?” puts the ownership of that tooth on the patient and 
 what patient does not want to get their front tooth fixed. Patients are nervous that you’ll shave 
 down their tooth and if they re-chip it the tooth will be short, they also are concerned if you use 
 the word filling instead of filling material equating it to a cavity filling. Patients are concerned that 
 this is a cosmetic procedure and their insurance won’t cover it. The words “insurance picks up 
 their portion” conveys correctly the insurance benefits. 

 Non Carious Cervical Lesions (NCCLs): 
 Always check for abfraction lesions that are ledged, deep (>1 mm), or stained. Consider any 
 exposed dentin (chips, abrasion, abfraction, erosion) as pathologic. Patient, I want to show you 
 something, pull out the mirror and have the patient hold the mirror. You’ve got an area next to 
 your gum that you’ve shelled out. Point out the worst one if there are multiple to the patient 
 using the mirror. Do you see this area? Make sure they can see it. This is possibly caused by a 
 few things, first acid in your diet, second maybe a hard bristled toothbrush at some point in life, 
 and third clenching of your teeth and like a tree swaying in the wind the bark is falling off. It’s a 
 really easy fix. I don’t have to get you numb, and I don’t take off any tooth structure, I simply 
 roughen the surface up so my glue will stick and then we fill it with a white filling material. Your 
 insurance picks up their portion so it’s very cost effective. This insulator filling will help if you’ve 
 got cold sensitivity on that tooth, and it’ll help you if you’ve been brushing too hard, because 
 instead of brushing on the interior of your tooth next to the nerve, you’ll be brushing on our 
 insulator filling. Some people are really aggressive on brushing and these types may brush all 
 the way until they need a root canal. If we see that you’re continually breaking these off, we 
 might recommend a night guard to prevent the tree from swaying as much at night. You’ve got a 
 few of these, so we can do them all at once, it will take us about 30 minutes to do them all. 

 Treat NCCLs like any other pathology and treatment plan accordingly. The use of resin modified 
 glass ionomer (Fuji II LC) has been successful. 
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 https://www.dentaltown.com/onlinece/details/419/managing-the-causes-of-non-carious-cervical-l 
 esions 

 Whitening: 
 At every comprehensive oral exam, ask the patient if they are interested in whitening. If the 
 patient says no, simply say ok, do not try to sell them something they don’t want. If they say yes, 
 explain we have two versions, first the in-office whitening and the take home kit. The in-office 
 whitening is an intense procedure that can get their teeth a couple of shades whiter in an hour 
 and fifteen minute appointment. It is an intense procedure so we have them use sensodyne 
 toothpaste for two weeks and they’ll take a motrin an hour before the appointment and the night 
 before to reduce sensitivity. The sensitivity lasts at most 24 hours. The in office whitening is 
 $225 which is a steal of a deal since most dentists charge $3-400 for the procedure. The 
 second version is the take home kit, it’ll get you the same result but will take much longer. It is 
 $75 and some people do both for $300 to get white quickly then maintain with the take home kit. 

 Deep caries needing root canal: 
 Try to assess these types of situations before you begin removing caries. Patient, this cavity 
 looks pretty deep, I’m going to see if I can take out the caries without getting into the nerve, but 
 if I do, we’ll have to talk about a root canal. Once you fall into the nerve space, or see blood, 
 discuss with the patient either temporizing the tooth now and doing the root canal at a future 
 visit, or doing the root canal right now. Patient, it looks like the cavity went into the root canal, 
 and you’re going to need a root canal to prevent the tooth from abscessing. A root canal is like a 
 bigger cavity filling. I'll take out the infected nerve, seal it up with a piece of rubber, and then 
 you’ll need a cap on the tooth to prevent it from breaking in the future. Your insurance tells us 
 your out of pocket will be $XXXX dollars. When do you want to do the root canal? 

 Deep caries possibly needing future root canal: 
 Try to assess these types of situations before you begin removing caries. Patient, this cavity 
 looks pretty deep, I’m going to see if I can take out the caries without getting into the nerve, but 
 if I do, we’ll have to talk about a root canal. If you do not fall into the root canal space or see 
 bleeding, tell the patient that you might have gotten lucky with just a cavity filling, but sometimes 
 what happens is microscopically we’ve sealed bacteria under the cavity filling and it can migrate 
 to the nerve and infect it. If it does infect the nerve, the tooth will hurt out of the blue and wake 
 them up at night. If so we’ll need to do a root canal to clean out that infected nerve. It may be 
 indicated to use a base or liner. Studies and experience have shown that Resin Modified Glass 
 Ionomers (RMGI) are a great material for deep caries. 

 https://www.dentaleconomics.com/science-tech/article/16392310/ask-dr-christensen 

 There is also evidence that the use of liners and bases is not needed with the use of modern 
 bonding agents and composite fillings. 

 https://www.dentaleconomics.com/science-tech/article/16384943/bases-and-liners-cant-live-with 
 out-them-or-can-we 
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 Extraction with bone graft: 
 During the treatment planning of an extraction, discuss with the patient if they want to restore 
 that tooth with an implant in the future. What happens to bone if it’s not used is it will atrophy. If 
 the patient is thinking about having an implant in the future it’s best to place a synthetic material 
 in the extraction site to reduce the amount the bone atrophies before placing the implant. The 
 bone graft material does not have cadaver bone in it, it’s completely synthetic. It’s a simple 
 procedure done during the extraction process. 

 6.27.2018 Initial Pano 

 7.9.2018 Extraction and Augmabone placement 

 70 



 7.25.2018 Follow up 

 2.11.2019 Follow up 
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 2.11.2019 Follow up 

 5.30.2019 Follow up 
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 Pedo fillings: 
 Encourage parents or caregivers to be in the room with their young child during any procedure. 
 Parents and children want their child to be safe.  If you can’t provide a safe environment, don’t 
 do the procedure.  Many times children will cry even when the provider has not touched them. 
 Imagine what the parent would feel if their child comes to the waiting room crying not knowing 
 what happened, vs coming to the waiting room with their child knowing the doctor didn’t hurt the 
 child, it was simply the child overreacting.  We have a cavity bug in your tooth, so this is what 
 we do. We use something called magic bubbles that get you numb. The magic bubbles go in 
 with a little pinch just like a mosquito bite. Gently tap quickly on their arm to emphasize how 
 quickly it is. Once the magic bubbles go in, you’ll feel like a half of a chipmunk, and half your 
 face will feel really big. Then we come in with a motorcycle and buzz out the cavity bug. 
 Sometimes the motorcycle tickles, if it tickles too much, you can smile, but I can’t have you 
 laugh, because then your head will bobble all over the place and I won’t be able to get the cavity 
 bug out. Then we’ll use some blue shampoo to clean it out. Then we’ll put a ring around your 
 tooth and fill up the cavity with a white princess or white Power Rangers filling. If you do really 
 well, you will need to stop by the treasure chest before you leave. Always begin with just one 
 cavity filling to acclimate the patient to the experience. Always use a 30 gauge needle and 
 immediately after applying a drop, begin talking about something other than dentistry, usually 
 sports. Always tell the patient how tough they are. 

 It is important to have everything set up and treated quickly. Young patients like to see then do. 
 Show them every instrument except for the needle before putting it in their mouth. Use words 
 that sound non-invasive such as magic bubbles for anesthesia. Motorcycle for high speed 
 handpiece. Shampoo for etch. Tooth ring for tofflemire. It is important to express to the patient 
 what you’re doing might tickle, but if it tickles too much to just tell you and you’ll stop. Most 
 young patients have been programmed to think that anything dental will hurt, so as soon as they 
 feel the vibration from the burr, they equate that with pain. A soon as the burr touches the tooth, 
 ask them if that tickles too much. They will think to themselves, yes that is a weird feeling, but it 
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 doesn’t tickle too much, and this is totally normal. Before applying the etch ensure you tell them 
 it’s shampoo so they do not think it’s another magic bubble from before. Be verbal during the 
 entire process so they and the parent know that the procedure is moving along very well, and 
 that you’re almost done. 

 If a child refuses to open or begins crying, do not waste your time trying to convince them to do 
 the cavity filling. Consider nitrous or refer the patient to a pedodontist. You do not want your 
 office staff and patients feeling like you’re pushing the patient clinically. Have a code word that is 
 the point of no return for your assistant. If you mention the word refer, that means we are done, 
 they are going to the pedodontist, no questions asked. It is better to get them to an environment 
 where they will be comfortable and have less chance of creating an emotional scar. 

 Pedo Sealants: 
 The sealant status of all pediatric patients’s permanent molars should be assessed. Glass 
 Ionomer sealants should be considered as they do not require etch and have been found to be 
 as if not more effective at reducing caries. They also do not require perfect isolation like the 
 resin sealants do. The following guide shows the different uses of the GC America products 
 including GC America Triage used for sealants. 

 http://www.gcamerica.com/products/operatory/EQUIA_Forte/GCA_GI_Guide-2016-iPad.pdf 
 http://www.gcamerica.com/products/operatory/EQUIA_Forte/GCA_GI_Bro-iPad.pdf 

 Glass ionomer cements as fissure sealing materials: yes or no? 

 http://www.gcamerica.com/products/preventive/GC_Fuji_TRIAGE/ 

 Pedo Extractions: 
 Many parents, especially mothers are concerned when their children’s adult teeth are erupting 
 without the corresponding primary tooth exfoliating.  It is important to validate their concerns and 
 give them the option of extracting the primary teeth as soon as the parent and child are 
 comfortable.  It is appropriate to monitor primary teeth up to a year after their normal eruption 
 timeframe.  Beyond a year, it becomes important to remove the primary teeth to help the 
 eruption of the permanent tooth.  Never extract a primary tooth without a panoramic xray.  In 
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 summary the following primary teeth should be considered for extraction.  1. Teeth beyond a 
 year after the appropriate eruption timeframe.  When parents are concerned about a tooth 
 erupting.  3. When an adult tooth is erupting without the primary exfoliating properly.  Always 
 give the parents and the child the option to extract that day, or alternatively schedule an 
 appointment in two weeks and give the child a chance to pull the tooth themselves.  If they are 
 able to remove the tooth themselves, they simply call to cancel the extraction appointment. 
 Explain the process of getting the tooth numb with magic bubbles and wiggling the tooth if they 
 can’t get it out themselves.  The words pulling or extracting should never be used.  The parents 
 and child may be relieved they have the chance to save money and attempt to remove the tooth 
 themselves.   Use proper progressive anesthetic technique.  Encourage the caregiver to be in 
 the room, and many times you can apply pressure with your finger to extract the tooth.  Use 
 rotational movement to reduce pressure.  Do not push the child clinically, making them cry or 
 scream.  Pushing children clinically simply creates an emotional scar that will prevent them from 
 seeking dental care in the future. 

 Anesthetic Technique: 
 One of the biggest practice builders is proper anesthetic technique. It has been shown that a 
 bent (not at the hub) 30 gauge needle allows better access to hard to reach areas of the mouth 
 including the IAN block and the posterior maxilla of the opposite side of the mouth, such as #14 
 buccal for a right handed dentist. Many times it is indicated to use a 30 gauge needle instead of 
 a 27 gauge needle for maxillary infiltrations especially in the anterior. The use of a topical 
 anesthetic may be used, but many times it is only a placebo and can make the patient 
 uncomfortable with a bullous in their mouth. It is recommended to not use topical anesthetic 
 unless specifically requested by the patient. 

 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4462699/ 

 Two anesthetics are used to predictably and safely numb all patients. For most patients, 
 lidocaine 2% w/ 1:100k epi should be used. It is FDA pregnancy category B. An adequate 
 amount should be used, usually at least 3 carpules for adults. For heart problem patients, 
 prilocaine 4% plain (citanest) should be used. 

 The use of articaine 4% has shown an increased risk of non surgical paresthesia. 
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 All providers need to use the scoop technique to cap their needle.  It is also indicated to use 
 anesthetic syringe holders at every operatory to reduce exposures with the staff. 

 Progressive Anesthesia: 
 Progressive anesthesia is one of the biggest practice builders.  Read carefully.  Progressive 
 anesthesia allows patients to feel very little anesthesia administration. Administer 1-2 drops of 
 anesthesia under the mucosa and immediately remove the needle. Wait 30 seconds for the 
 anesthesia to take effect, then administer more anesthesia stopping each time just as the 
 patient starts to feel any discomfort. Ensure to anesthetize the papillae around the tooth you are 
 working on, starting at the facial, blanching the papilla then moving toward the lingual if needed. 
 Never assume that the patient’s signal of pain is just them feeling like it’s pressure. Never 
 assume it is pressure when it is really pain. Always tell patients before extractions they will feel 
 pressure, but if they feel any pain just raise their left hand. If a patient raises their left hand ask if 
 it is pressure or pain. If they indicate it is pain, NEVER tell them or assume or continue forward 
 dictating what they perceive as pain to be pressure. If you continue on, assuming you know 
 more than they do as to their perception of pain, you are pushing them clinically and will never 
 see them again. 

 Palatal Anesthesia: 
 Do not give anesthesia on the palate until the patient requests it.  Anyone receiving 
 unrequested palatal anesthesia will probably never come back  . This is especially true for 
 the upper anteriors. For example, after giving 4 carps of lidocaine on the buccal and on the 
 papilla, try luxating the tooth. If there are no signs or signals of pain from the patient, you may 
 continue. If the patient signals pain exists, ask the patient if it’s on the cheek side or on the 
 tongue side. If they say on the tongue side, they’ve now given you permission to give them 
 anesthesia on the palate. Tell them you will get them numb on the tongue side, but tell them 
 these aren’t the funnest shots. Give them 1 drop of anesthesia towards the gingival margin on 
 the palatal side of the tooth, watching it blanch towards the apex. They will probably signal 
 discomfort. At this point ask them if that was the spot they were feeling before. This reaffirms 
 that the patient is only receiving anesthesia where THEY requested. Give the next shot within 
 the border of the blanched area. Continue giving anesthesia progressively until the patient is 
 profoundly numb. 
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 Self Assessment of Your Extraction of Teeth Ability: 
 As a new doctor you need to create a battle plan (surgical plan) and assess every extraction 
 and its difficulty.  Assign positives and negatives to the extraction then assign its difficulty score. 
 Assess your ability often and shadow experienced doctors especially during extractions that are 
 higher than your ability.  During your shadowing, explain what scores you’ve been able attain 
 and which negatives are difficult for you.  A sample extraction assessment may look like this. 

 Positives  Negatives 

 Younger Patient  Older Patient 

 Infection causing bone loss  Solid Bone Around Tooth 

 Short Roots  Long Roots 

 Coronal Remnants  No Coronal Remnants 

 Female  Male 

 Not in occlusion  Bruxism 
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 Conical Roots  Curved Roots 

 Periodontal Disease  No Bone Loss 

 Not close to IAN/Sinus  Close to IAN/Sinus 

 Difficulty Score ____/10 

 Extraction of Teeth: 
 Patients occasionally request to go on antibiotics before an extraction. It’s important to get the 
 source of the infection out of their head. You may put a bandaid on a sliver in your arm, but until 
 you get the sliver out, it will never heal. I’m going to first get you numb. Then I’m going to get 
 you more numb. Then I’m going to test to make sure you’re numb. The patient is being 
 reassured they will not feel pain during this procedure. There will be some wiggling and some 
 pressure, but if you have any pain during the procedure, tell me and I’ll stop immediately and 
 get you more numb. Place your knuckle on the patient's shoulder and apply pressure and 
 wiggling as you say the words “wiggling and pressure.” The patients will have no question what 
 pressure and wiggling are, and those are non-invasive types of feelings. You’re totally in control 
 during the visit. Patients are concerned that if something hurts, they won’t be able to stop you. 
 You are reassuring them that they are in control, you will never hurt them, and they can stop you 
 at any moment. During the procedure, periodically ask the patient if they’re doing OK. It is 
 important they know you’re concerned for their comfort. Upon completion of the procedure, tell 
 the patient how well they did. Patients like to hear their own name and know that they did well. If 
 there was a tooth that had many options, e.g. retreat, RCT etc, mention that the patient is not 
 going to miss this tooth. This reassures the patient they made the right choice. For future visits 
 they feel, hey I can do this, and the doctor said I did well, I’m a good dental patient. The doctor 
 should place the gauze at the extraction site to ensure it doesn’t block the airway or cause 
 gagging and also is in the right spot to apply the needed pressure to stop bleeding. Post 
 operative instructions should include a statement they will have a couple hours of bleeding, and 
 a couple days of pain. I’m going to give you some extra gauze, switch what I’ve put in your 
 mouth out in 20 minutes, then throw the gauze away in an hour. I’m going to give you some post 
 op instructions so you don’t have to remember anything I tell you. I’ll be giving you some pain 
 reliever, use it at night, but don’t drink and drive on it. If you need something when you’re out 
 and about or at work, use your Ibuprofen or Tylenol or alternate them every 4 hours. Tell them 
 you’ll give them a call later that night to make sure they’re OK and they have your phone 
 number and give you a call if they need anything. Nightly follow up calls are a way to distinguish 
 yourself as a provider that really cares for the patient’s well being. 

 Extraction Post Operative Pain: 
 If a patient presents with post operative pain, it is imperative to be attentive to the patient’s 
 needs. Being dismissive about the pain will lose the patient’s trust in you. Inspect the extraction 
 site and order a periapical or panoramic xray if necessary. Tell the patient you will apply a full 
 court press to get it going in the right direction. The full court press includes having the 
 assistants rinse out the wound with Peridex rinse. Prescribe Peridex rinse to the patient and an 
 antibiotic, usually Amoxicillin. You will give them the same syringe to use at home applying 
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 power rinses or short bursts of Peridex to dislodge any food and bacteria. Prescribe additional 
 pain reliever of their choice. The assistants will also apply dry socket paste efficiently to the 
 extraction site giving relief to the patient for a few hours. For patients in extreme pain, it might 
 be appropriate to anesthetize the area so the patient can get some needed rest. 

 Root Canal Treatment: 
 Most patients equate root canals with a long drawn out process with a lot of pain. Explain that a 
 root canal is like a longer cavity filling, but that we go in and take out the infected nerve. No one 
 wants an infected nerve in their mouth. Explain you’ll get them profoundly numb, then put a 
 rubber umbrella around the tooth, then take the infected nerve out. If they feel any discomfort 
 during the procedure you will simply get them more numb. For patients that have acute 
 symptomatic irreversible pulpitis, explain that it takes a little more to get them numb, so they 
 aren’t surprised when you may have to give them intrapulpal anesthesia. Be verbal during the 
 entire process so the patient knows when you’re almost finished. Continue asking if the patient 
 is doing OK. They’ll be pleasantly surprised when they don’t feel any pain. All root canals need 
 to be documented with a final radiograph. The radiograph should show adequate fill to the apex 
 of the tooth. At any time during the procedure if you are not finding a canal or not comfortable 
 with the procedure, either reschedule the patient for another appointment, or refer to a 
 specialist. Specialists are accustomed to take on the toughest cases. Discuss with the patient 
 that they have an infected nerve. A root canal is essentially like a bigger cavity filling where we 
 clean out that infected nerve and then seal the canal with a piece of rubber. The procedure is 
 painless, the biggest part of the procedure is their mouth will be open for about an hour. If they 
 do get tired we will give them breaks. If they feel anything more than vibration just tell us and 
 we’ll get you more numb. If they do fall asleep and start snoring we will wake you up. During the 
 procedure continually ask the patient how they are doing. Again emphasize that this is totally 
 normal and it will be nice for them to not have pain in their teeth. A root canal is always much 
 better than an implant, because if it fails they can always do an implant, but if an implant fails 
 they have no good plan B. A root canal is much cheaper than an implant anyway. During the 
 procedure and after getting to the apex with minimal apprehension, you may mention that this is 
 just like a tooth massage without the white towels and hot rocks. If finances are a concern there 
 are several options. We can take out the infected nerve (pulpectomy) for a couple hundred 
 dollars. Then we’ll come back when you have the rest of the money and we’ll seal up the 
 canals. If they have run out of insurance, discuss doing the pulpectomy and sealing it on a date 
 they are eligible for insurance. Discuss the need for a crown but do not force them to have to 
 get the crown soon. You may elect with the patient to reduce the occlusion and get them the 
 crown up to a couple years down the road. Adequate anesthesia includes infiltration at the 
 papilla. This reduces the chance of accessory canals contributing to the ability to not achieve 
 anesthesia. It may be necessary to give intrapulpal anesthesia if other methods fail. I’m going to 
 give you some numbing juice right where it is hurting, you’ll feel some pain, but it will go away. 
 Express anesthesia into the pulp and maintain the needle in the pulp. It is necessary to obtain 
 back pressure while giving anesthesia to ensure the numbing agent reaches as apical as 
 possible. Continue small doses each time asking the patient if they feel pain now. It may require 
 several doses until the patient does not feel the pain. 

 Root canal access tips and tricks 
 Accessing canals and obtaining patency is often the most difficult portion of a root canal.  When 
 performing a root canal, it is essential to know the typical canal anatomy including the number of 
 canals found in each tooth and where each canal is located.  It may be appropriate to obtain a 
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 preoperative CBCT to understand the tooth anatomy.  Begin by flattening the molar or premolar 
 cusps for teeth that will be crowned with the crown prep or egg shaped diamond bur. This may 
 be done before rubber dam placement to allow assessment of the anesthesia.  This also allows 
 for better length measurement as the stopper has a more repeatable measurement point.  This 
 also allows shorter hand and rotary files to reach the tooth apex i.e. you will be able to use 
 25mm files for teeth with canal lengths of 24mm instead of having to switch to 29mm files.  It is 
 imperative to know typical distances from the occlusal surface to the pulp ceiling, pulp ceiling to 
 pulp floor, and from the pulp floor to the furcation. 

 Occlusal surface to pulp ceiling = 6 mm 
 Pulp ceiling to pulp floor = 2 mm 
 Pulp floor to furcation = 3 mm 
 Total distance from occlusal surface to furcation = 11 mm 
 https://www.dentistrytoday.com/sp-1193718828/ 

 Once these measurements are understood, measure your access bur, typically your crown prep 
 bur.  End safe burs are usually only used by doctors who don’t understand length parameters 
 and haven’t measured their access burs.  Once a pulp horn has been identified, use the orifice 
 opener to widen the access.  It is appropriate for new doctors to know pulp anatomy by setting 
 extracted teeth in stone and using stone grinder to remove tooth from occlusion surface to 
 furcation to inspect anatomy, color, and canal shape. Assessing teeth in this manner allows 
 doctors to better understand tooth morphology and canal configurations.  It may be appropriate 
 to clean and shape extracted teeth, although many times they are drier and more calcified than 
 a typical clinical scenario.  Dentin over pulp ceilings has a white/yellowish color and the pulp 
 floor has a dark color.  The orifice opener is often an excellent tool to find difficult to locate pulp 
 horns and orifices. After the first pulp horn is located, remove the rest of the pulp ceiling and 
 dentinal triangles using horizontal feather strokes.  The orifice opener should be inserted ⅔ of 
 the cutting length into each orifice to allow for proper dentinal triangle removal and prevent hand 
 and rotary files from binding at the coronal aspect of the canal. 8 or 10 hand files are then used 
 to find patency.  Occasionally a thin glidepath and/or 20.06 rotary file may be used to find 
 patency.  Placing the apex locator on the rotary file or using a rotary system with an apex locator 
 may be appropriate.  All hand files should be bent in a half moon shape and used in an auger 
 motion to obtain patency.  Measurements are most accurate when the file is wound clockwise 
 through patency, then unwound counterclockwise, noting when the file comes back coronally 
 through the foramen. Forward progress is important during canal location.  As canals are 
 located, the location of other canals becomes more apparent.  One the first canal is located, the 
 doctor has more confidence as to how apical all other canals should be.  Once one canal’s 
 patency has been measured, other canals should have approximately the same length.  If you 
 are able to get patency in one canal, but not another, yet the measured length is within 1mm, it 
 may be assumed the lamina dura is dry and not completing the circuit for the apex locator to 
 measure.  It is always safer to obturate too short vs too long.  1mm too long or 3mm too short is 
 clinically acceptable.  Do not create an orifice or zip the tooth if you can’t find patency.  It may be 
 appropriate in rare cases to obturate only canals that are able to be located leaving calcified 
 canals unobturated. Reassess these teeth for resolution of pathology before crowning the tooth. 
 Many times calcified canals have created their own obturation and do not allow bacteria to 
 migrate to the apex. 
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 Using perio probe to measure bur length  Orifice Opener 

 Separated File Protocol 
 If you separate the file, it is important to ensure it’s not through the apex.  It should not be, since 
 there should never be instrumentation past the apex especially with use of a good finger stop at 
 all times during instrumentation.  It is imperative and legally required that the patient understand 
 there is a separated file in their tooth.  The verbiage is, “Part of the file used in the preparation of 
 the canal stayed in the canal.  It’s not outside of your tooth, and I’ve used it as part of the 
 sealing process.  If it ever gives you issues, of which there is almost zero chance it will, we’ll get 
 you to a root canal specialist.”  Obterate over the separated file by cutting the final gutta percha 
 point.  Do not try to instrument around the file with another rotary file. You may try to instrument 
 gently around the file with a hand file. 

 NaCLO Exposure Protocol 
 Here’s how to know a NaOCl Incident is occuring: 

 ○  Patient experiences sudden pain while doctor is irrigating, most likely with NaOCl 
 ○  Site adjacent to irrigated tooth rapidly swells 

 Here’s how to treat it/manage the situation: 
 1.  Remain calm. The situation is scary for the patient and team. 
 2.  Act fast. A quick response could lead to less pain and a quicker recovery 
 3.  Remove the rubber dam and inform the patient “you are reacting to the medicine used to clean your tooth so we 

 are going to rinse the tooth really well with water.” 
 4.  Flush site with water using the air-water syringe or (even better) irrigate with saline 

 a.  Usually irrigating with saline is very difficult because the patient is in pain but, remember “the solution 
 to pollution is dilution.” 

 5.  Rx: Pain medication, Antibiotics, and Steroids (i.e. Medrol Dosepak) 
 6.  Call the patient's emergency contact ASAP, and ask them to come to the office immediately. 

 a.  Explain to the pt’s EM contact “While cleaning out the infected nerve which is one of the last steps of 
 the Root Canal treatment, [pt’s name] had a strong reaction with the medicine.” 

 i.  Try to avoid words such as “accident” and “bleach.” 
 7.  Call your local/go-to OS and inform them of the situation and ask for guidance and keep a record of the phone 

 call. 
 8.  Help the patient alternate applying cold and hot compress at the affected site. 
 9.  Inform patient and EM contact/Guardian (if applicable) swelling will dissipate within the next hour and allow 

 patient to either: 
 a.  Go to the ER (where they will likely have to wait a while to be seen) 
 b.  Stay in their current dental chair until the swelling is noticeably better 

 10.  Inform patient and EM contact/Guardian (if applicable) they will experience pain and tenderness for the next few 
 days and they will likely have large bruising around the affected site (rapid swelling = bruising) 
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 11.  Have EM contact retrieve medicines immediately (if possible), so your patient can ideally start taking Medrol 
 Dosepak, pain meds, and antibiotics in the chair. 

 12.  Place cotton pellet and temporary restoration at endo access to allow for continued drainage. Do NOT finish 
 RCT. 

 13.  Release the patient from the dental chair once swelling is noticeably better and provide patient/EM 
 contact/Guardian with verbal and written instructions for post-op management, i.e. continue using pain 
 medication PRN, take entire course of antibiotics and Medrol Dosepak, continue alternating hot/cold compress 
 at 10-15min intervals for the next 24 hours PRN. 

 a.  Inform the patient not to apply hot/cold compress with too much force and to always make sure the 
 hot/cold compress is not directly placed on the skin 

 i.  Recommend using a warm towel as the hot compress and use an ice pack wrapped in a 
 cloth as the cold compress 

 14.  Post-op call patient on Day 1 (day of incident): answer questions and reiterate the importance of post-op care 
 15.  24h post-op call: ^ 
 16.  48h post-op call: ^ 
 17.  PRN post-op call & schedule patient back for follow-up visit 5-14 days after incident. 
 18.  Once all pain and swelling have completely dissipated, schedule the patient back to finish RCT and irrigate with 

 CHX and inform the patient “I am using a different medicine to finish cleaning out your tooth before we 
 completely close it off.” After irrigating with CHX, continue RCT normally. 

 Apex Locator Use 
 The apex locator is simply a circuit finding instrument.  Sometimes doctors state that the apex 
 locator isn’t working.  The apex locator always works, you simply aren’t completing a circuit.  If 
 you cannot find patency, understand that being short is better than being long.  How do you 
 know that?  Take any licensing test and their failure parameters are over 1mm long is a failure 
 and more than 3mm short is a failure.  This tells you that being short is better than being long. 
 The other important concept is that xrays will never get you patency.  The only time you should 
 need to take interim xrays is when you’ve lost anatomy and you’re needing to see if you’re in the 
 mesial or distal canal.  Trying to find length using xrays is not accurate and wastes a ton of time. 
 Spend the time you would have spent taking xrays to try to negotiate the canal.  Have time limits 
 on how long you will spend trying to find the canal, if you can’t find the apex within that time 
 limit, move onto other canals, or apply NaCLO and create a breakout point.  Positive forward 
 movement is important, if you can’t get patency in one canal, keep on moving forward on the 
 other canals and the anatomy of the pulp floor will become more visible and apparent. 
 Understand that all canals are 21 mm in length give or take a standard deviation.  If you’re 
 getting a length of 15 that’s probably too short, if you’re getting a reading of 28 mm, that’s 
 probably too long.  If you have a necrotic canal and there is a dry abscess beyond the apex, you 
 may not get a reading of a completed circuit because the apex locator is in a dry abscess or is 
 hitting the dry lamina dura and not completing the circuit.  Simply apply NaCLO to the canal and 
 see if it will help complete the circuit.  If after applying NaCLO you still don’t get a consistent 
 reading, use the other canals to calibrate your length.  You may alternatively hook your apex 
 locator to your rotary instrument and allow it to pull itself to the apex.  Absolutely don’t apply 
 pressure, hoping to find (make) an apex.  This will reduce the retreatability of the canal, in the 
 case that the lesion and/or symptoms don’t resolve.  If you do end up short, by less than 3 mm, 
 understand, there is very little bacteria that is able to migrate to the apex since you’re obturating 
 everything coronal to the microscopic (your 10 hand file can’t get through) constriction. 

 Root Canal Step by Step 
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 Room setup including endo box from endo drawer, endo motor, endo motor tip, NaCLO 
 (sodium hypochlorite) 

 If single rooted tooth set up guttacore oven and place guttacore obturator on oven 
 Place hole in the middle of rubber dam (umbrella) using rubber dam punch 

 If anterior tooth place hole 1 inch from side of rubber dam 
 If posterior tooth place hold in the middle of the rubber dam 

 Obtain patient consent using “Consent For  Endodontic (Root Canal) Treatment” form 
 Walk out procedure, reviewing finances 
 Give preoperative instructions, if the patient feels anything more than vibration raise their left 
 hand, if they get any saliva behind the rubber umbrella, raise hand and the assistant will 
 suction on the opposite side of the clamp. 
 Gives initial anesthesia 
 Rinses anesthesia 
 Break out point (optional) 
 Progressive and profound anesthesia 
 Remove cusps to obtain flat occlusal surface for easier measurements with rubber stop 
 Begin access to assess anesthesia 
 Place endo clamp on tooth 
 Hand rubber dam to doctor 
 Adjust rubber dam orientation to give patient adequate airway space 
 Place rubber dam over clamp 
 Lightly hold rubber dam on top and bottom away from clamp, do not stretch 
 Assess rubber dam placement around wings and adjacent teeth 

 If inadequate rubber dam seal, hand plastic instrument to doctor 
 Use plastic instrument to create adequate seal around clamp wings and adjacent teeth 
 Use wedjet in place of clamp for malpositioned teeth. (Optional) 

 Hand framework in “U” and curve with chin orientation 
 Stretch rubber dam lightly over framework 
 Hold corners of rubber dam lightly while doctor places rubber dam over framework 
 Access through pulpal ceiling 
 Widen access to all canals, removing dentinal triangles 

 Doctor may order PA or BW to help with canal orientation 
 Remove framework, but leave rubber dam and use  green (endo) XCP to take PA 

 Suctioning during all high speed bur usage, followed by 2 second rinse, then 1 second puff of 
 air into the access hole while using high speed suction. 
 Ensure endo motor set to 4 Ncm, and 200 rpm 
 Orifice opener to ⅔ of cutting surface to ensure coronal opening and to find hard to find 
 orifices 
 10 file using watch winding motion to obtain patient 
 Place apex locator hook on lip and clamp on rubber dam 
 Place clamp on 10 file, and wind 10 file through patiency 
 Unwind 10 file back through patency until apex locator moves from constant beep to 
 intermittent beeps 
 Adjust rubber stopper with hand or endo explorer to repeatable cusp landmark 
 Read canal and length to assistant 
 Write canal abbreviation and corresponding length on paper pad 
 Place RC Prep on paper pad 
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 Inspect rotary files before every use for undwinding/damage 
 Damaged rotary files are bent and placed on tray 

 1 - Pla  ce RC Prep on 20.06 (EdgeEndo) (glidepath)  file and slowly rotary to patiency 
 Inspect rotary for dentin build up and undwinding, cleaning and discarding as necessary 
 Clean rotary with own 2x2 gauze or EndoSwipe (assistant cannot clean endo file while 

 doctor is holding it) 
 Reestablish patency with 10 or smaller hand file if rotary doesn’t go to length 

 Every time the doctor removes the endo file, apply 2 second rinse, then 1 second puff of air 
 into the access hole while using high speed suction. 
 Apply NaCLO (sodium hypochlorite) passively with bent needle 
 Suction thoroughly, ensuring no leakage of NaCLO under the rubber dam, it will cause the 
 patient to gag! 
 Break out point (Optional) 
 Assess need for suction behind rubber dam 
 2 - Pla  ce RC Prep on 25.06 (EdgeEndo)  file and slowly  rotary to patency.  Wipe walls 360 
 degrees to clean smear layer and create consistent glidepath 

 Inspect rotary for dentin build up and undwinding, cleaning and discarding as necessary 
 Clean rotary with own 2x2 gauze or EndoSwipe (assistant cannot clean endo file while 

 doctor is holding it) 
 Apply NaCLO before change to larger file if current file is dirty 

 3 - Pla  ce RC Prep on 30.06 (EdgeEndo) file and slowly  rotary to patency.  Wipe walls 360 
 degrees to clean smear layer and create consistent glidepath 

 Inspect rotary for dentin build up and undwinding, cleaning and discarding as necessary 
 Clean rotary with own 2x2 gauze or EndoSwipe (assistant cannot clean endo file while 

 doctor is holding it) 
 Apply NaCLO before change to larger file if current file is dirty 

 4 - Pla  ce RC Prep on 30.06 (Brasseler) file and slowly  rotary to patency.  Wipe walls 360 
 degrees to clean smear layer and create consistent glidepath 

 Inspect rotary for dentin build up and undwinding, cleaning and discarding as necessary 
 Clean rotary with own 2x2 gauze or EndoSwipe (assistant cannot clean endo file while 

 doctor is holding it) 
 Apply copious final rinse NaCLO 

 Thoroughly dry tooth, do not use water after final NaCLO rinse as water may contain 
 contaminants 
 Hand paper points (3 per canal)  in splayed orientation with cotton pliers to doctor 
 Bend paper points and dry each canal 

 If unable to achieve hemostasis, let paper point wick for 5 minutes 
 Measure paper point to ensure not pushing through patency, can use heme marked paper 

 point as new measurement (Optional) 
 Re-apply NaCLO and re-clean canal to achieve hemostasis 
 Temporize tooth and have patient return after 2 days to achieve problematic non 

 hemostatic canal. (Optional) 
 Hand Bioceramic Sealer to doctor 
 Place Bioceramic Sealer with black tip passively into canals 

 Use clean rotary file winding counter clockwise to express Bioceramic Sealer to apex 
 (Optional) 
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 Single Rooted Tooth  Multiple Rooted Teeth 

 Unwrap Gutta Core obturator and place in 
 oven 
 Select appropriate size and press start button 
 Hold the obturator centered in oven hole 
 Press release button and guide obturator out 
 of oven 
 Alert patient that the filling material goes in 
 warm and they might feel warmth as it is 
 placed 
 Place obturator over 7 seconds into canal 
 Break off obturator handle 
 Use bur or heat source to remove excess 
 gutta percha 
 Remove rubber dam 
 Place build up, do not need wedge if tooth 
 needs crown 
 Order half pano by assistant 
 Takes half pano selecting side of arch with 
 tooth (Required) 
 Doctor may order post op PA (Optional) 
 Discusses with patient the post operative xray, 
 instructions, and prognosis 
 Schedule or complete crown prep (Optional) 
 Cleans room 

 Place Bioceramic Sealer on paper pad 
 Place gutta perchas on the tray exchange 
 holes 
 Place gutta percha into measuring block, 
 bending gutta percha at measured length to 
 facilitate orifice accessibility and length 
 stability 
 Coats gutta percha with Bioceramic Sealer 
 creating double coat on gutta percha and 
 within canals 
 Places gutta percha in canals, verifying 
 length 

 If gutta percha does not seat to length, 
 re-shapes canal with clean rotary master 
 apical file, then replaces gutta percha to 
 length 
 Hands doctor heat source over tray to 
 prevent patient burn in case of dropped 
 instrument 
 Sears off gutta percha at orifice 
 Use bur or heat source to remove excess 
 gutta percha 
 Remove rubber dam 
 Place build up, do not need wedge if tooth 
 needs crown 
 Order half pano by assistant 
 Takes half pano selecting side of arch with 
 tooth (Required) 
 Doctor may order post op PA (Optional) 
 Discusses with patient the post operative 
 xray, instructions, and prognosis 
 Schedule or complete crown prep (Optional) 
 Cleans room 

 Assistant = Green  ,  Doctor = Blue 

 Endodontic videos to consider: 

 Reciprocation vs Rotation  https://www.youtube.com/watch?v=-50ySXQIpUU&t=28s 

 Improve Endo Success  https://www.youtube.com/watch?v=EHityduXRBc&t=648s 

 Bioceramic Sealer  https://www.youtube.com/watch?v=2s2gSh9xXs8&t=80s 

 Basic BC Sealer Method  https://www.youtube.com/watch?v=adfHZmfGqAo&t=248s 
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 Most Common Master 
 Apical File 

 https://www.youtube.com/watch?v=gdgzLQzbE-s 

 Gutta Core Validity  https://www.youtube.com/watch?v=y00ZpqyCWn4 

 Gutta Core Technique  https://www.youtube.com/watch?v=JHeFMtai3fY 

 Use of Apex Locator  https://www.youtube.com/watch?v=T1t3Ygjw4jU 

 Rotary only touches <50% 
 of canal wall 

 https://endopracticeus.com/three-dimensional-instrumentation-r 
 eaching-next-level-endodontics/ 

 The use of a 30.06 - 35.06 as your Master Apical File 

 Apex locator vs Working Length x-ray 

 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1382221/ 
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 https://www.dentsplysirona.com/content/dam/master/regions-countries/north-america/product-pr 
 ocedure-brand/endodontics/product-categories/endodontic-equipment/apex-locators/promark-al/ 
 documents/END-Clinical-Study-ProMark-Apex-Locator-EN.pdf 

 Irrigants 

 The most commonly used cleaning method for root canals is the use of EDTA then NaOCL. RC 
 Prep contains EDTA, glycol, and urea peroxide. 
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 https://www.aae.org/specialty/wp-content/uploads/sites/2/2017/07/rootcanalirrigantsdisinfectants 
 .pdf 

 Build Up 

 The build-up material used after the root canal is very important in keeping bacteria away from 
 the coronal portion of the root canal. GC America’s Fuji II LC is a RMGI build-up material. 

 http://www.gcamerica.com/products/operatory/EQUIA_Forte/GCA_GI_Guide-2016-iPad.pdf 
 http://www.gcamerica.com/products/operatory/EQUIA_Forte/GCA_GI_Bro-iPad.pdf 

 Root Canal Step by Step 

 Assistant = Green  ,  Doctor = Blue 

 Fillings: 
 Ask the patient how many fillings they want to get done that day. If the caries or abfraction is not 
 into dentin, explain that they may get the filling done without anesthesia. Sometimes the fear of 
 getting a shot is more than the fear of the drill. Explain to the patient that you will get them numb 
 and if they feel anything more than vibration to indicate by raising the left hand. Begin slowly 
 and ask the patient how they are doing. Ensure that all caries are removed. Ensure perfect 
 isolation. Establish a consistent, repeatable pattern for every filling, and explain your reasoning 
 behind restorative materials to the assistant so they can understand what materials are needed 
 for each type of filling. Check for proper occlusion and absence of sharp edges. Ask the patient 
 once completed if the fillings feel perfect. Do not let the patient out of the chair until they state it 
 feels perfect. Tell the patient that you do not see the filling as being high, but if they do feel it is 
 high after they stop being numb, to come in and get it adjusted. 

 Bur Block Setup And Bur Purpose 
 The bur block setup and its organization is a window into your entire practice’s organization. 
 The simplicity and organization is paramount in creating predictable operative dentistry.  Notice 
 there are only 10 burs on the setup, not 11, not 9.  Notice the usage of each bur.  Many doctors 
 want to add “their” favorite bur, complicating the simplicity.  Assistants then are not able to 
 repeat the setup, and many times the bur setup check is skipped on their end of clinical week 
 assistant check off. 
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 1.  Arkansas stone 
 Polishing fillings and crowns. 

 2.  Flame diamond 
 Class 5 contouring next to gingival margin. 

 3.  Egg shaped diamond 
 Occlusal adjustment. 

 4.  Round diamond 
 Partial denture rest preparations, deep caries removal without heating pulp.  The use of the round diamond 
 eliminates the contra-indicated use of the slow speed with a round carbide.  The use of a round carbide with a 
 slow speed, heats the pulp, causing unnecessary post operative sensitivity.  The use of the slow speed also 
 requires additional burs, assistant training, and sterilization.  There is simply no use for a slow speed in the 
 office. 

 5.  Interproximal diamond. (Mosquito Bur) 
 Occlusal and buccal stain/caries diagnosis and removal.  Whenever you have a questionable caries/stain on the 
 occlusal or buccal, instead of watching it or preparing it with a 330 bur, feel confident using the mosquito bur 
 without removing any excess enamel.  If the caries disappear before going to the DEJ, great, you were super 
 non-invasive.  If it goes to the DEJ, again, awesome, you went after something that most dentists simply watch. 
 The mosquito bur is the foundation of bread and buccal (low fruit) dentistry.  99 percent of the time when using 
 the mosquito bur there is no need to use anesthetic. 

 6.  Beveled cylinder crown preparation bur 
 Crown preparation with half chamfer preparation, endo access.  There is no need for a separate end-safe endo 
 bur, since this bur will not perforate pulpal floor if used correctly. 

 7.  Beveled cylinder crown preparation bur (Short) 
 Crown preparation on 2nd molars with half chamfer preparation, endo access.  There is no need for a separate 
 end-safe endo bur, since this bur will not perforate pulpal floor if used correctly. 

 8.  557 carbide 
 Interproximal ideal preparation providing flat gingival seat.  Use of the crown preparation bur for interproximal 
 caries removal is contraindicated as it will not provide a flat gingival seat and will more likely nick the adjacent 
 tooth. 

 9.  330 pear shaped carbide 
 Initial preparation for class II fillings and caries removal. 

 10.  6 Round carbide 
 Caries removal 

 Filling Redos: 
 If a filling needs to be redone the first thing to do is inspect if the filling was done in your office 
 and the date it was completed.  This is another reason why it is imperative to chart every tooth, 
 filling, and surface correctly every time.  Ask the following verbatim, “Oh geez, that’s no good, 
 were you eating anything good?”  This is a very non-invasive way to extract the truth from the 
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 patient as to who’s fault the missing filling is, yours or theirs.  Use the following matrix to decide 
 to charge the patient for a redo or not.  All redos need to be walked out, regardless whether you 
 are charging the patient or not.  Multiple redos should be considered for a crown/veneer. 

 Patient Fault  Clinician Fault 

 Patient response  I was eating hard/sticky food.  It fell out when I was asleep, 
 or just fell out while I was 
 brushing. 

 < 60 months (Insurance will 
 not pay for new filling) 

 Charge the patient again for 
 the filling, possibly giving the 
 patient a discount.  New 
 patients, non-trusting 
 patients, or fillings that were 
 done within the last few days 
 may be discounted to $0.  If 
 discounted to $0, walk out the 
 procedure as a $0 procedure. 

 Don’t charge the patient for 
 the filling, but walk out the 
 procedure as a $0 procedure 
 to keep track of how many 
 times it falls out.  If it happens 
 multiple times, recommend 
 crown. 

 > 60 months (Insurance will 
 pay for new filling) 

 Charge the patient for the 
 filling, charging to insurance 
 again. 

 Charge the patient for the 
 filling, charging to insurance 
 again. 

 Partial Dentures - Treatment Planning: 
 Patient, you’re like an 18 wheeler that’s lost a few tires. The remaining tires are doing a lot of 
 work. If we don’t replace them with something you’re going to lose biting surface and you’ll have 
 a hard time keeping that nutritional intake up, which is especially important later on in life. We 
 have a couple options, ones with frames that are more rigid and don’t clasp as hard against the 
 teeth, and ones that are more aesthetic, but don’t last as long. But either one is like getting your 
 18 tires back so we can redistribute the forces.  Although you might be thinking of a lower full 
 denture, if we can keep even just a few teeth, we can increase your biting force by several 
 magnitudes.  The lower full denture is never fun to get used to because you only have gravity to 
 hold it in, and it’s four times harder than the upper to get used to. 

 Partial Guidelines 
 ●  ALWAYS TRY TO KEEP TEETH THAT CAN BE SAVED, ESPECIALLY ON THE 

 MANDIBULAR.  Too many doctors get overwhelmed by complicated cases and 
 unnecessarily edentulate the patient. See Lessons Learned section of this manual. 

 ●  Mobility is your most important parameter for saving teeth.  If it’s solid, most likely keep it 
 unless there is unrestorable pathology or infection. 

 ●  Try to make the partial as symmetrical as possible within a tooth or two.  Partials in 
 general are frequently not used by patients if they don’t include the anterior teeth, 
 because of discomfort and food getting trapped under them.  Partials that are lopsided 
 are rarely used, because it feels like everything else used on your body. Would you wear 
 a shirt that had one sleeve longer than the other? 
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 ●  Reduce if not eliminate the use of embrasure clasps. It is better to place a single implant 
 vs a partial that will never completely fit using embrasure clasps.  See the following 
 example. 

 Which prosthesis to use to restore missing teeth 

 Valplast  Framework Partial  Implants 

 4 or less anterior only missing 
 in one arch 

 Anterior and posterior 
 missing and 4 or less teeth 
 missing among anterior and 
 posterior 

 More than 4 posterior teeth 
 missing 

 Less than 4 missing teeth in 
 the posterior 

 Single anterior tooth missing 
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 Examples: 
 You’ll notice the same pattern in dentition, where the canines will have survived better than most 
 teeth.  Additional support and occlusion can be added if you can keep the premolars.  It is 
 usually best to either keep all of the anterior incisors, or remove all of them, as this is the most 
 aesthetic zone of the partial denture. 

 Example 1: 
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 Example 2: 
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 Example 3: 

 Rest preparation location and design 
 A simple rest preparation location method is to place a rest seat next to every edentulous 
 space.  Stability is added with four points of contact or rests, just like a table with legs. It might 
 be necessary to add additional rests not next to edentulous spaces if there are less than four 
 rest seats next to edentulous spaces.  You do not have to use lingual or cingulum rests on 
 canine teeth.  Rests are super important on lower canines as they will provide a slight undercut 
 and keep partials from flipping up at the anterior.  Try to always use c-clasps as they provide 
 superior retention.  You may use I bars in esthetic zones, but the retention will be compromised. 
 The round diamond provided in the standard bur kit is ideal for rest preps as it will give the 
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 perfect width to cover ¼ of a molar and ⅓ of a premolar.  The depth should be to the widest 
 point of the round bur, or approximately 1.5 mm. 

 Full Dentures - Treatment Planning: 
 Upon making the diagnosis and treatment planning of new dentures, remind the patient that the 
 experience is like going from a broken down car to a brand new bicycle. This ensures they know 
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 that a denture is not like real teeth. If you promise new teeth, they will be sorely disappointed by 
 the dentures. It is important to lower expectations, then exceed those lowered expectations. 
 You’ll never be able to drive around at 80 miles an hour again, but you’ll look great, and you’ll 
 feel great. It’s important to remember that the lower denture is four times harder than the upper 
 denture to get used to, because it has nothing to hold it besides gravity, unlike the upper that 
 creates suction. Again, lowering patient expectations about the lower denture, then trying your 
 best to exceed those lowered expectations. Inspect both arches for potential difficulties including 
 reduced bone support or tori. Inform the patient of the increased difficulty and reduction in 
 retention caused by their anatomy. <Patient name>, I’m looking forward to getting you a great 
 result. This shows the patient that despite their current dental state, that you’ll be there for them 
 during the entire process, and that you’re confident in your own abilities and you’ll be working 
 hard to get them the desired result they’re wanting. You’ll look great and more importantly feel 
 great. Patients that are needing dentures have dealt with toothaches all their lives and are 
 looking forward to being out of dental pain. Inform the patients that the process will be 5 visits, 
 on the second visit we’ll do a fine detailed impression so that when we deliver the denture, it will 
 snap in. On the second to last visit, we’ll have all the teeth set up in wax so they can make sure 
 size, color, shape, and configuration is perfect before processing the denture. The entire 
 process will take 1 to 1.5 months. Make the patient feel that you are confident that you will make 
 the best custom fit denture money can buy, which you will. I see that you have several teeth that 
 are going south. Have you thought about dentures? Most of the time, the patients have already 
 been thinking about dentures. We can do it in two ways, first, we take all of the teeth we can’t 
 save out behind your canines. Then you walk around healing with the same smile you have. 
 Then we start building your denture. On the day we deliver your denture we take out the front 
 teeth and you walk out of here with a new smile. You’ll need a reline a few months down the 
 line, but we’ll build that into your treatment plan. The other way gets you a better result, but 
 you’d have to be willing to walk around in public without your front teeth for about a month. We’d 
 take out all of your teeth we can’t save, let you heal, then start building your denture against 
 your healed gum tissue. We want to make you the best denture possible. We don’t just take an 
 impression and give you a denture like some dentists do, we go through 5 visits. The first visit 
 we get a rough draft impression, the second visit we get a fine detailed impression so the 
 denture snaps in the best it can when we deliver it. The second to last visit we have the denture 
 set up in wax so you can make sure the color, position, and size of the teeth is perfect for you, if 
 it is, we deliver the denture on the last visit. Tell the patient that a denture is like going from a 
 broken down car to a brand new bicycle, they’ll never be able to run at 80 miles an hour, but 
 they’ll feel great and look great. With natural teeth they can do a lot of shearing forces, with 
 dentures they’ll have to chew more vertically. After we’ve delivered the denture they’ll need 3-4 
 adjustments over the 1st month and possibly a reline after the first 6 months. When you’ve 
 agreed to the treatment, turn around and look the patient in the eye and tell them you are 
 excited to get them a beautiful smile, they’ll look great, and they’ll never come in with tooth 
 aches again. Introduce your assistant as the one who will help you through the process and will 
 work their fingers to the bone to get you the result they want. We’ve done this a lot 

 Dentures: Primary - Alginate Impressions and Custom Tray Fabrication: 
 Assistants should be trained to obtain a consistent result every time. It is imperative that they 
 use the proper mixing ratios and procedure to obtain a smooth paste like alginate mixture. All 
 trays should be pre-verified to ensure proper fit. It is imperative that all vestibules be seen to 
 ensure proper custom tray fabrication. Custom trays must be trimmed to the extent of the 
 vestibule and have a proper handle that clears the lips. A #6 round burr can be used to create 
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 retention holes. Do not create the holes by placing the custom tray on a flat surface, as you will 
 inevitably drill a hole in the flat surface. Tell the patient to pretend like the impression material 
 tastes like cookie dough. For extreme gaggers, have them lift their feet and count to 10 
 alternating which leg is elevated. It may even be indicated to numb the patient's palate in order 
 to adequately obtain the impression. 

 Dentures - Secondary Impressions (PVS Impressions): 
 Assistants should be trained to obtain a consistent result every time. Use heavy body PVS to 
 create a perfect border molding of the vestibule and denture extensions. Use a 15 blade to cut 
 back any excess heavy body from the interior of the border mold. Use light body sparingly to 
 complete the impression. An adequate impression will include seeing the heavy body bleed 
 through the light body as the light body impression is seated to its original border molding 
 position. Do not assume that an adequate impression will yield a perfect denture fit. It is 
 imperative that impressions be perfect as the final prosthesis fit depends on perfection at every 
 step. Write on the lab slip to fabricate Upper/Lower wax rims. Inform the patient that this was the 
 second of 5 visits, and their next visit we’ll be getting the relationship between the upper and 
 lower denture. 

 Dentures - Vertical Dimension of Occlusion: 
 Inform the patient that this visit will be to establish the relationship between the upper and lower 
 jaws. The wax rims that we use do NOT fit like the final denture and they may contain sharp 
 wax that will not be included in the final denture. The wax rims will be very loose, but they are 
 only to get the relationship between the upper and lower denture, when the denture is 
 processed onto the fine detailed impression taken at the last visit it will be more secure. Tell the 
 patient you will get them into a comfortable position they will repeat several times during the 
 day. This will be the position in which the teeth will be mounted. Have the patient close down 
 slowly until their lips just touch and then ask them to close an additional 2 mm. Ask the patient if 
 this is a comfortable position. If they indicate to the affirmative, have them repeat it. Ensure their 
 lips don’t look paunched at the corners. Mark a line on the patient’s nose and chin. Fold the 
 patient's routing slip in half and use that to mark the measurement of the VDO to the markings 
 on the patient. Begin by inserting the maxillary wax rim. Ensure the proper occlusal plane. The 
 maxillary rim should show about 2 mm below the upper lip at patient rest. At maximum 
 intercuspation, the occlusal plane should approximate the corners of the lips. Mark the midline 
 into the maxillary rim using a dental lab knife. When you are satisfied with VDO, midline, and 
 aesthetic positioning, cut v-shaped notches into the upper and lower wax rims. Place the rims in 
 the patient's mouth and secure the lower denture to the mandible. Apply an even bead of bite 
 registration material between the wax rims and tell the patient to bite into the same bite they 
 have been practicing. Write on the lab slip, “Set teeth in wax for full upper and lower denture.” 

 Dentures - Aesthetic Try-in: 
 Inform the patient that the teeth you have today are in wax, and we are testing out the shape, 
 size, color, and position of the teeth. These again will be very loose and will not fit like the final 
 dentures. Also the teeth are set in wax and the gums are much more pink than the processed 
 dentures will be. There might be sharp edges of wax which will also be removed in the 
 processing of denture. Place the wax rims in the patient's mouth. Ensure the midline is perfect. 
 Ensure the VDO is perfect. Ask the patient if the teeth look as they wanted. Let the patient look 
 in the mirror. Allow the patient to make any comments about the teeth. Do not try to sell the 
 denture at this point, allow the patient to give honest feedback. If they are being sold something 
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 they do not like, they will not like the final denture and you will have to begin from the beginning. 
 Ensure they love the final position, color, and shape. If they do, explain the next visit they will 
 receive the denture. Write on the lab slip, “Process to finish full upper/lower denture”. 

 Dentures - Denture Delivery: 
 Inform the patient that dentures are a process. Like we explained from the beginning it is like 
 going from a broken car to a brand new bicycle. They need to be aware that like a new shoe, 
 they will most likely get blisters. If they do, don’t let them fester, simply schedule an appointment 
 immediately and we will remove any high spots. The lab makes dentures too long, so we will 
 trim back the denture until it is the perfect balance between long enough to grab bone and short 
 enough to not engage muscle when eating and smiling. Inform the patient that you expect them 
 to be back 3-4 times during the next month to make adjustments. The patient will be given a 
 carrying case and it is best to clean the denture with dish soap and a soft bristle toothbrush. 
 They shouldn’t sleep with the denture just like they don’t sleep with their shoes on. Sleeping 
 without the denture allows the gums to rest and heal at night. 

 Dentures - Repair: 
 Denture repairs need a pick up impression when the broken pieces of the denture do not 
 articulate.  You may give the patient the option to take the denture to the lab to have them 
 repaired the same day.  The repair is charged out at the dental office and the patient must call 
 the lab to arrange the best time for the repair. 

 Crown Preparation: 
 Teeth that are broken, have less than 50% tooth structure, or have been root canaled need full 
 coverage crowns to prevent future tooth loss. Preoperative x-rays or intraoral images need to 
 show loss of tooth structure to be reimbursed by insurances. Ensure these are available before 
 proceeding. Inform the patient that a crown is an enamel replacement. We will get you numb, 
 then get you more numb. We will then shave off the enamel. We’ll then pack a string around 
 their tooth and it will taste terrible. We’ll then take the final impression that will go out to the lab 
 and be fabricated and be sent back in 2 weeks. We’ll get them a free upgrade to their crown, it 
 will be all white, with no metal underneath, so there will be no black line around their gum. The 
 material will also be extra strong and will never break. This will be the side of their mouth they 
 will use in bar fights. They will go home with a temporary crown that will not look as good as 
 their final crown because it’s made of plastic. If it falls out they can either come in and have it 
 replaced or they can leave it out if it’s not sensitive. Be more proactive in getting temporaries 
 replaced for young people as orthodontic movement can prevent the final crown from being 
 seated easily. Proper crown preparation begins with adequate anesthesia. Give interdental 
 papilla injections to ensure cord packing is as painless as possible. Use a straight bevelled 
 crown prep bur to ensure maximum vertical wall surface area. Ensure no adjacent teeth are 
 nicked. Pack a #1 cord after initial interproximal opening to retract the gingival margin and 
 reduce gingival injury. After packing the cord, perfect the margins to ensure 360 degrees of 
 marginal tooth structure for crown bonding. Ensure you can easily see the margins. Dry the 
 tooth using Compra Caps and/or air. Have the patient close down and ensure you can see 
 adequate occlusal clearance using the mirror. Round off any sharp edges at the occlusal axial 
 line angle using a football shaped diamond burr. Once the margins are verified, express light 
 body into the margins while the assistant is loading the proper tray with heavy body. Do not 
 place light body until you can see a blood free margin for 10 seconds. Have the patient bite into 
 the heavy body tray and ensure proper occlusion on the opposite side of the arch. Let the 
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 impression set for 4 minutes. Inspect the impression to ensure the margins are visible. The 
 assistant should create a temporary crown that includes interproximal undercuts to help with 
 retention. The use of flowable should be reduced or eliminated as part of a temporary crown 
 cementation protocol. 

 Crown/Bridge Seat: 
 It is imperative that all crowns seated show a smooth surface from tooth onto crown. You will 
 gain the patient’s trust when you show them on the bitewing x-ray that there is a perfectly 
 smooth surface. If there is any question as to the marginal fit, either reduce the contact of the 
 margin in question or remake the crown. Do not adjust occlusion until you see adequate 
 marginal fit on the x-ray and ensure there is not a contact that is too tight. Below is an example 
 of a perfect marginal fit of #19. Have assistants recognize temporary cement on the x-ray (distal 
 of #18) and have them remove it before you arrive. Once satisfied with the fit, apply Ivoclean to 
 the bonding surface of the monolithic zirconia crown. Clean off the Ivoclean with water and air. 
 Isolate the tooth and dry the tooth. The assistant will mix the GC America Fuji Plus cement. 
 Apply the cement to the entire interior surface of the crown. Apply ample figure pressure when 
 seating. Wait for the cement to arrive at the gel phase before removing. Have the assistant hold 
 the crown as you floss down then pull out sideways. Do not floss up through the contact. Inform 
 the patient they cannot eat on the tooth for one hour while the glue sets and they need to floss 
 around the crown like they do on all their other teeth to prevent cavities. If seating a bridge, 
 show them how to floss with floss threaders. Hang a floss interproximally at the pontic before 
 seating the bridge to be able to remove cement at the abutment tooth. 
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 The use of Ivoclean and its protocol: 

 https://www.youtube.com/watch?time_continue=602&v=N0gjS8ERomA 
 Fuji + and Ceramir data: 
 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3296365/ 

 Occlusal Night Guards: 
 Night guards are a way to protect your teeth from clenching and grinding at night. We’re trying to 
 do two things with the night guard, first we’re redistributing the forces among all of your teeth so 
 no one tooth takes the brunt of the force. Our night guards are soft on the inside so they’re 
 comfortable around your teeth and act as a shock absorber when grinding and they’re hard and 
 smooth on the outside so they adapt perfectly to the lower teeth. Second, we are trying to 
 unlearn the subconscious grinding as your teeth say hey I’ve got something in between here, 
 they let go and hopefully you begin to not grind at all. I don’t like the store bought night guards 
 because they are soft and they’ll act like gum, and you’ll actually end up chewing on them and 
 making the issue worse, they also aren’t tight, so they usually end up on the pillow. 

 Prophy: 
 It is important to give the same quality cleaning to every patient.  When cleanings end up on the 
 doctor's side it is important to efficiently clean every patient.  It is required that all providers floss 
 the patient’s teeth, as assistants are not trained to feel for calculus between teeth.  A single 
 Montana Jack posterior scaler found in the hygiene drawer may be the only instrument you 
 need to provide a quality cleaning.  Ultrasonic scalers may be appropriate for patients with stain 
 or plaque.  Ensure you touch every surface of the tooth.  Use a floss threader to floss under 
 every bridge and orthodontic bracket.  Breakout points to polish may be appropriate after 
 scaling each arch.  Assistants should understand that the doctor requesting a thorough polish 
 means you are running behind and they need to be polishing for at least 10 minutes. Many 
 times parents are in the operatory during child prophies, so it is important to review oral hygiene 
 instruction and eruption timeframes.  A typical cleaning is 1. Scaling, 2. Rinse 3. Floss 4. Rinse, 
 5. Polish, 6. Fluoride varnish.  Doctors should apply the fluoride varnish as it reduces the need 
 for the hygienist to re-glove. 

 Scaling and Root Planing: 
 It is important to follow clinical chronological protocol when diagnosing and performing scaling 
 and root planing.  Removing unrestorable teeth and symptomatic wisdom teeth should be 
 completed before scaling and root planing so the deep cleaning can more effectively reach the 
 interproximal surfaces and clean the patient in their final configuration.  Most people want a 
 deep cleaning over a simple cleaning.  It is similar to wanting a deep car cleaning vs a simple no 
 soap rinse.  The hallmark of needing a deep cleaning is subgingival radiographic calculus and 
 bone loss.  It is necessary to have both in order to diagnose the need for an SRP 
 https://dentalbilling.com/evidence-necessary-scaling-root-planing/  .  It is appropriate to discuss 
 deep cleanings as something extremely positive that will remove the bacteria from under their 
 gums, make them feel better, and prevent future loose teeth and tooth loss.  We will have you 
 back a little bit more frequently (perio maintenance) so we can make sure we stay on top of the 
 bacteria under your gums.  Unless clinical circumstances dictate, and for consistency among all 
 providers, the first half of the mouth should be completed on the left side and then the second 
 half on the right side.  This reduces confusion among providers and staff as to which side is 
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 being done at each appointment.  It may be appropriate to re-evaluate buccal surfaces for 
 caries at the end of the second appointment.  It may also be appropriate to do perio probing at 
 each appointment after numbing the patient instead of at the initial exam as this reduces pain 
 during probing. 

 Swallowing/Aspiration of Forgein Objects: 
 Swallowing/Aspiration of forgein objects (teeth, crown, instruments) can be a life threatening 
 condition.  Unless a patient is absolutely sure they swallowed the forgein object and that object 
 is smooth and will not affect the gastrointestinal tract (teeth, crown), it is best to refer the patient 
 to the nearest ER or Urgent Care to have a chest x-ray.  If the object is sharp (instrument, 
 sharded tooth, broken crown), they need to be referred to the ER or Urgent Care for a chest 
 x-ray. This is especially true if it happens in your dental office.  Not all patients that aspirate 
 forgeing objects readily present with coughing or trouble breathing.  It is better to be safe than 
 sorry in these circumstances. 

 Running Behind: 
 A full schedule has the potential to make patients upset that their care is not sufficiently 
 personalized. Unfortunately finances dictate a full schedule. Work fervently on running an 
 efficient office to reduce occurrences of running behind. When running behind, it might be 
 appropriate to jokingly mention to the waiting patient, “Wow, you’re quite a popular person, 
 everyone wants to come in when you come in”. This phrase reduces the stress and emphasizes 
 that this is not normally how we schedule. 

 Appointment Types and Codes 

 Hygiene Appointments: 

 NEW PATIENT (ADULT/CHILD) W/ PROPHY 

 Exploding Code  CDT Codes 

 NPAP - NEW PATIENT ADULT PROPHY  D0150 - COMPREHENSIVE ORAL EXAM 

 D0330 - PANORAMIC FILM 

 D0274 - BITEWINGS-FOUR FILMS 

 D1110 - PROPHYLAXIS-ADULT 

 NPCP - NEW PATIENT CHILD PROPHY  D0150 - COMPREHENSIVE ORAL EXAM 

 D0330 - PANORAMIC FILM 

 D0272 - BITEWINGS-TWO FILMS 

 D1120 - PROPHYLAXIS-CHILD 

 D1206 - TOP FLUOR VARNISH 

 Optional Codes  D1351 - SEALANT-PER TOOTH 
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 DISI - DISCOUNT PLAN INDIVIDUAL 

 DISF - DISCOUNT PLAN FAMILY 

 OPAL - OPALESCENCE WHITENING 

 WHIT - WHITENING SOLUTION 

 ZOOM - ZOOM WHITENING 

 NEW PATIENT TO HYGIENE 

 Exploding Code  CDT Codes 

 NPTH - NEW PATIENT TO HYGIENE  D0150 - COMPREHENSIVE ORAL EXAM 

 D0274 - BITEWINGS-FOUR FILMS 

 D1110- PROPHYLAXIS-ADULT 

 Optional Codes  DISI - DISCOUNT PLAN INDIVIDUAL 

 DISF - DISCOUNT PLAN FAMILY 

 PROPHY 

 Exploding Code  CDT Codes 

 RPAP- RECALL PATIENT ADULT PROPHY  D0120 - PERIODIC ORAL EVALUATION 

 D0274 - BITEWINGS-FOUR FILMS 

 D1110- PROPHYLAXIS-ADULT 

 RPCP - RECALL PATIENT CHILD PROPHY  D0120 - PERIODIC ORAL EVALUATION 

 D0272 - BITEWINGS-TWO FILMS 

 D1120 - PROPHYLAXIS-CHILD 

 D1206 - TOP FLUOR VARNISH 

 PROPHY (BABY)  D0120 - PERIODIC ORAL EVALUATION 

 D1120 - PROPHYLAXIS-CHILD 

 Optional Codes  D1351 - SEALANT-PER TOOTH 
 D1353 - SEALANT REPAIR-PER TOOTH 

 SCALING AND ROOT PLANING 

 Exploding Code  CDT Codes 

 SRP2 - SCALING AND ROOT PLANING TWO QUADS  D4341 - PERIODONTAL SCALING AND ROOT 
 PLANING 

 D4341 - PERIODONTAL SCALING AND ROOT 
 PLANING 
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 SRP4 - SCALING AND ROOT PLANING FOUR 
 QUADS 

 D4341 - PERIODONTAL SCALING AND ROOT 
 PLANING 

 D4341 - PERIODONTAL SCALING AND ROOT 
 PLANING 

 D4341 - PERIODONTAL SCALING AND ROOT 
 PLANING 

 D4341 - PERIODONTAL SCALING AND ROOT 
 PLANING 

 SRP4L - SRP4 - SCALING AND ROOT PLANING 
 LIMITED FOUR QUADS 

 D4342 - PERIO SCALING/ROOT PLANING 1-3 
 TTH/QUAD 

 D4342 - PERIO SCALING/ROOT PLANING 1-3 
 TTH/QUAD 

 D4342 - PERIO SCALING/ROOT PLANING 1-3 
 TTH/QUAD 

 D4342 - PERIO SCALING/ROOT PLANING 1-3 
 TTH/QUAD 

 Optional Codes  D4342 - PERIO SCALING/ROOT PLANING 1-3 
 TTH/QUAD 

 PERIO MAINTENANCE 

 PERIO MAINTENANCE  CDT CODES 

 D4910 - PERIODONTAL MAINTENANCE 
 PROCEDURES 

 Emergency Appointments: 

 EMERGENCY 

 Exploding Code  CDT Codes 

 NPLE - NEW PATIENT LIMITED EXAM  D0140 - LIMITED ORAL EXAM 

 D0330 - PANORAMIC FILM 

 Optional Codes  DISI - DISCOUNT PLAN INDIVIDUAL 

 DISF - DISCOUNT PLAN FAMILY 

 D0460 - PULP VITALITY TESTS 

 RPLE - RECALL PATIENT LIMITED EXAM  D0140 - LIMITED ORAL EXAM 

 D0220 - INTRAORAL-PERIAPICAL FIRST FILM 
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 Optional Codes  D0230 - INTRAORAL-PERIAPICAL-EACH 
 ADDITIONAL FILM 

 D0460 - PULP VITALITY TESTS 

 Filling Appointments: 

 FILLINGS 

 ANTERIOR COMPOSITE  D2330 - RESIN-ONE SURFACE, ANTERIOR 

 Optional Codes  Code will change depending on how many surfaces 
 needed. 

 POSTERIOR COMPOSITE  D2391 - RESIN-BASED COMPOSITE-ONE SURFACE, 
 POSTERIOR 

 Optional Codes  Code will change depending on how many surfaces 
 needed. 

 Crown/Bridge Preparation: 

 CROWN PREPARATION 

 PORCELAIN CROWN  D2740 - CROWN-PORCELAIN/CERAMIC 
 SUBSTRATE 

 Optional Codes  D2950 - CORE BUILDUP, INCLUDING ANY PINS 

 Codes are walked out at preparation appointments, nothing will be walked out at seat appointments. 

 BRIDGE PREPARATION 

 BRIDGE  D6740 - CROWN - PORCELAIN/CERAMIC 

 D6245 - PONTIC - PORCELAIN/CERAMIC 

 Optional Codes  D2950 - CORE BUILDUP, INCLUDING ANY PINS 

 Codes are walked out at preparation appointments, nothing will be walked out at seat appointments. 

 Crown/Bridge Recementation: 

 CROWN RECEMENTATION 

 D2920 - RECEMENT CROWN 

 D6930 - RECEMENT BRIDGE 

 Root Canal Appointments: 
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 ROOT CANAL 

 Exploding Code  CDT Codes 

 RCT- ROOT CANAL BUILD UP CROWN  D3330 - MOLAR (EX. FINAL RESTORATION) 

 D3320 - BICUSPID (EX. FINAL RESTORATION) 

 D3310 - ANTERIOR (EX. FINAL RESTORATION) 

 D2950 - CORE BUILDUP, INCLUDING ANY PINS 

 D2740 - CROWN-PORCELAIN/CERAMIC 
 SUBSTRATE 

 Optional Codes  D3348 - RETREATMENT OF PREV ROOT 
 CANAL-MOLAR 

 D3347 - RETREATMENT OF PREV ROOT 
 CANAL-BICUSPID 

 D3346 - RETREATMENT OF PREV ROOT 
 CANAL-ANTERIOR 

 Extraction appointments: 

 EXTRACTION (SINGLE) 

 EXTRACTIONS  D7140 - EXTRACT-ERUPTED TOOTH OR EXPOSED 
 ROOT 

 D7210 - SURGICAL REMOVAL OF ERUPTED TOOTH 

 Optional Codes  D0220 - INTRAORAL-PERIAPICAL FIRST FILM 

 D0230 - INTRAORAL-PERIAPICAL-EACH 
 ADDITIONAL FILM 

 EXTRACTION (MULTIPLE) 

 EXTRACTIONS  D7140 - EXTRACT-ERUPTED TOOTH OR EXPOSED 
 ROOT 

 D7210 - SURGICAL REMOVAL OF ERUPTED TOOTH 

 Optional Codes  D0220 - INTRAORAL-PERIAPICAL FIRST FILM 

 D0230 - INTRAORAL-PERIAPICAL-EACH 
 ADDITIONAL FILM 

 Implant Restoration Appointments: 

 IMPLANT RESTORATION 

 IMPLANT RESTORATION  D6057 - CUSTOM ABUTMENT 
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 D6058 - ABUTMENT SUPPORTED PORC/CERAMIC 
 CROWN 

 Codes are walked out at secondary impression appointments, nothing walked out at seat appointments. 

 Denture/Partial Appointments: 

 SECONDARY IMPRESSION 

 DENTURE  D5110 - COMPLETE UPPER 

 D5120 - COMPLETE LOWER 

 D5130 - IMMEDIATE UPPER 

 D5140 - IMMEDIATE LOWER 

 Codes are walked out at secondary impression appointments. If medicaid, preauthorization needs to be checked 
 before codes are walked out. 

 PARTIAL  D5213 - MAXILLARY PARTIAL-CAST METAL, RES 
 BASE 

 D5214 - MANDIBULAR PARTIAL-CAST METAL, RES 
 BASE 

 D5225 - MAXILLARY PARTIAL DENTURE - FLEX. 
 BASE 

 D5226 - MANDIBULAR PARTIAL DENTURE - FLEX. 
 BASE 

 Codes are walked out at secondary impression appointments. If medicaid, preauthorization needs to be checked 
 before codes are walked out. 

 DENTURES (NO LAB CASE) 

 RELINE/REPAIR DENTURE  D5730 - RELINE COMPLETE UPPER DENTURE 
 (CHAIR) 

 D5731 - RELINE COMPLETE LOWER DENTURE 
 (CHAIR) 

 D5510 - REPAIR BROKEN COMPLETE DENTURE 
 BASE 

 D5520 - REPLACE MISSING OR BROKEN TEETH 

 RELINE/REPAIR PARTIAL  D5740 - RELINE UPPER PARTIAL DENTURE (CHAIR) 

 D5741 - RELINE LOWER PARTIAL DENTURE 
 (CHAIR) 

 D5640 - REPLACE BROKEN TEETH-PER TOOTH 
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 Filling an Empty Schedule 
 One of the greatest stresses for doctors is seeing an empty schedule. Creating a busy office 
 should be a goal for any doctor. The following are tips to create a busy office. 

 1.  Schedule all new patients immediately. Make sure all patients are asked the simple 
 question, “How soon can you come in?” 

 2.  Take inbound phone calls. Doctors have a much higher conversion rate than the front 
 office when taking inbound phone calls. A practice will not feel consistently busy until the 
 patient base reaches 3,000 patients. 

 3.  Create comprehensive patients. All hygiene visits should be verified and scheduled 
 before any procedure begins. 

 4.  Reactivate patients. The use of routing sheets allows patients without a hygiene visit to 
 be identified and scheduled before any procedure begins. 

 5.  Be available. When times are slow, do not shut the office down at 5 pm because no 
 patients are scheduled. Stick around alone if needed and hope for an emergency patient 
 to call after 5 pm. 

 6.  Post operative calls. Make post operative calls for all patients, especially those receiving 
 anesthesia. This is the biggest practice builder. 

 7.  Call all patients that no-showed or had an excused absence during the month. These 
 patients might be able to come in at a more convenient time for them. 

 8.  Call all patients that never came in for their recall appointment. 
 9.  Call all insurance patients with proposed treatment who are near the end of their benefit 

 period. 
 10.  Be methodical on your comprehensive oral exams. Do not minimize the importance of 

 getting bacterial infections out of people’s mouth. Be confident in your abilities to 
 predictably take any non virgin tooth to look as if it is so. Do not minimize the importance 
 of any procedure. As you mature in your career, you’ll actually become more vigilant in 
 making sure patients schedule for their care because you’ll have seen the 
 consequences of minimizing importance. 

 11.  Create an attitude among your staff that sitting around kills everything. They should feel 
 like the sky is falling if a patient is not in the chair. More than one person sitting around 
 and chatting kills the scrappy attitude all doctors should strive for. 

 The following report shows patients without a recall appointment. 
 EagleSoft Practice Management → Activities → Practice Management → The Money Finder 
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 The following report shows all insurance patients with any proposed treatment. 
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 Uncompleted Treatment Plans 
 ●  May uncompleted treatment plans:  A list of all unscheduled  treatment plans for 

 Colorado Medicaid will be printed and contacted by the Doctor in May. This gives the 
 patient 2 months to complete their treatment. 

 ●  October uncompleted treatment plans:  A list of all  unscheduled treatment plans for 
 insurance patients will be printed and contacted by the Doctor in October. This gives the 
 patient 2 months to complete their treatment. 

 Reducing No Shows 
 It is important to track no shows to understand how your practice is performing especially 
 amongst offices and doctors.  The cause of no shows is a combination of 3 things: scheduling, 
 confirmation calls, and patient experience.  When patients call to schedule a dental 
 appointment, it is very similar to calling to arrange a haircut.  If you don’t schedule them as soon 
 as possible or at a time that is convenient for them, they will simply hang up the phone and call 
 another dentist.  Listen to your front office taking phone calls.  You should hear these words all 
 day long, “How soon can we get you in?”  Many offices assume their fronts are doing their 
 confirmation calls, but upon further inspection, they are only doing them occasionally or not 
 following the confirmation call protocol to exactness.  Every single confirmation call status 
 should be inspected at the staff change check off list.  Create a culture of checking up on your 
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 front office and their confirmation calls and they will make sure they do them every day.  Every 
 confirmation call should be logged into the appointment notes as <DATE> LVM at 2 day call 
 <Initials>.  This creates a history of the patient not responding to the confirmation 
 communication.  If the history is built, then those patients can be moved off the schedule to OP3 
 during the morning huddle or after the one day call.  The final reason for no shows is a poor 
 patient experience.  All doctors need to humbly consider their poor patient experience as a 
 reason for a high no show rate.  If you do not treat patients extremely well, they will schedule 
 and simply not show up for their appointment.  It is easier to no show, than to tell a doctor to 
 their face they didn’t like the patient experience. 

 Accounts Receivable 
 It is imperative the Account Receivable be monitored continually to ensure all monies are 
 collected, thus increasing the collection/production percentage. The easiest way to reduce 
 Accounts Receivable is by ensuring all procedures are walked out correctly ensuring that 
 insurance in correctly applied in EagleSoft, reviewing the patient copay with the patient before 
 the procedure begins, acquiring the correct x-rays or intra oral pictures, then walking the routing 
 sheet up to the front office person to ensure the copay is paid at time of visit. Monitoring and 
 fixing accounts receivable also helps the doctor better understand the importance of reviewing 
 all accounts and procedures before performing additional work to ensure that there will be 
 payment for every procedure. All account interactions by the front or the doctor need to be 
 documented via $$$ account note so all parties including the patient understand the effort and 
 dialogs involved with the account. 

 The front is instructed to follow the following protocol for rejected claims. 

 Write Off 
 D0140 - Limited Exam 
 D0274 - Bitewings 
 D0330 - Pano 
 D0330/D0274→D0210 - Downcode of Pano/Bitewing to FMX 
 D1351 - Sealants 
 D1206 - Fluoride Varnish 

 Resubmit 
 D0150 →D0120 - Resubmit a rejected Comprehensive Oral Exam as a Periodic Exam 
 D0120 →D0140 - Resubmit a rejected Periodic Exam as a limited exam. 

 Rejected Claims 

 All other rejected claims should be delivered to the Rejected Claims file. The doctor will review 
 the rejected claims and write the appropriate narrative. All rejected claim narratives will include 
 a date stamp as to when the claims narrative was resent. A “####” note will be included in the 
 patient account to designate when the claim narrative was re-sent. A copy of the narrative will 
 be filed in the Processing file. 

 Claims Approaching Timely Limits 
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 A copy of outstanding claims should be printed monthly and all claims older than 60 days should 
 be researched.  Practice Management → Reports → Outstanding Claims By Insurance 
 Company.  Select dates from the beginning of time until 60 days in the past.  The goal is to not 
 have any claims older than 60 days. 

 All claims older than 60 days should also be investigated by opening the claims windows → 
 Practice Management → Claims.  Selecting Open and deselecting all other View options, and 
 sorting by Date Created.  Some claims listed on this report will not show up on the Outstanding 
 Claims By Insurance Company report. 

 Accounts Receivable by Responsible Party Report 

 A copy of the most recent Accounts Receivable by Responsible Party report with balances over 
 60 days will be printed and stored in the Accounts Receivable file. Practice Management → 
 Reports → My Favorites → Account Receivable by Responsible party 

 The doctors with the assistance of the front office will continually review the Accounts 
 Receivable. The following protocol will be followed for each account. 

 1.  If when opening an account, an alert pops up asking to Apply Unassigned Credits, 
 Choose Yes. 

 2.  Inspect the insurance.  If the insurance is Medicaid, there should rarely be a credit 
 balance, since they cover most expenses at 100%.  If there is a balance on the account, 
 it should be tied to either a procedure expected to be paid out of pocket, or a denied 
 procedure.  Many times if you push balances to patients on Medicaid, they will not return 
 to the office. 

 3.  If there is a credit on the account, delete credit adjustments for past dates.  Those credit 
 adjustments were us forgiving patients for services not paid for, so we should never 
 carry a credit balance on an account with credit adjustments. 
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 4.  Inspect the most recent date where the balance was $0 or less.  This date is the last 
 date the account was paid off, and any balances are attributed to services more recent 
 than this date.  Inspect services where there is a  icon on the far left.  It is possible 
 these claims have a payment discrepancy.  Any open claims older than this date where 
 payments have been made by the insurance company and/or patient may need to be 
 closed by right clicking on claim → smart claim → Yes → Cancel.  Many times, doctors 
 leave discount plan claims open.  These and any other claims where the expected 
 insurance payment was estimated and actually received as 0 need to be closed. 

 5.  Inspect zero claim payment amounts and look at the corresponding date of service. 
 6.  Inspect to see if claims are being paid by the insurance company.  This ensures the Edit 

 Patient screen including employer information is set up correctly and claims are flowing. 
 7.  If no claim payments have been received it is likely the employer information is not set 

 up correctly.  Inspect the Smart Doc benefit breakdown and New Patient Form along with 
 the Edit Patient screen to ensure the Employer and Patient IDs are set up correctly, 
 including having the correct relationship to the subscriber, subscriber  and patient IDs in 
 the correct location.  If all of these items look correct, log into the insurance company 
 provider website and inspect if any claims have been received by the insurance 
 company.  If they have not, it may be appropriate to resubmit the claims. Right click on 
 claim → smart claim → Yes →.  If they have been submitted in the past multiple times or 
 have been received and haven’t been paid, it may be appropriate to call the insurance 
 company.  If they have been received by the insurance company, it may be appropriate 
 to have the claim payments resent. 

 8.  Open claims, indicated by the blue color, older than 60 days may be resubmitted or 
 investigated by the claims processing department by creating a task (F11).  The 
 appropriate subject for a task is <INSURANCE COMPANY NAME> DOS 01.01.2020 
 <INITIALS OF PROVIDER>.  This subject allows the person calling the insurance 
 company to ask questions about multiple claims. 

 9.  If patients are on a payment plan, a Payment Plan patient alert should be attached to the 
 patient. 

 10.  Accounts with a balance of less than $50 and no future appointment will be called by the 
 doctor or their designated accounts receivable staff for collection.  If the account is not 
 able to be collected, the account will be written off with a $$$ Temporary Write Off . . . 
 <<INITIALS>> note. This eliminates the account from future Accounts Receivable by 
 Responsible Party reports. A Temporary Write Off alert will be added to the account. If 
 the patient is seen again, the temporary write off will be deleted, the alert removed and 
 the account balance collected. 

 11.  Accounts with balances of less than $50 and a future appointment will be designated 
 with a $$$ BOA correct of <<Amount>> . . . <<INITIALS>> note and an appointment 
 note to discuss the balance will be included on the next visit. 

 12.  Accounts with balances over $50 are to be called by the doctor or their designated 
 accounts receivable staff. A $$$ note will be included for any financial arrangements. If a 
 voice mail has been left 2 times, use the temporary write off protocol. 

 13.  All credit balance accounts will be researched. All credit adjustments need to be deleted 
 before finalizing the credit balance. Patients may work off the credit balances or 
 ultimately be written a check if needed. The memo of the check needs to indicate which 
 doctor issued the credit. 
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 14.  If the phone number on file for the patient is no longer active or not the correct number, 
 research their new patient documents for a secondary phone number or utilize their 
 emergency contact information to get in touch with the patient. If you are unable to 
 contact them, proceed with the temporary writeoff procedure. If the mailbox is full for all 
 of the numbers on the account, make two attempts to contact the patient before 
 proceeding with the Temporary Write Off Protocol. 

 15.  If the balance on the account is older than two years old and the patient has not been 
 seen nor has a future appointment, the doctor needs to call the patient and attempt to 
 collect payment. If the balance is older than two years and the pt has been seen since 
 balance has been acquired and BOA has not been discussed with pt, w/off accounts 

 16.  Claim denials due to violating frequencies, not enough documentation, or any other 
 denial caused by clinician error needs to be noted on the accounts and addressed at the 
 next office meeting to avoid future denials. 

 Referring Patients to Open and Affordable Oral Surgery 
 Open and Affordable Dental strives to provide a consistent and integrated experience from the 
 general practitioner to the specialist, including oral surgery. It is imperative that referred oral 
 surgery procedures be treatment planned with exactness. It is the GP’s responsibility to plan 
 treatment and walk out the procedures because they will ultimately be responsible for collecting 
 the copay and claim payment for the procedure. Because the oral surgeon will mostly be 
 available to see and follow up with patients once a month, some procedures should be referred 
 to stand-alone oral surgery offices that maintain a full time schedule. 
 Scheduling patients for an efficient and productive flow 

 Appointment Column  Appointment Type 
 FIRST COLUMN 

 4+ Teeth, Implants - Start 7:30 AM 
 OS - Implant Surgery (1 Implant) - OP1 
 OS - Implant Surgery (2-4 Implant) - OP1 
 OS Full Mouth Ext 
 OS Wisdom Teeth Ext (4 Teeth) 

 SECOND COLUMN 
 2-3 Teeth - Start at 7:45 AM 

 OS Wisdom Teeth Ext (2-3 Teeth) 

 THIRD COLUMN 
 1 Tooth, OS Emergencies, Consults - Start at 7:30 AM 

 OS Wisdom Teeth Ext (1 Teeth) 
 Consultations 
 Torus Removal 
 Mucocele Removal 

 FOURTH COLUMN (OPTIONAL) 
 GP Emergencies - Start at 7:30 AM 

 Emergency 
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 Treatment Planning Verbiage: 
 All doctors when presenting treatment plans including oral surgery should mention that this is 
 what we expect your insurance to pay but it is only an estimate. Do not tell them that this is what 
 your insurance will pay, because the treatment plan is only an estimate. 

 Simple Extractions (D7140): 
 Simple extractions rarely occur with an oral surgeon as the oral surgeon will almost always flap 
 the periosteum and remove bone. A simple extraction may occur during a full mouth extraction 
 where some periodontally involved teeth are extracted along with other surgical extractions. It is 
 rare to refer only simple extractions to an oral surgeon since the GP should be comfortable 
 performing the procedure. Simple extractions may also occur for cash or discount patients that 
 have financial constraints. 

 Surgical Extractions (D7210): 
 Surgical extractions are the baseline procedure for all extractions referred to oral surgery as the 
 oral surgeon will almost always lay a flap and remove bone. Notice how the following teeth are 
 not covered by bone. 

 Partial Bony Extractions (D7230): 
 Partial bony extractions are any extractions where greater than 0% and less than 51% of the 
 anatomical crown is covered by bone. It is imperative to consider the buccal and lingual 
 surfaces when calculating the amount covered by bone. Notice how the following teeth are 
 covered by greater than 0% and less than 51% bone. 
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 Full Bony Extractions (D7240): 
 Full Bony extractions are any extractions where greater than 50% of the anatomical crown is 
 covered by bone. Notice how the following teeth are covered by greater than 50% bone. 

 Pathology: 
 Most pathology should be referred to a stand alone oral surgery office. This allows the patient 
 the immediate follow up and access to hospital care needed for severe cases. 

 Sedation: 
 Oral surgeons are able to sedate patients for oral surgery procedures, not for general 
 practitioner procedures.  Patients need to be aware of the risks of sedation and if their 
 apprehension level is low and the procedure is simpler, then it may be indicated to use local 
 anesthesia instead of sedation. 

 Impacted Wisdom Teeth On Older Adults With No True Pathology: 
 It is true that 95% of wisdom teeth should be extracted, especially on younger patients. It is 
 imperative to know and understand the reasons why 5% of wisdom teeth should NOT be 
 extracted. Older adults (older than 40 years old) that have bone covering their wisdom teeth 
 (Full Bony Impacted) that lack pathology should not be referred for wisdom teeth extraction. 
 Inspect the distal of the 2nd molar carefully to see if there is bone present that prevents access 
 of bacteria to the wisdom tooth. If the patient is over 40 years old and this bone is present and 
 there is absence of pathology around the 3rd molar, the tooth will most likely never erupt and it 
 is indicated to not extract the tooth. Notice the bone covering #32 and the lack of pathology on 
 this 56 year old male. This extraction became a large post operative complication. #17 shows 
 pathology around the clinical crown, and is still a very complicated extraction. The patient 
 presented complaining of a broken jaw. Caution should be taken when referring to OMFS these 
 teeth. Even when pathology is present, it may be indicated to refer these teeth to a stand alone 
 oral surgeon so adequate oral surgery follow up can happen. 

 115 



 116 



 OS and GP Responsibilities 

 GP  OS 

 2 Assistants 
 1 Front Office 

 General insurance verification, download of 
 benefits, pre-auth follow ups. 

 2 day confirmation calls 
 Autoclave (2 Statims or 1 larger autoclave) 

 2+ Assistants 

 OS specific insurance verification and agreed 
 upon pre-auths 

 10 day confirmation calls, treatment planning 
 verification, importing panoramic x-ray, and 
 importing treatment plans from other offices. 

 Anesthetic (All types requested by OS) 
 Sutures (All types requested by OS) 
 Gauze (All types requested by OS) 

 OS medical history forms, consent forms, etc. 
 OS Sterilization packets 
 Gelfoam 
 Cytoflex 
 Surgicel 
 Bone Augmentation 
 Resorbable Membranes 
 Surgical Burs 

 OS Patient Flow 

 1.  Oral Surgery assistants will create standardized blocks on scheduled Oral Surgery Day. 
 No blocks will be allowed between 7:30 am to 7:30 pm on the schedule. If the OS needs 
 to be out early, it will be designated above one of the standardized blocks. 

 2.  OS appointment types should be used by the GP office, although appointments are to be 
 shortened to 30 minutes and used as placeholders instead of true scheduled 
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 appointment times. Patients will be told their appointment times will be confirmed 10 
 days before their surgery date. Preferred appointment times should be noted on the 
 appointments such as morning or afternoon. 

 3.  All referring offices will use the CDS website to refer to another office. They will use 
 EagleSoft to schedule within their own office. 

 4.  Oral Surgery assistants will confirm the diagnosis and correct coding for extractions and 
 implants. They will not re-download benefits as the GP office should have downloaded 
 them at their initial appointment. 

 5.  Prior to the 10 day call all appointments will be moved to far right operatories. As 
 patients confirm at the 10 day call, the OS staff will finalize the appointment time and 
 appointment duration. All appointments will be denoted with date, confirmation status, 
 staff initials. Confirmed appointments will be set the Other confirmation status, any other 
 confirmation status will be designated with the Sent Email status. Oral Surgery 
 assistants will call patients 10 days before appointment and discuss fees and pre-op and 
 post-op instructions. Oral surgery assistants will print all paperwork for confirmed 
 appointments. 

 6.  GP front office will make 2 day and 1 day confirmation calls exactly as if it were a GP 
 clinical day. Confirmed appointments will be placed on schedule. Unconfirmed patients 
 already confirmed at the 10 day will not be taken off schedule. All communication 
 including confirmed will be designated with a date, confirmation status, initials. 

 7.  All Open and Affordable Dental in office marketing should be removed at the beginning 
 of the day. 

 8.  OS requires a minimum 4 assistants and a front. It is preferred to have 1 GP assistants 
 to supplement the dedicated OS assistants. 

 9.  All Open and Affordable and Convenient Dental Specialists patients must be designated 
 via a patient alert. 

 10.  Routing slips must be used at OS appointments. 
 11.  All new patient emergencies on an OS day must first be seen by the GP if the patient is 

 an OA patient and a GP is in office. 
 12.  All administrative work such as rescheduling recall, pre-op instructions and prescriptions 

 should be completed before the OS is called into the room. The assistant will have the 
 chart on the upper right corner of the screen and the most recent pano in the lower right 
 of the screen. 

 13.  The OS confirms the diagnosis and walks out all procedures. 
 14.  The GP doctor may anesthetise patient ensuring all used carpules are shown to OS. The 

 GP doctor discusses any abnormal medical or behavioral issues with OS. If the GP has 
 any question as to the medical history or diagnosis, no anesthesia will be given, and the 
 OS will be called to diagnose and anesthetise. 

 15.  Pathology, irregular medical history, and irregular patient behavior should be considered 
 as a referral to a dedicated oral surgery office. 

 16.  The OS will sign all prescriptions before beginning the procedure. 
 17.  2 assistants will be in the room for optimal patient experience and to satisfy sedation 

 requirements. 
 18.  Peridex, Amoxicillin, and Clyndamycin prescriptions will be made available to patients in 

 offices that have ample storage. Codes of PERI, AMOX, and CLIN will be used in the 
 walk out. 
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 19.  The GP will suture, provide post op instruction, and inspect the final implant x-rays for 
 any irregularities. If the implant placement is not ideal, the GP will consult with the OS 
 before bone grafting or suturing. The GP will also assist in establishing hemostasis. 

 20.  OS assistants will provide the OS with a list of names and phone numbers of all patients 
 needing post op calls before the OS leaves office. 

 21.  The OS will designate their next OS day before leaving office. 
 22.  All rejected claims will be assigned to the OS in the Task Manager (F11) for followup. 

 Referring Patients to Convenient Dental Specialists Orthodontics 

 Ortho Patient Flow 

 1.  Ortho assistants will create standardized blocks on scheduled Ortho Day. No blocks will 
 be allowed between 7:30 am to 7:30 pm on the schedule. If the orthodontist needs to be 
 out early, it will be designated above one of the standardized blocks. 

 2.  Ortho appointment types should be used by the GP office, although appointments are to 
 be shortened to 30 minutes and used as placeholders instead of true scheduled 
 appointment times. Patients will be told their appointment times will be confirmed 10 
 days before their ortho date. Preferred appointment times should be noted on the 
 appointments such as morning or afternoon. As patients confirm at the 10 day call, the 
 Ortho assistants will finalize the appointment time and appointment duration. 

 3.  All referring offices will designate the office and referring doctor from where the patient 
 was referred. This is  extremely  important to facilitate  transfer of xrays and patient 
 information in preparation for the ortho day. 

 4.  Ortho assistants will verify ortho benefits and ensure they are both in SmartDocs and the 
 Edit Employer Screen in preparation for ortho days. Ortho assistants will also detail ortho 
 benefits in the Edit Patient→memo section. Ortho assistants will transfer the panoramic 
 xray from the GP office/database. The GP office should have downloaded patient 
 benefits at their initial appointment. 

 5.  Ortho assistants will call patients 10 days before scheduled appointments. Ortho 
 assistants will use the same confirmation status as the 4 week hygiene calls (i.e. Sent 
 Email and Other). All communication other than confirmed will be designated with a 
 date, confirmation status, initials. 

 6.  GP front office will make 2 day and 1 day confirmation calls exactly as if it were a GP 
 clinical day. All communication other than confirmed will be designated with a date, 
 confirmation status, initials. 

 7.  All Open and Affordable Dental in office marketing should be removed at the beginning 
 of the day. 

 8.  The next two ortho days at each given office should be established on the schedule 
 before starting patient care for an ortho day. 

 9.  Ortho requires the hosting office to supply one front and one clinical assistant. The 
 clinical assistant must be familiar with that specific office and be proficient at running 
 sterilization and radiographs. Ortho will supply an additional three assistants of their own 
 for clinical care of patients. (5 Assistants total: 2 supplied by owner doctor and 3 
 supplied by ortho team). 

 10.  All Open and Affordable and Convenient Dental Specialists patients must be designated 
 via a patient alert. 
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 11.  Routing slips must be used at Ortho appointments. Routing slips will indicate orthodontic 
 insurance benefits. 

 12.  The clinical assistant introduces the orthodontist to the patient with 5 standard items of 
 information:  1.  Patient’s preferred name  2.  If the  patient is new or returning  3.  Which 
 operatory  4.  What we are doing  5.  A conversation point  about the patient’s personal 
 interests (Hobbies, recent vacations, pets, jobs, etc.) 

 13.  With new patient interactions, the orthodontist introduces themselves with the standard 
 introduction of giving business card, discussing our practice and hours, providing after 
 hours cell phone number, and asking for referrals. 

 14.  Ortho assistants will walk out the CDT code and write the financial arrangements on the 
 routing slip. It is appropriate to have the patient or guardian make the financial 
 payments/arrangements before bonding begins. 

 15.  All administrative work for bonding appointments such as scheduling the next visit and 
 post bonding instructions should be completed before the procedure begins. The 
 assistant will have the chart on the upper right corner of the screen and the most recent 
 pano in the lower right of the screen. 

 16.  All payment plans in CardPoint need to be designated with ORTHO. 
 17.  Before excusing patients after bonding, ortho assistants will provide patients with New 

 Braces handout, take home bag (including toothbrush, toothpaste, platypus flosser 
 sample pack, proxy brush, and orthodontic wax). Oral hygiene with braces/clear aligners 
 care should be thoroughly explained, and patient questions should be answered. Patient 
 should demonstrate that they understand how to use platypus flossers, and orthodontic 
 wax. Patient must understand that as the teeth straighten, the wire will move backwards 
 and feel more “poky” before the next visit. 

 18.  Each owner office needs to have a basic supply of orthodontic materials to cover 
 emergency orthodontic procedures between ortho days. These items include: 

 ●  At least one pair of distal end cutters to trim “poky” wires. 
 ●  At least one pair of Mathieu pliers to replace O-tie elastics that may come off. 
 ●  Orthodontic bonding materials to address broken brackets/loose bands. 
 ●  A small supply of replacement O-ties in various colors. 
 ●  A small supply of replacement power chains in various colors. 
 ●  A reserve of orthodontic wax 

 For orthodontic bonding and retie appointments, owner offices will supply: 
 ●  Pre-pasted disposable toothbrushes 
 ●  A reserve of platypus flosser sample packs (for patient new braces kits) 
 ●  A reserve of proxy brushes (for patient new braces kits) 
 ●  Take home toothbrushes (for patient new braces kits) 
 ●  Take home toothpaste (for patient new braces kits) 
 ●  Take home bags to assemble new braces kits (can be the same as hygiene 

 bags). 
 ●  Orthodontic wax (for patient new braces kits) 

 19.  All patients that had an ortho start will be called by orthodontist for follow up contact 
 within 72 hours. 
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 Doctor Lessons Learned 
 The following narratives describe situations, mostly bad, that various doctors at Open and 
 Affordable Dental have experienced.  All doctors mentioned have given permission to use their 
 name.  If you’d like your experience included with or without use of name, please send 
 experience to  corporate@openandaffordable.com  attention:  Battle Scar. 

 Learn to recognize caries: 
 1.21.2019 - Pt. presents for a crown seat after root canal completed by Dr. X. Dr. Stott notices 
 large caries still present. Filling placed to pt. satisfaction. Pt. expressed how he was extremely 
 grateful the crown wasn’t cemented with the caries present. 

 Disorganization leads to poor dentistry: 
 1.21.2019 -  Colorado medicaid patient presents with  older existing upper denture. Mobile teeth 
 23, 26 present and planned for abutments for valplast. Upper reline in walkout status, this 
 causes confusion as to if it is completed or not. Dr. X. stated that the lower framework partial 
 was denied and instead recommended valplast. This is incorrect, as Colorado Medicaid will pay 
 for framework based partial if anterior teeth are missing. Colorado medicaid will pay for a new 
 upper denture. Dr. Stott recommended extracting mobile 23, 26 as they are not good abutments 
 and do not look aesthetically good on a lower partial. Dr. Stott submitted pre-auth to Colorado 
 medicaid for a new FUD and framework based lower partial and was approved for both. 
 Fabricating upper and lower dentures at the same time is similar to delivering left and right 
 shoes at same time, they are being built together. It is inferior work to deliver a new arch against 
 an existing arch. Upper tooth #1 charted as missing instead of impacted. 
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 Disorganization leads to poor dentistry: 
 1.21.2019 -  Extractions completed on 1st visit. No  panoramic nor limited exam walked out on 
 the first day. This shows a lack of systematic procedures, doing things the same way every time. 
 Providers should walk out all procedures. Tooth #10 extracted and final bridge impressions 
 taken on the same day. This will cause a gap under the bridge. Doctor needs to extract and wait 
 a minimum of 4 weeks before the final impression. Patient calls later and says not able to pay 
 for bridge, finances not discussed up front, now the $1200 lab case is sitting in office not able to 
 be cemented. Technically this is insurance fraud because the bridge was submitted to insurance 
 on the preparation date, yet never cemented. 

 Substandard dentistry takes more work and than trying to do it perfectly: 
 3.07.2019 -  Dr. X. discusses with Dr. Stott how they  have given up on doing a border mold on 
 the custom tray during secondary impressions because his assistants can’t get the border to 
 stay on while cutting it off with the 15 blade as instructed. Dr. X. tries to convince Dr. Stott that 
 the impressions taken with a simple light body are just as good as those done with border 
 molding. Dr. X.’s front desk interrupts conversation to ask what we should do if a night guard 
 wasn’t delivered but charged out to insurance. According to the front desk, the night guard 
 impression was taken 4 times and was returned by the lab because of tears and voids. Dr. X’s 
 argument to Dr. Stott that short cut dentistry is adequate was shot down by his own front desk. 
 Notice voids on buccals of 3-5. 
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 The protocols in the manual reduce clinical issues: 
 3.7.2019 -  Dr. X. calls Dr. Stott asking if he has  any Contact EZ strips. Dr. Stott asks why. Dr. X. 
 expresses that a crown was seated with the patient biting on a cotton roll instead of finger 
 pressure as instructed by the Clinical Staff Director. The crown was wedged into a malposition 
 so that no floss could pass through contact on the wedged crown. Dr. X admits that there is 
 validity in following exact crown seat protocols learned with the Clinical Staff Director. 

 The administrative protocols in this manual are proven to increase profitability: 
 3.7.2019 -  Dr. X. is frustrated with high no show  rate, especially with hygiene patients. Dr. Stott 
 inspects 4 week, 2 day, and 1 day confirmation calls. Dr. Stott notes calls aren’t being 
 completed. Discussed with staff the importance of knowing and completing confirmation 
 protocol. Dr. X. understands the importance of verifying completeness and veracity of the front 
 office checklist. 

 Do a rough draft crown prep, then pack cord, then do a final preparation: 
 3.8.2019 -  Dr. Stott attempts to seat #7 crown prepared  by Dr. X. Margin is grossly supragingival 
 especially for the aesthetic zone. Dr. Stott reprepares crown dropping margin to equigingival. 

 Before 
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 After 

 The clinical chronological steps in this manual allow you to reduce clinical misdiagnosis: 
 03.11.2019 -  Pt. presents to Dr. Stott with an older  existing upper denture and periodontally 
 involved lower teeth. Noted no panoramic x-ray taken. Immediately orders pano. Treatment plan 
 by Dr. X. shows extraction of all lower teeth and a new full lower denture. Dr. Stott inspects 
 lower canines and notes no mobility. Discusses with patient and wife keeping canines for as 
 many years as they can and building partial lower denture around canines. Discussed new 
 upper denture and new partial lower denture. Pt. agrees to the treatment plan and is happy to 
 not have to pay for implants and not have a full lower denture. The patient is happy to get two 
 new dentures instead of one new denture built against an older existing upper denture. 

 The financial protocols in this manual are proven to increase profitability: 
 03.11.2019 -  Dr. Stott notices an appointment note  saying the patient has a balance because of 
 not paying deductible. Dr. Stott notices the patient is talking with the front about their balance, 
 then goes out to the parking lot talking to his wife on the phone. Dr. Stott talks with the front 
 about why the patient is having discussion with the front about balances and not with the doctor. 
 Front states Dr. X instructed that all patients with balances have discussions about balances 
 with the front before entering the clinic. This is 100% against Open and Affordable Dental 
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 protocol. Doctors discuss all finances, not front. Front may clarify balances to doctors, but it is 
 the doctor’s responsibility to discuss finances with patients. Dr. Stott approaches the patient in 
 the parking lot, discusses that we’ll take care of the balance, not to worry about it. Seats patient 
 20 minutes late because the patient was discussing finances with the front. After giving 
 anesthesia, Dr. Stott discusses with the front the reason for the balance is down codes, not 
 deductible. No $$$ account note was put in the chart, so confusion existed as to why the 
 balance. No coverage book was created. Before beginning treatment, Dr. Stott requests the 
 front to apply a coverage book, the front seems not to know where to find information on 
 coverage books nor how to create a coverage book. Front has been working at the office for > 6 
 months. After creating a coverage book with front, Dr. Stott walks out procedures and notes 
 current procedures cost $90 and past balance is $40. Dr. Stott simply states, looks like today 
 will be $130. The patient says great and pays the $130 as he walks out the door with no 
 discussion if it is a past balance or from the current procedure. 

 Try to save teeth as full dentures reduce quality of life: 
 03.13.2019 -  Pt. ends up on Dr. Stott’s schedule.  Notices wax aesthetic tryin with teeth that will 
 be extracted. Never mount future denture teeth against teeth that will be extracted, now you 
 have the potential of creating a permanent crooked smile vs making it all ideal occlusion. Pt. 
 presented with salvageable canines with an amazing amount of bone. Tx plan was presented 
 with full lower instead of PLD with crowns on 22, 27, which would be covered 100% by Colorado 
 medicaid. Teeth 22, 23 were extracted and 24 was left to be extracted in the future. It would 
 have been super simple to extract #24 while pt. Is numb on the left side. 
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 Not understanding the partial denture process gives you a substandard result: 
 03.30.2019  - Dr. Stott extracted posterior teeth for  an immediate hybrid denture. Patient comes 
 in on Dr. X's schedule. A bite registration was taken and aesthetic tryin ordered. This is out of 
 order. First a bite registration should have been taken after opening the VDO because of the 
 collapsed bite. Second, the next step is to extract and place denture. Ordering an aesthetic tryin 
 forces the lab to mount the denture teeth against teeth that will be extracted, giving the patient a 
 permanent crooked smile. Ordering the lab to process the denture directly from the bite 
 registration indicating the teeth to be extracted results in a perfect smile. 
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 Learn to solve problems on your own and reduce/eliminate specialist referrals: 
 03.13.2019 -  Pt. presents with abscess under bridge  after extraction and bridge cementation by 
 Dr. Stott. Patient referred to a periodontist. There are very few reasons a patient needs to be 
 sent to a periodontist when a GP and OMFS are able to flap and debride the extraction site. 

 Low hanging fruit should never be passed by: 
 03.13.2019 -  Patient had a comprehensive oral exam  by Dr. X. Tx plan was: 3-O, 14-O. Pt. 
 ended up on Dr. Stott’s side. Dr. Stott treatment planned 3-OL, 12-O, 13-O, 14-OL, 18-OB, 
 19-OB, 30-OB. In your mind’s eye you need to envision a virgin tooth. If you can predictably get 
 it to that same spot, do it, low hanging fruit. Patient was super happy to get them all done, she 
 could see the caries in the mirror. Many of the fillings were able to be done with mosquito bur, 
 others needed anesthetic. 

 Proper endodontic diagnosis reduces unnecessary root canals: 
 03.13.2019 -  Patient (29 year old) ends up on Dr.  Stott’s schedule for a retreat of #28 performed 
 by Dr. X. Pt. presents with no spontaneous pain. Dr. Stott probed around tooth T and noticed 
 bleeding. SSC is not a permanent restoration. Tooth T needs a crown. Dr. Stott prepared a 
 permanent crown for tooth T. Pt. states she feels much better. 
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 You will lose patients if you are not organized: 
 03.13.2019 -  Doctor X sends ONG impression to lab  without opposer nor bite registration. 
 Patient requested by doctor to come back for opposer and bite registration. Patient was upset. 
 After the lab pours up the upper PVS impression, notes it has too many drags. Dr. Stott asks the 
 lab to fabricate a lower ONG off of anginate opposer. Lower ONG from alginate impression 
 doesn’t fit very well. Pt. upset. Dr. Stott orders new impressions of upper using PVS and lower 
 with alginate and orders bite registration. Patient comes back in two weeks saying the ONG fits 
 perfectly. 

 Ensure your class II fillings don’t have voids: 
 03.13.2019 -  Pt. has 15-MO placed by Dr. X. Pt. returns  with pain while eating. Dr. X takes PA 
 but does not notice the large void under filling, recommends RCT. Pt. ends up on Dr. Stott’s 
 schedule. Dr. Stott takes BW and sees void, recommends redoing filling. Pt. states on a follow 
 up call that they feel no pain. Patient upset RCT was considered. 

 PA with void, not identified, recommended for RCT by Dr. X. 

 BW taken by Dr. Stott that confirms void, recommended new filling. 
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 BW taken to after new filling to ensure proper fill 

 Disorganization leads to loss of patient trust: 
 03.13.2019 -  Patient had tooth extracted and charted  as #18. Patient has post operative pain. 
 Dr. Stott inspects the site and notices it completely healed after 1 week. Pt. upset and says why 
 are you looking over there, it’s on the other side of my mouth. It was actually tooth #31 
 extracted, but charted as tooth #18. 

 Do not prescribe non-dental drugs to staff/patients: 
 03.13.2019:  Pharmacy calls the front office asking  why an anti anxiety drug was called in by a 
 dentist for a staff member. Staff talks to Dr. Stott about it. Dr. advised to only call in dental 
 related drugs for patients of record. 

 Disorganization causes confusion for next provider looking at chart/account: 
 03.13.2019 -  $29 new patient exam with x-ray walked  out for a discount patient. Patient didn’t 
 pay for the discount, should be either $29, write everything off, or sell the discount plan for $200 
 with payment. 

 It is required to have a diagnosis for every proposed treatment: 
 3.13.2019  - No chart notes for hygiene appointments.  Having a diagnosis for each pathology is 
 a must, meaning you have to have chart notes for your comp orals and periodic exams. 
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 Disorganization causes confusion for next provider looking at chart/account: 
 3.13.2019 -  Many procedures in walk out status (purple),  using walk out status as a way to give 
 treatment plan, vs creating treatment plan and using estimated - insurance to get a quick copay 
 amount. Leaving procedures in walk out status creates confusion as to if the procedure was 
 accidently not applied to account. 

 Not packing cord results in supragingival or unclear margins and increases gingival 
 trauma: 
 3.13.2019 -  Not packing cord. Doctor explains they  don’t like packing cord. Not packing cord 
 leads to supragingival margins, and that’s not acceptable for anteriors nor teeth with limited 
 vertical walls for retention. Become great at packing cord. It should take 52 seconds on average 
 for the most difficult teeth. 

 3.13.2019 -  Not giving out a business card at the  new patient exam. Shows lack of systematic 
 appointment and especially lack of wanting new patients. Every patient has friends that need a 
 dental visit, simply stating genuinely, “if you have a good experience here I would love to see 
 your friends and family, I’ll give them all free exams and x-rays if they want to come in”, has 
 yielded several hundred new patients. 

 4.1.2019 -  Notice doctor doing chart notes at front  office. This is how to get trapped into 
 answering patient questions. Stay in the clinic or at the doctors' office to do chart notes to keep 
 the front clear and to be more efficient. 

 4.1.2019 -  Dr. treatment plans sealants on a 15 year  old. Did not check sealant status, walked 
 the procedures out as if insurance will pay 100%, expects front to write them off when the EOB 
 denies the claim. Dr. Stott checks that sealants are restricted to ages 0-14, instructs Dr. X. to 
 rewalk out sealants checking to not submit to insurance (Account → Walkout → Edit Service → 
 Uncheck Submit on Insurance). Dr. X. re walks out the procedures noting exact balance 
 needing to collect at front. Patient gladly pays for the sealants. 

 3.16.2019 -  No charting of missing teeth, no pano,  charted upper against existing lower. Shows 
 lack of systematic appointments. Need pano at every NP visit. Went through 5 visits to deliver a 
 new upper against existing lower. The patient does not like how the upper is biting on their 
 cheek. Dr. Stott recommended new upper and lower. Pt. gladly accepts. Dr. Stott begins the 
 process over to create two shoes that fit together. 

 4.2.2019  - Dr. Stott notices use of topical anesthetic  on all patients. Dr. X. admits that there is no 
 scientific data behind its actual effectiveness. Dr. X. admits there was a patient yesterday who 
 started feeling pain upon application of topical anesthetic. Dr. X. understands that topical 
 creates an additional step for assistants to set up procedures, creates a mess on the tray, and 
 many patients don’t like topical. Dr. X. understands that topical also conditions the patient base 
 to expect topical increasing anesthetic time and reducing doctor efficiency. Progressive 
 anesthetic technique is much more effective even on kids. Apply 1 drop of anesthetic under the 
 mucosa or until the patient shows signs of feeling the shot, whichever is least. Take less than 1 
 second applying the anesthetic under the mucosa, possibly not even sounding the bone if giving 
 an IAN. Give it a few seconds, then at the same spot give slightly more anesthetic until the 
 patient shows signs of feeling something. Pull out immediately. Ask the patient if they felt 
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 anything. Continue the same method until the patient is profoundly numb. Do not forget that 
 nerves are webs, not strings, give papilla anesthesia, buccal, and lingual for all root canals, 
 extractions, and fillings. Use at minimum 3 carpules of lidocaine. If you fail to achieve 
 anesthesia, review anatomy not chemistry, lidocaine is just as effective as articaine, but many 
 dentists use many types of anesthetics to mask their lack of anatomy knowledge. Dr. Stott uses 
 topical twice per year and articaine once per decade. 

 4.2.2019 -  Dr. X. begins a comprehensive exam without  consulting x-rays. It is imperative the 
 doctor and patient review x-rays together to agree on radiographic pathology. The verbiage is, 
 “We’re going to take a look at the x-rays together, then we’ll take a look in the mouth. We’ll 
 come up with a game plan together as to what we BOTH want to do, then go over the prices of 
 that game plan, then get you all fixed up.” All radiographic pathology should be read to the 
 hygienist or assistant. Once the doctor and patient agree as to what is pathology, the doctor 
 begins the head and neck exam. Before beginning the intraoral exam the verbiage is, “I’m going 
 to read off some things to the hygienist, if you need anything I’ll tell you.” This alerts the patient 
 that many things being read out loud aren’t not important and especially aren’t bad. If this 
 statement isn’t disclosed, the patient feels like every existing filling is something bad. The 
 cadence of the exam is VERY important. Tooth 1 is missing, tooth 2 HAS an occlusal amalgam. 
 If amalgam fillings are present, always say, “You’ve got some silver fillings, they are a really 
 good product, and will last you a long time.” Many patients worry about their silver fillings. Every 
 tooth, especially the good teeth are read to the hygienist. Tooth 3 looks good, tooth 4 looks 
 good. NOT, tooth 3 and 4 look good. Emphasise each tooth that looks good, it shows the patient 
 you’re looking at every surface of every tooth, and you’re giving them positive reinforcement that 
 their dentition isn’t that bad. If caries are detected, say, it looks like WE’VE got a cavity on tooth 
 3. This is OUR problem, not theirs. Always take the mirror out and look at the first cavity 
 together, that way the patient sees what you’re seeing. DO NOT say, I recommend a filling on 
 tooth 3. We need a filling or we don’t, there are no recommendations. I’m going to recommend 
 you cut your leg off. Absolutely not, we either need to cut the leg off, or we don’t, and here is the 
 proof, look you’ve got gangrene up your right shin, and nothing on your left shin. Many times 
 when coming across the lower anteriors, compliment the hygienist on how great of a job they 
 did. At the end of the comp oral, always do a summary. So John, it looks like we’ve got a few 
 cavities, should be pretty easy to take care of. Did you have any questions on what we talked 
 about? If there is some hesitation, for example on wisdom teeth, ask, “What do you want to do 
 and when?” If there is no hesitation, move towards getting the treatment plan printed, have the 
 hygienist retrieve it from the printer, and emphasise the positive. John, nice, so this is going to 
 be good, we’ll get you all fixed up, then we’ll get you to the point where you’re just coming in for 
 oil changes. We’ll start on the worst cavities first, and we’ll get them all done in about an hour. 
 When the treatment plan comes back, great, so you’ve got excellent insurance with <insurance 
 name>, this is the best estimate we get from them, sometimes they lie, so it might be a little bit 
 off, but this is how much THEY MAKE us charge you, this is how much they pick up,and this is 
 how much your out of pocket is. Let’s see if we can get through this amount this year (point to all 
 the procedures that aren’t over their maximum), and we’ll leave anything that you’re over your 
 MAX until next year. 

 4.2.2019 -  Two simple buccals are to be completed.  Dr. X. decides to use flowable on buccals. 
 This increases complexity as now the assistants don’t know if they’ll use composite, flowable, or 
 RMGI on buccal and lingual surfaces. Be extremely consistent on biomaterials. Use RMGI on all 
 buccals/linguals unless there is a high aesthetic demand. Use composite on all occluding 
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 surfaces. Dr. Stott uses flowable, once per decade. Occasionally, flowable may be used under 
 anterior temp crowns that continue to fall off. 

 4.2.2019 - Patient account shows 3 zero payments without a “$$$ - “ account note. Front office 
 is thinking it’s a Delta Dental SSN vs ID issue. Dr. Stott immediately has the front consult the 
 EOB for the $0 payments. Dr. Stott notes a procedure D7250 was used, extraction of root tips. 
 EOB states it’s not a covered benefit. This shows a breakdown in procedures from front to 
 doctor. All procedures that are rejected should be given to the doctor via the rejected claims 
 folder for the doctor to learn which procedures are covered and which are not. Dr. Stott has 
 never walked out a D7250 more than the first time, because he never got paid on it. Know the 
 ADA codes that you get paid on and walk only those out, don’t think just because it’s an ADA 
 code that you discovered fits the description of what you’re doing that you’re going to get paid 
 for it. 

 4.15.2019 - Dr. Stott had decided to not take pano at new patient exam because patient 
 insurance would cover it at 6 month recall. At recall visit pano is taken and noted large 
 periapical lesion on #15. Extraction was indicated. Patient walked around for 6 months with 
 pathology because no pano was taken at the initial exam. 

 4.1.2019 - Dr. Stott is taking full arch PVS impressions on the hygienist's mother for an implant. 
 Does not notice recession on anteriors. Let’s the PVS cure too long and the custom tray and 
 PVS gets locked in the patient's mouth. Anterior teeth are sensitive and implant coping makes 
 removal impossible. Luckily the patient isn't a gagger, but has a miserable experience as Dr. 
 Stott sections the custom tray for removal. 

 3.1.2017 - Dr. Stott has new “experienced” EDDA working her first day. Patient presents for hard 
 reline. Notes assistant shelling out the intaglio surface of the denture to make it thin. Because 
 denture is thin, hard reline material is thick upon placing in the patient’s mouth. 1st reline is 
 uncomfortably hot to patent. 1st reline has voids, Dr. Stott requests a 2nd reline. 2nd reline 
 burns pt. Pt returns for multiple recall visits with large burn on uvula and soft palate. Pt never 
 returns after healing. Never shell out the intaglio of denture so that hard reline material is thick 
 and has more potential of getting hot. 

 4.1.2015 - Dr. Stott is extracting tooth #2 on 60 year old. Instead of having finger rest, Dr. Stott 
 uses pressure with the luxator to attempt extraction. Luxator slips to the back of the throat. Dr. 
 Stott’s blood pressure drops as he thinks he punctured the posterior throat. Always use finger 
 rest and controlled pressure with fingers only. Pt only had a scrape on the posterior palate, Dr. 
 Stott got lucky. 

 4.1.2015 - Dr. Stott is at the end of 72 hour week. Decides to take #2 out on a 60 year old male. 
 As he is luxating, he notices a large portion of the hard palate is moving with his tooth. Dr. 
 Stott's blood pressure drops to zero. Tries unsuccessfully to separate the hard palate from the 
 tooth. Tears soft palate as tooth and bone are removed. Pt. feels communication between the 
 oral and sinus cavity with lots of bleeding. Pt. is given gause and post op instructions. Patient’s 
 wife calls at 8:30 pm concerned that the entire face is swollen. Dr. Stott freaks out, sees the 
 patient immediately. Notes profuse bleeding. Calls OS Dr. White. Dr. White calls back at 9:30 
 pm and asks if Dr. Stott feels the patient should be seen at the office tonight. Dr. Stott says yes. 
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 Dr. White calls an hour later saying bleeding has stopped. Dr. Stott only refers to Dr. White for 
 the rest of Dr. White’s career. 

 4.1.2014 - Dr. Stott is removing a tooth on a large black male. Pt. begins to sweat profusely. Dr. 
 Stott had given 4 carps lido w/ 1:100k epi. Dr. Stott decides to reschedule pt. 1 year later the 
 patient returned and said 2 months after the extraction attempt he was in hospital and had a 
 heart attack with exact same symptoms. Pt. had had a heart attack during the extraction 
 attempt. Important to review medical history every time you administer drugs. 

 3.1.2016 - Dr. Stott has a new assistant. She does not adequately tighten the lid on the etch. As 
 Dr. Stott applies the etch to the patient’s tooth, the entire etch carpule explodes in the patient's 
 mouth, etching all of her teeth. 

 4.1.2016 - Dr. Stott reviews medical history of the patient as normal before removing two root 
 tips. Patient ends up in hospital for a week after not disclosing on written medical history they 
 were on Warfarin. Patient tells Doctor Stott that the EMT said the patient’s house looked like a 
 murder scene. Always review the patient’s health history orally before doing procedures. 

 4.1.2017- Dr. Stott extracts full mouth. Patient had INR checked 24 hours previous to 
 extractions and it read 2.8. Patient does not stop bleeding. Has INR rechecked and it is now at 
 4.2. PCP is super concerned. Dr. Stott sends the patient to Dr. White OMFS to get the patient to 
 stop bleeding. 

 12.1.2018 - Dr. Stott extracts upper teeth. Pt. returns from the waiting room with blood dripping 
 down his shirt. Staff does not treat this as an emergency and the patient waits to see Dr. Stott 
 instead of being seen immediately. Staff needs to alert the doctor that there is a patient that 
 needs to be seen immediately. 

 2.1.2016 - Dr. Barkoff is new to Open and Affordable Dental. Lead assistant from Bennett and 
 hygienist from Bennett accuse him of being unethical because of walking a wisdom tooth 
 extraction out as surgical instead of simple, accidentally walking 4 BWs out that weren’t taken, 
 and pushing a 16 yr old patient clinically through a wisdom tooth extraction. Assistant and 
 hygienist accuse Dr. Barkoff of being unethical during staff meeting. Dr. Barkoff responds back, 
 thanks for the feedback, I guess I've never been in this role as the villain. Dr. Stott investigates 
 the cases and finds the stories corroborate with what Dr. Barkoff related to Dr. Stott. Dr. Barkoff, 
 when pressed, genuinely appreciates the negative feedback as a way to improve. Dr. Stott 
 discusses with Dr. Barkoff the concept of winning battles but losing ethical war. All agree to be 
 more transparent on ethical decisions. Lead assistant and hygienist are no longer at Open and 
 Affordable Dental. Unless doc is truly bad apple doing negligent clinical dentistry, staff must get 
 along with their doctor or they won't be around. Open and Affordable Dental is about doctors 
 and patients. It is difficult for experienced staff to see inexperienced dentists finding their clinical 
 feet. Staff needs to have patience with new docs, we are only experienced clinicians for the 
 middle of our careers, at the beginning and end of our careers our inexperience and hands and 
 eyes are lacking. 

 5.1.2017 - Dr. Stott is restoring implant retained upper denture. He lets the hard reline material 
 cure too long and the upper denture gets stuck in the patient's mouth. Dr. Stott attempts to 
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 remove the denture for 1 hour. The tips of Dr. Stott’s fingers have neuropathy for 2 months from 
 the amount of pressure he put on the flange. Seat one locator abutment at a time. 

 5.4.2018 - Patient present with spontaneous pain and percussion sensitivity. PA shows no 
 pathology and did not capture apex. Doctor treatment plans it as extraction and implant, refers 
 to Dr. Stott for implant consultation. Dr. Stott notes enamel fracture with large filling. Does not 
 see movement when taps on enamel fracture. Recommended RCT and crown, if not resolved 
 then implant. 

 08.15.2018 - La Salle, CO - Patient sees new doctor and has a comprehensive oral exam. 
 Doctor decides to endentulate patient. All teeth are restorable with crowns. 
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 5.16.2020 - Bennett, CO - Patient ends up on OS day for full mouth EXT. Dentures are a huge 
 downgrade from natural teeth. Do not do this to a 52 year old. 
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 6.1.2019 - Patient ends up on Dr. Stott’s schedule for a RCT on #19. Notice pano and PA was 
 taken. Noted caries on #19 on pano, no reason to force assistants to take additional PA when 
 diagnosis can be made from pano. Pano, D0140, and PA were not walked out. Dr. Stott 
 wonders why RCT was not begun on the same day. Ask the patient if the tooth wakes him up at 
 night. He says, no it simply hurts when eating. The diagnosis is reversible pulpitis, not SIP/SAP. 
 Recommended filling then re-eval. Dr. Stott looks at the next visit, and it’s scheduled as New 
 Patient Adult with Prophy instead of New Patient to Hygiene. Patient returns saying there is no 
 sensitivity on filling or tooth. 
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 8.15.2019 - Colorado medicaid patient ends up on Dr. Stott’s schedule. Chart says #30 was 
 extracted. Dr. Stott notes that was actually #31 that was extracted. Now needs to call medicaid 
 and correct the tooth that was extracted, because medicaid will not pay for RCT on a 2nd molar. 
 Charting teeth correctly is SUPER important. 
 Original Pano 
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 Updated pano 

 10.09.2019 - Loveland CO. 83 year old male patient presents with pain on lower right. The 
 doctor recommended extraction of all 4 wisdom teeth. When wisdom teeth are covered by bone, 
 especially on people over the age of 40 years, the surgical risks many times outweigh the 
 benefits of the extractions. 
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 10.31.2019 - Loveland, CO. Doctor in a one doctor office submits payroll at the end of the 
 clinical shift instead of waiting until the beginning of the month. This now creates a situation 
 where there will be three payrolls in the current month substantially increasing the month’s 
 overhead. The idea behind two payrolls per month is to compare overhead consistently across 
 months. Submitting payroll before the normal payroll cycle also conditions staff to expect their 
 paycheck early. 

 11.30.2019 - Bennett, CO. Patient presents at end of year with symptomatic tooth #19. RCT 
 completed then crown prepared on the same visit, exhausting patient benefits. When Dr. Stott 
 seats the crown he sees caries under the crown. True order of the procedure should be 1. RCT 
 #19, 2. EXT #18 so we don’t extract 18 against the newly cemented crown, especially since the 
 patient is already numb on LL quadrant, 3. Wait for healing of 18 so #19 crown has perfect 
 margins, 4. Comp Oral, 5. Deep caries removal, 6. Crown preparation on #19 after #18 EXT site 
 heals. 
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 Endo post op shows caries under build up. Caries not removed during crown prep. 

 03.25.2020 - Bennett, CO. Patient is scheduled on Dr. Stott’s schedule. Dr. Stott sees the 
 patient is scheduled on OS schedule for full mouth extraction and 3 implants on mandible. 
 Patient has COPD and is 75 years old. Noted very little bone loss and no mobility of lower 
 anteriors. It is very difficult to justify teeth being removed when there is no mobility, even if there 
 is the presence of bone loss. Dr. Stott instead asked the patient if they would like to keep all the 
 teeth by crowning them. Patient is relieved he doesn’t have to have his teeth removed. Agrees 
 to $8,000 treatment plan of new upper denture, partial lower denture, crowns 21-28, and 
 extraction of #19. 
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 Before Crowns: 

 After Crowns: 
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 03.23.2020 - Aurora South, CO. - Patient presents with pain on #30. RCT was diagnosed. 
 Patient scheduled for another day for RCT/BU/CRN. There are very few instances to wait to do 
 a RCT. When patients present with pain, take care of the issue that day. If you are a fast doctor 
 and can do a RCT and a crown on the same day, it may be appropriate to to the crown on the 
 same day as the root canal, but if you are pushing the patient past 1 hour appointment length, it 
 is better to reschedule the patient to New Patient to Hygiene instead and create a 
 comprehensive patient verses cherry picking the crown. Deep caries found during the 
 comprehensive oral exam are a higher priority than a crown on a recently root canalled tooth. 

 During the root canal, a cone fit x-ray was taken. Notice there is no rubber dam, meaning the 
 canals have now been infected with saliva. Also notice how the cones are 2-3 mm short of the 
 radiographic apex. This cone fit x-ray is not providing any information that the apex locator didn’t 
 already provide. If the apex locator showed that we didn’t obtain patency, the cone fit x-ray 
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 showed the exact same. This x-ray did not provide a way to obtain patency, it only confirmed 
 what the apex locator already showed. The time to know if your cones fit to the apex is by 
 measuring them, if they go to the same length as the apex locator measurement, obturate to 
 completion. If they don’t fit to the apex locator measurement, then reshape until they do. The 
 apex locator is 96% accurate in finding the biological apex and x-rays are 45% accuracy in 
 finding the biological apex. This was the final x-ray taken. The final x-ray should be of the 
 obturated canals, not of the fitted cones. Insurance companies, like doctors, need to see the 
 obturated canals. 

 08.7.2018 - Bennett, CO - Dr. X does RCT then crown on the patient. Insurance company is 
 denying the claim because a PA was taken that doesn't show the apical portion of the RCT. Do 
 not take PAs as your final, take a half pano. 

 PA taken: 
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 03.23.2020 - Bennett, CO. - Patient has complications after extraction. Referred to outside 
 OMFS. OMFS alerts the patient that she has some metal in her jaw. Patient wondered if it was 
 Dr. Stott that left metal in her jaw from extractions. If Dr. Stott had not taken Pano as the patient 
 walked in, there would be no legal defense that it wasn’t Dr. Stott. Pano taken at 1st visit shows 
 metal present. Always take pano at every new patient appointment. 

 05.22.2020 - Bennett, CO. 48 year old patient ends up on Dr. Stott’s schedule with a tx plan of 
 ext #1. Previous doctor did not see widened PDL on #3 and did not do probing nor percussion 
 test to find the exact issue. Patient states it hurt around gum of #3. A fully impacted tooth on an 
 adult rarely causes pain unless there is a path for bacteria to access the tooth. Dr. Stott scaled 
 around #3 and rescheduled for New Patient Adult to Hygiene. 
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 08/24/2020 - Parker West, CO - Doctor does a #3 RCT with multiple working length x-rays. No 
 xray shows a clamp/rubber dam being used. Those files dangling in the mouth are a negligence 
 lawsuit waiting to happen if any file falls into the mouth or aspirated. That is an easy way to get 
 a dental license taken away and put in jail. Patient doesn’t enjoy getting these xrays, and each 
 time the cone is fitted without a rubber dam, the entire canal is being contaminated. The doctor 
 stated it was their first time using the apex locator, and wanted to calibrate it. There is no way an 
 instrument (apex locator) with 96 percent accuracy needs to be calibrated with an xray that is 45 
 percent accurate. If the final cone fits to the apex locator length, there is a 96 percent chance 
 the cone fits accurately. 

 09/04/2020 - Bennett, CO. Multiple wisdom teeth that if extracted as young person would have 
 avoided later issues. 

 47 year old patient presents with pain around wisdom teeth. Extractions completed with much 
 bleeding and profuse sweating during extractions. Presents 6 months later with cracked #18 
 mesial/distal caused by chewing on tooth that had DO caries caused by having #17 present and 
 not being able to clean #18. 
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 09/04/2020 - 82 year old female on Xarelto and HBP medication presents with abscess on #20. 
 Note distal caries on #17, needs surgical extraction. Note distal caries on #18, caused by not 
 being able to clean distal of #18 because #17 present. Note curved roots on #17. This is now a 
 surgical extraction that is life threatening, because the patient has to be off Xarelto for 5 days 
 before any extractions. 

 11.13.2020 - 74 year old alzheimer's patient ends up on Dr. Stott schedule (You’ve never heard 
 this before), with the following treatment plan.  The patient was sent to an outside oral surgeon 
 who treatment planned 2 implants on the lower. 
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 The panoramic xray shows the following: 
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 The lower canines were found by Dr. Stott to have no mobility.  Because of lack of attention to 
 detail, the patient was treatment planned to be edentulous.  This is gross overtreatment.  Dr. 
 Stott instead treatment planned a full maxillary denture and a lower partial denture leaving 22, 
 27, 28 as partial abutments. 

 12.09.2020 - Patient ends up on Dr. Stott’s schedule for a crown seat. Opened the lab case and 
 saw this note.  Also noticed an amalgam buildup on the same tooth.  This is the reason Dr. Stott 
 only does build ups on root canaled teeth.  The amalgam should almost always be removed 
 because it provides no retention and becomes the weak link between the tooth and crown.  The 
 best configuration is a crown against the tooth.  Removing the amalgam also provides a large 
 retentive grove. 

 12.08.2020 - Patient comes in with pain on #17.  The panoramic xray machine was not working 
 so a PA was ordered.  The lead apron covered the xray rendering it non-diagnostic.  The doctor 
 accepted the PA and referred the patient to the oral surgeon.  The oral surgeon also did not take 
 a pano and delta denied the payment while requesting pre-op xrays. 
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 03.31.2021 - New doctor gets hired and immediately wants new gizmos in their office, of course 
 a fancy (expensive) matrix system.  Even shows Dr. Stott how amazing the fillings come out, 
 before even saying thanks for the job, or the amazing office we set up for them.  (Hint, you 
 coming in full speed trying to change things from the beginning is a huge red flag, seriously go 
 open your own office so you can museum your gizmos)  Dr. Stott re-emphasises the need for 
 practice simplicity, needing to use systems that are predictable, and discusses micro 
 experiments can be performed by owner doctors.  Same doctor wants a new endo system, this, 
 that, and the other.  Dr. Stott  opens practice 1.5 hours away from the new doctors practice. 
 Patients calling in for emergencies with post filling pain.  Pt. Rebecca G. shows up with gingival 
 inflammation and associated pain on upper right..  Dr. Stott takes pre-op xray of overhangs.  Dr. 
 Stott also takes post-op xrays after using tofflemire.  Left is pre-op, right is post-op.  Micro 
 experiments with your latest and greatest gizmo is allowed after becoming an owner.  Until you 
 are an owner, get amazing at using the instruments and techniques that have been vetted over 
 many doctors and many procedures to provide predictability and reduced post op complications. 
 We know you were taught how to make a chicken sandwich in dental school, understand we 
 have to make thousands of them per day and not have any patient complaints afterwards.  The 
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 no patient complaint was not taught to you in dental school.  We will charge you for all the junk 
 gizmos we have to throw away if you leave. 

 This is the same doctor's schedule 1 year after starting.  Notice the length of appointments and 
 the VERY high no show/reschedule rate.  Your disorganization will kill your practice.  This doctor 
 has never shadowed, never invested in their career, and will be out of private practice because 
 they fought the system.  Doctor Stott showing up at your office to shadow should be an 
 indication that you are getting close to not making it in private practice.  The question you 
 should ask is what do I need to change to survive, not what do you think about this matrix or 
 that system.  Your matrix system will not keep you in private practice.  You are looking at the 
 trees and not the forest.  You will not be helping people in any fashion if you are not in the 
 game. 
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 05.11.2021 - Wellington, CO - 16 year old pt ends up on Dr. Stott’s schedule after another 
 doctor quit because he didn’t like the Open and Affordable system.  The order of the visits was 
 the following. 

 1.  Pano, BWs, Limited Exam (This is wrong, should be comp oral if you're taking BWs) 
 2.  Comprehensive (This should have been done) at the first visit. 
 3.  Fillings with no prophy scheduled (The prophy should be scheduled right after the limited 

 exam) 

 The following was completed and tx planned: 

 Here is a full resolution BW of the 4 interproximal cavities 18-21 Dr. Stott was supposed to fill. 
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 That is disgustingly over treatment planning.  Those tx planned fillings are at most watches.  Dr. 
 Stott would never let any of his family within miles of this dentist. 

 Inspect the following two x-rays.  Which teeth would you treat? 
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 Answer: 
 Watch 3-MO, 30-MO, 13-DO, 15-MO, 18-MO 
 Treat: 30-DO, 14-DO 
 Grey area: 19-MOD 

 06.18.2021 - Patient ends up on Dr. Stott’s schedule for a RCT #15. First question asked is 
 “Does it wake you up at night?”  Patient answers no, only hot and cold sensitivity.  Doctor had 
 noted percussion sensitivity on #14 and #15.  This is a classic reversible pulpitis vs SIP/SAP or 
 periodontitis question and if you are using endo ice, it will make you do the RCT.  Look at the 
 xray taken. 

 Clearly there are caries on the mesial of #15.  If you follow what you learned at Dental school 
 you will be doing a ton of unnecessary root canals instead of fillings.  Be conservative.  If the 
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 filling doesn’t work out and the tooth starts having spontaneous pain, that patient will be in for 
 the root canal you so much want to do.  BTW, Dr. Stott doesn’t  want to do that RCT, but will 
 absolutely do that RCT if the patient asks him to do it. 

 6.26.2021 - Patient has 4 types of root canals.  All root canals are over 5 years old.  All are 
 non-pathologic.  You can see how silver points also work, even though they are 4 mm short of 
 the apex.  Note the gutta core, on #13, silver point on #14, and overfill on #30.  Many doctors 
 overstress concerning their root canals.  They need to be very good, but a successful root canal 
 has many variables. 

 06.26.2021 - Pt. ends up on Dr. Stott’s schedule for a crown seat, prepared by another doctor. 
 After cementing, the patient pulls Dr. Stott aside and mentions in a low voice that the she was at 
 the crown prep appointment was done with 11 carpules of anesthesia and they were at the 
 office for 3.5 hours.  Patient mentions they will be requesting Dr. Stott is the only doctor that 
 sees them from now on. Dr. Stott is not the one asking you to be efficient, it’s your patients. 

 07.03.2021 - Dr. Stott is processing claim denials.  Notes a denial saying filling on tooth #14 is 
 being denied, because insurance has recorded that the tooth was extracted.  Dr. Stott sees the 
 original pano and agrees, that is tooth #15, not #14 as charted.  Another reason to take pano at 
 the beginning of each emergency appointment and to be super picky on charting. 
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 08.01.2021 - Patient ends up on Dr. Stott’s schedule for an extraction of #22 canine used as an 
 abutment for a partial.  He notes the following tooth structure.  Decides that the 4 mm of vertical 
 height on the lingual is sufficient for a crown.  Alerts patient of the guarded prognosis, and preps 
 for crown.  Ensures during crown prep that margin is as apical as possible. 

 08.10.2021 - Patient presents for delivery of immediate upper and partial lower.  This is a 
 Colorado Medicaid patient and was seen for the first time on 5.1.2021.  The order of the 
 treatment was the following. 

 Appointment 5.20.2021 - Limited + Pano + Ext #13. Nothing wrong here. 
 Appointment 7.1.2021 - Comprehensive exam.  This is wrong, the patient is not on a new 
 benefit period and should have been rescheduled for the comp much sooner than 7.1.2021. At 
 this appointment primary and secondary impressions were taken for a full upper and a partial 
 lower denture.  This is also wrong as the patient hasn’t completed their SRP for the lower teeth. 
 It is absolutely necessary to build removable prosthetics on healed gum tissue.  Delivering 
 immediates should only be done as a last case resort, as building prosthetics on the final 
 configuration is preferred.  If the patient cannot walk around in public without their front teeth, 
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 follow the immediate hybrid technique by removing all teeth posterior to the canines, let them 
 heal, then build an immediate with the front teeth present and the the posterior ridge healed. 
 The immediate hybrid will seat much better than a full immediate.  The lower anterior 23-26 
 teeth have a poor prognosis.  It would probably be a good idea to have them removed before 
 the SRP and before building the full upper and lower partial dentures. 
 Appointment 08.10.2021 - Patient presented for all extractions and delivery.  This appointment 
 had several issues.  First it was 2 hours long.  Second, there was a lot of bleeding.  Third, the 
 immediate didn’t fit very well.  All of these issues could have been taken care of by simply 
 following clinical chronological protocol and the immediate hybrid technique. 
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 09-30-2021 - Bennett, CO - 78 year old presents with pain on wisdom teeth.  1, 32 originally 
 charted as missing. All teeth removed at initial visit and denture placed on top of wisdom teeth. 

 09-30-2020 - Bennett, CO - 18 year old ends up on Dr. Stott’s schedule.  Wisdom teeth charted 
 1 year ago as impacted.  No treatment plan indicating need to get wisdom teeth extracted. Lack 
 of treatment planning matches the quality of the pano.  Need to get wisdom teeth out before 
 roots form around IAN. 

 06-25-2022 - Being organized and thorough is super important.  Many doctors coming out of 
 dental school are not accustomed to diagnosing from a pano.  The following pano was taken 
 during an emergency, then bitwings were taken during a NP to Hygiene appointment.  #3 caries 
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 was missed during both visits.  Patient came in 6 months later with pain on tooth.  Know how to 
 read a pano, be very careful on being thorough on your comprehensive oral exam.  Ensure you 
 are inspecting all 6 surfaces of each tooth. 
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 01-28-2021 - Bennett, CO - 69 year old male presents with referral from another local dentist for 
 root canal on #19.  Root canal initiated but not completed on 1st visit.  2nd visit the doctor 
 requests the patient explain their coagulation status in case the tooth needs to be extracted. 
 Patient becomes belligerent, explaining that it wasn’t their responsibility to know their status, 
 and the attending doctor should call his cardiologist to find out.  The patient became very 
 demanding.  Dr. Stott stepped in after the assistant alerted that the situation was becoming 
 unmanageable for the attending doctor.  Dr. Stott noted the patient’s belligerence, and referred 
 the patient to be seen by an endodontist to complete the root canal.  Patient is taken to the front 
 office, where he becomes demanding about receiving his records.  The patient files a 
 Department of Regulatory Affairs (DORA) board complaint against all doctors in the Bennett 
 practice.  Lawyers are engaged to respond to the DORA complaint.  Many hours are spent 
 defending the baseless complaint.  When a complaint is initiated, DORA has the right to look at 
 every aspect of the patient chart and your entire practice, including missing notes, missing 
 xrays, OSHA type concerns.  DORA essentially has a microscope on everything in your 
 practice.  Dr. Stott reads DORA complaints on the weekend to see what we can do to avoid our 
 licenses being taken away and builds those protocols into the systems.  The complaint was 
 eventually dismissed, and all Open and Affordable Dental protocols were found to be adequate 
 by DORA.  The patient is sent a dismissal letter.  Two months after the initial complaint is 
 dismissed another complaint is sent to DORA by the patient.  Lawyers are engaged once more 
 to defend the complaint.  New dentists naively think that all of the Open and Affordable Dental 
 systems are haphazardly created to reduce autonomy, are unnecessary, or they like to do things 
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 “their way”.  Understand, this manual was written to avoid problems.  As you mature in your 
 career, you will less be excited about procedures, since you’ve done thousands of them, and 
 more be excited about reduction of problems, increasing positive clinical outcomes, getting paid 
 for the procedures you do, and making money in this very tough industry.  Please understand 
 that your not following protocol causes the organization stress as we have to manage problems 
 that could have been avoided if the systems were simply followed.  Every line in this manual has 
 been thought out to help you become successful and reduce problems. Understand that Dr. 
 Stott has been tasked with upholding our reputation through clinical excellence and following 
 systems.  This is a small sample of what he’s seen in his shadowing of other dentists who think 
 they know what they’re doing.  Please understand that your limited experience can get you into 
 trouble.  Please follow what is taught in these manuals. 
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 07-16-2022 - Bennett, CO - 48 year old female presents with two implants placed at outside 
 dentist.  Second molar implants are contraindicated as they are VERY difficult to restore.  Dr. 
 Stott attempts to use shorter restoration instruments to place the impression coping.  Ultimately 
 there was inadequate space to insert the screwdriver and the coping.  Even with the patient 
 opening as wide as possible and with a throat pack, Dr. Stott slips and implant coping and 
 implant screw driver drop to the back of patient’s larynx.  Patient coughs the instruments up. 
 Patient was one cenetmer from a hospital visit. Dr. Stott was one centimeter from a potential 
 lawsuit. Lesson learned: never order a second molar implant to be placed, nor attempt to 
 restore them. 

 10/20/2018 - Bennett, CO - New doctor loves working length xrays.  It’s a broken record, I know. 
 In the end, instead of simply spending the time, being safe, using the apex locator, the final 
 result is clinically unacceptable with a very short mesial fill and a broken file on the distal. 

 Pre-op  Working Length 1  Working Length 2 showing 
 broken file and short fill on 
 mesial 
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 Post Op with broken file and 
 short fill 

 Extraction 

 06/18/2018 - Bennett, CO - Doctor not familiar with the fact that a quick patency read on a canal 
 means a fracture or a perforation.  Fills a non-existent 4th canal. 

 07/27/2019 - Bennett, CO - Patient presents with root tip on #14.  Doctor charts it as 13. 
 Extraction performed.  Pt shows up 2 years later needing filling on #13.  Insurance company 
 doesn’t want to pay because #13 was extracted. 

 Non retentive filling preparation and lack of isolation causes patient loss: 
 09/21/2021 - Cherry Creek, CO - Patient presents with missing filling completed at another 
 office.  Patient upset because the filling was redone multiple times at a previous office. Using 
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 proper isolation techniques is imperative.  It is important to include retentive features in class II 
 preparations to prevent filling loss. 

 Slot prep design that is not retentive  Retentive preparation with optional keyhole/dovetail design 
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 Chart Reviews 
 Chart reviews are an important way to ensure doctors are creating a consistent experience for 
 patients. Chart reviews help ensure all procedures are walked out correctly. Chart reviews also 
 help doctors review treatment plans together to better help the patient. The following items 
 should be reviewed in the following order. 

 1.  Patient Demographics. Ensure that address, phone number, and email address 
 information is filled in completely and correctly. Many times the front office forgets to put 
 all of the phone numbers or email from the new patient forms into the Edit Patient 
 window. This prevents the automated system from using all communication methods 
 available to confirm the patient’s appointment. All discount patients should be designated 
 with the correct Preferred Name namely “DISI MM/DD/CCYY”. Many times it is wrongly 
 written as “DISC 2.29.20” or “DISC (2.29.20)”. There is no reason to put parentheses 
 around the date as the Preferred Name field will be shown with parentheses around it. 
 Cash patients should be written CASH, not Cash nor Cash***. All IDs should be entered 
 into the Preferences screen. All information from SmartDoc including phone numbers, 
 emails and SSNs should be transferred to the Edit Patient screen. 

 2.  Insurance: Ensure the insurance information is filled in correctly and the downloaded 
 benefits are in SmartDoc. Ensure Edit Employer screen has accurate insurance 
 company, fee schedule, and percentages. 

 3.  Appointment Flow. Inspect the ledger at the bottom of the chart to see if the 
 chronological order of procedures is correct. It is very suspicious when there is a new 
 patient being seen and only a limited or only bitewings are walked out. It is also suspect 
 when a patient has had a lot of work done without going through a comprehensive oral 
 exam. It is important to create comprehensive patients. It is customary that all patients 
 that are initially seen for an emergency be scheduled for their New Patient to Hygiene 
 visit at their first visit. While inspecting the clinical chart, ensure that all patients have a 
 panoramic x-ray taken at their first visit. This allows us to have a complete picture of 
 their dentition before any work was ever started. Ensure all codes are correct. 

 4.  Treatment Plan: Ensure that all extractions are treatment planned correctly. Ensure all 
 missing teeth are designated. Ensure all caries are charted. Ensure all existing root 
 canals are charted. Ensure the order of the appointments adheres to chronological 
 guidelines. 

 5.  Next Visits Scheduled. Using the Locate button, inspect their next visit. All patients 
 should have a hygiene appointment scheduled. The use of routing slips, completing all 
 administrative tasks before procedures, and being vigilant as to what is happening next 
 is all part of building comprehensive patients. Doctors and staff need to stress the 
 importance of hygiene and have their scripts well versed so as to increase their hygiene 
 recall percentage and hygiene utilization. All future appointments on OP1 and Hygiene 
 need to be scheduled on the half hour, all others on the hour. 

 6.  Account. Inspect the patient account to ensure all money is collected from the patient. 
 Providers need to have financial arrangements made for past balances and for the 
 current procedure before any procedure begins. Providers also need to walk all routing 
 sheets to the front office to ensure patient payment arrangements are made as 
 discussed during the administrative portion of the appointment. 
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 Chart Review Doctor:                                  Reviewed By: 
 Chart Review Date: 

 Patient Name  Patient 
 Demographics 

 Insurance  Appointment Flow  Treatment Plan  Next Visits 
 Scheduled 

 Account 

 Missing/incorrect 
 information on Edit 
 Patient Screen 
 including IDs in 
 Preferences Screen 

 Phone numbers, 
 emails in NP forms not 
 all transferred to Edit 
 Patient Screen 

 Benefits not in 
 SmartDocs 

 Edit Employer 
 screen not accurate 
 including insurance 
 company, fee schedule, 
 percentages, and 
 deductible 

 Pano or limited 
 not completed or 
 walked out for every 
 new emergency. 

 Procedures not 
 walked out or wrong 
 code/fees used 

 Appointment flow 
 does not adhere to 
 clinical chronological 
 order protocol 

 Specialist referral 
 given too early or to 
 outside specialist 
 instead of OA Specialist 

 Missing 
 diagnosis 

 Teeth/perio not 
 charted correctly 

 Extractions not 
 charted correctly 

 Tx plan order not 
 correct. 

 Overdiagnosing/Underd 
 iagnosing 

 Missing/Incorrect 
 consent form info. 

 Missing next 
 production visit 

 Missing next 
 hygiene visit 

 Wrong next 
 appointment type 

 Next 
 appointment 
 confirmation status not 
 set correctly 

 Chart notes not 
 completed including 
 hygiene notes 

 Lab case not 
 checked in 

 Open claims 
 older than 60 days 

 Account balance 
 that was never collected 

 Procedures 
 walked out with 
 wrong/no insurance 
 information 

 Discount plan not 
 correct/walked out, fees 
 adjusted 

 Insufficient notes 
 at closing of claims. No 
 reason given for 
 balance. 

 Missing/incorrect 
 information on Edit 
 Patient Screen 
 including IDs in 
 Preferences Screen 

 Phone numbers, 
 emails in NP forms not 
 all transferred to Edit 
 Patient Screen 

 Benefits not in 
 SmartDocs 

 Edit Employer 
 screen not accurate 
 including insurance 
 company, fee schedule, 
 percentages, and 
 deductible 

 Pano or limited 
 not completed/walked 
 out for every new 
 emergency. 

 Procedures not 
 walked out or wrong 
 code/fees used 

 Appointment flow 
 does not adhere to 
 clinical chronological 
 order protocol 

 Specialist referral 
 given too early or to 
 outside specialist 
 instead of OA Specialist 

 Missing 
 diagnosis 

 Teeth/perio not 
 charted correctly 

 Extractions not 
 charted correctly 

 Tx plan order not 
 correct. 

 Overdiagnosing/Underd 
 iagnosing 

 Missing/Incorrect 
 consent form info. 

 Missing next 
 production visit 

 Missing next 
 hygiene visit 

 Wrong next 
 appointment type 

 Next 
 appointment 
 confirmation status not 
 set correctly 

 Chart notes not 
 completed including 
 hygiene notes 

 Lab case not 
 checked in 

 Open claims 
 older than 60 days 

 Account balance 
 that was never collected 

 Procedures 
 walked out with 
 wrong/no insurance 
 information 

 Discount plan not 
 correct/walked out, fees 
 adjusted 

 Insufficient notes 
 at closing of claims. No 
 reason given for 
 balance. 

 Missing/incorrect 
 information on Edit 
 Patient Screen 
 including IDs in 
 Preferences Screen 

 Phone numbers, 
 emails in NP forms not 
 all transferred to Edit 
 Patient Screen 

 Benefits not in 
 SmartDocs 

 Edit Employer 
 screen not accurate 
 including insurance 
 company, fee schedule, 
 percentages, and 
 deductible 

 Pano or limited 
 not completed/walked 
 out for every new 
 emergency. 

 Procedures not 
 walked out or wrong 
 code/fees used 

 Appointment flow 
 does not adhere to 
 clinical chronological 
 order protocol 

 Specialist referral 
 given too early or to 
 outside specialist 
 instead of OA Specialist 

 Missing 
 diagnosis 

 Teeth/perio not 
 charted correctly 

 Extractions not 
 charted correctly 

 Tx plan order not 
 correct. 

 Overdiagnosing/Underd 
 iagnosing 

 Missing/Incorrect 
 consent form info. 

 Missing next 
 production visit 

 Missing next 
 hygiene visit 

 Wrong next 
 appointment type 

 Next 
 appointment 
 confirmation status not 
 set correctly 

 Chart notes not 
 completed including 
 hygiene notes 

 Lab case not 
 checked in 

 Open claims 
 older than 60 days 

 Account balance 
 that was never collected 

 Procedures 
 walked out with 
 wrong/no insurance 
 information 

 Discount plan not 
 correct/walked out, fees 
 adjusted 

 Insufficient notes 
 at closing of claims. No 
 reason given for 
 balance. 
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 Practice Ownership 
 Practice ownership is encouraged within Open and Affordable Dental and Braces. It is 
 imperative that all practice owners have a proven track record of clinical, managerial, and 
 administrative excellence. Owner doctors need to provide an office that is organized and allows 
 for a positive experience for the onboarding of associate doctors and staff. Prospective owners 
 need to have shown the highest level of ethical standards and clinical outcomes during their 
 associateship.  A minimum 6 month associateship is required. 

 The following metrics will be required before ownership will be offered. 
 ●  Google/Yelp review stars (>4.7) 
 ●  New patients (>50 per doctor) 
 ●  Collections (>$50,000 per doctor) 
 ●  Collection/Production (>95%) 
 ●  Hygiene reappoint percentage (>95%) 
 ●  Green light from the two closest non affiliated (non-selling doctor) owner doctors 

 ○  Any red lights need to be investigated and addressed before ownership will be 
 offered. 

 ●  Green light from the corporate team assigned to the office 
 ○  Any red lights need to be investigated and addressed before ownership will be 

 offered. 
 ●  All prospective owners will be presented to the owner doctor group and any owner 

 doctor can give a red light to any prospective doctor. 
 ○  Any red lights need to be investigated and addressed before ownership will be 

 offered. 
 The following metrics will be measured and need to be trending in the correct direction before 
 ownership will be offered and allowed. 

 ●  Expenses as a percent of collections (Goal of <60% before royalty) 
 ●  Collection/new patient (Goal of >$1,000) 
 ●  No shows/appointments (Goal of <15%) 

 Owner vs Non-Owner Mentality 

 Here are some snippets of conversations heard over the years from various doctors.  Decide 
 which you fall into. 

 Owner Mentality  Non-Owner Mentality 

 ●  I will work as much as I need to resolve all 
 the problems in the practice. 

 ●  I hope someone shows up at 7:29 pm so I 
 can help them. 

 ●  I need my office churning out production 
 all the time to pay bills. 

 ●  I will treat the office like my child, when it 
 needs attention I will give it. 

 ●  I will watch my expenses and the bank 
 account, because there are financial 
 consequences to everything.  I don’t trust 

 ●  I will work 36 hours and if I get a chance, 
 I’ll work less. 

 ●  I call patients all day long pestering them 
 to come in early so I can go home early. 

 ●  I like to leave early and close the office, it 
 feels good to leave the office. 

 ●  I will treat the office like my piggy bank, I 
 will rob it as much as possible. 

 ●  EagleSoft said the crown was covered at 
 100%, it’s a computer so it has to be right. 
 It’s the front’s responsibility to get this 
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 anything EagleSoft or Google says. 
 ●  Walking out random CDT codes is a giant 

 waste of time.  It makes work for my entire 
 staff.  Production means nothing, 
 collections are the only thing that matters. 

 ●  I hate sitting around while at work, all of 
 this costs a lot of money, my mind is 
 racing to be better at everything. 

 ●  I will do every procedure I can, if I’m 
 uncomfortable with a procedure I’ll figure 
 out how to do it by shadowing, asking 
 questions, and practicing. 

 ●  I will work to save every tooth I can, 
 because things seem to last longer than I 
 think, and patients like their natural teeth. 

 ●  I will work to do the maximum to create an 
 amazing patient experience. 

 ●  I will make life happen. 
 ●  I’m so busy, there are too many patients. 
 ●  Absolutely we can do that today. 
 ●  All of my procedures have to be perfect, 

 these are my friends and I have to take 
 care of them for a long time. 

 ●  I have no time to treat these watches, I 
 truly hope they never get to the dentin, 
 because I’m inundated with work to do.  I 
 live in a world of real problems I’m trying 
 to solve. 

 ●  I signed the contract, I looked over the 
 main points, I really don’t care, I’m not 
 going to be on my base for long and only 
 want to control my own destiny by being 
 an owner.  I will be an associate once, 
 and hiring associates for the rest of my 
 life. 

 ●  The associate contract seems fair given 
 all the risks the owner takes, this is 
 generous for someone who just has to 
 show up. 

 ●  I hate blocks on my schedule 
 ●  Open and Affordable Dental is fine, I 

 actually don’t think about it that much, I 
 make my own success.  Parenthood, 
 dentistry, being an adult, it’s all the same 
 thing, the buck stops with me. 

 ●  If this were my grandma, what would I do 
 to help her? 

 ●  I’m a buyer once and a seller for the rest 
 of my life, so high prices are good.  Also I 
 appreciate walking into a set up office with 
 modern systems. 

 ●  I am super embarrassed to call my owner 
 doctor because I know more about this 

 right.  I trust everything that Google has 
 ever said. 

 ●  It’s fun to find random CDT codes that I 
 think I’ll get paid for, production makes me 
 feel good. 

 ●  I like to sit around, because that’s easier. 
 It’s fun to chat with my staff.  When is the 
 next vacation? 

 ●  I will plan on being out as much as 
 possible, if the office needs me, I won’t be 
 available outside of working hours. 

 ●  I don’t do this procedure, it makes me 
 nervous, I refer out as much as possible. 

 ●  I don’t know how to save teeth, I like to 
 extract and place immediate dentures. 

 ●  I will do the minimum, if something 
 happens at the office, it’s an excuse to 
 take the hour or day off. 

 ●  Life is what happens to me. 
 ●  I had a slow day, I wonder if this is 

 traditionally a slow month.  That’s what 
 they’re saying on the facebook groups. 

 ●  I can’t get anything done, there are too 
 many cleanings and emergencies. 

 ●  Come back when it’s more convenient for 
 me to get that done. 

 ●  If the procedure isn’t perfect, oh well, it’s 
 probably the patient’s fault. 

 ●  I don’t have anything to do, I’m going to 
 treat these starts of caries into the 
 enamel. The patient will believe me, 
 because they can’t see it on the x-ray, 
 neither can my hygienist.  I live in a world 
 of made up problems I'm creating. 

 ●  I’m going to have a lot of people review 
 my contract, I want to be sure I’m getting 
 my fair share. 

 ●  I love blocks on my schedule 
 ●  I want a longer and higher base. 
 ●  Open and Affordable sucks, no support, 

 the owner doctor never helps me, I want 
 to do things my way. I wonder if the grass 
 is greener on the other side.  I want to pay 
 people to solve my problems. 

 ●  I wonder what my owner doc would do in 
 this situation? 

 ●  Getting into a lot of debt scares me.  My 
 salary is what is important. 

 ●  Weird, something I’ve never encountered 
 in life. I call myself a doctor, but I don’t 
 care. I'm going to call the owner doc to 
 have them solve this issue.  I can’t believe 
 I work with such crappy equipment, staff, 
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 issue than they do. I'm going to figure it 
 out. I bet they will appreciate the fact that I 
 solved the problem, even if it wasn’t 
 exactly the way they would have done it. 

 ●  I’m going to say thank you to the staff 
 every second I can, I depend on them.  If 
 one calls in sick, I have other trusted 
 people I know that are willing to come in. 
 I work hard making money so I can pay 
 my staff well so they are happy. 

 ●  I want less gizmos. I have a high patient 
 to gizmo ratio in my office. 

 ●  I love mentors. I want to follow them to 
 figure out how they do everything. I’m 
 going to work to be better than they are. I 
 want to find the best way to do 
 procedures predictably. 

 ●  I take most of my mandatory CEs online, 
 because I am trolling constantly to find the 
 easiest way to do things all year long.  I’ve 
 flown to meet friends on my time off to 
 see their practice in action. No 
 salesperson/consultant/professor has 
 done even a 1/10th of the dentistry I’ve 
 done in the last year. Even their free junk 
 costs me time and money to integrate it 
 into my systems.  Tell them I’m with 
 patients. 

 ●  Private practice is a lot of work, at least 
 with Open and Affordable I get to meet 
 cool people, and have others who have 
 been through the same situation. 

 ●  I want to finish my career with battle 
 scars. 

 ●  Failures are the best way to learn. None 
 of my past accolades mean anything to 
 me, the next week of my life is my most 
 important accomplishment. 

 ●  I haven’t seen anyone from Open and 
 Affordable in a while.  I like it that way, this 
 is my practice and my problems.  I’m 
 changing tires instead of doing dentistry, 
 no one seems to care since I’m making 
 people happy.  I love criticism, especially 
 directed to me. 

 ●  Dr. Stott comes in to see me occasionally, 
 but I don’t have time to talk to him 
 because I’m so busy with patients.  It 
 seems like Dr. Stott wants me to figure 
 things out on my own, that’s the way I like 
 it. 

 ●  People pay me to solve their problems, I 
 really don’t care about being a doctor, 

 patients, city, state, world, etc. 
 ●  Calling the owner once again, their crappy 

 staff didn’t show up.  I’ll have to cancel 
 some patients.  This staff sucks.  I seem 
 to always be working alone. 

 ●  I need more gizmos. I have a high gizmo 
 to patient ratio in my office. 

 ●  I love professors.  Do you offer to pay for 
 CE courses?  Dental residencies are a 
 way for me to hone my clinical skills and 
 learn more ways to do the same thing. 

 ●  I love going to conferences so people can 
 sell me stuff.  Nothing makes me happier 
 than telling the staff we’re changing 
 protocols because a 
 salesperson/consultant who has never 
 even held a high speed handpiece in their 
 hand told me it would work. Weird, that 
 attractive dental rep from last year now 
 sells life insurance.  Block out an hour on 
 the schedule for an office lunch and learn. 

 ●  Open and Affordable is a lot of work, I’m 
 going to find a better opportunity. 

 ●  I want to finish my career without battle 
 scars. 

 ●  Failures are scary. I’ve gotten amazing 
 grades in school, I’ve been great at 
 avoiding failures. 

 ●  Open and Affordable is so controlling and 
 judgemental.  I know I don’t have a great 
 patient experience. I want less patients 
 and bigger fees.  People have been 
 complaining about me, I’m going to blame 
 it on Open and Affordable Dental.  I have 
 to blame it on someone, because I never 
 like criticism. 

 ●  Dr. Stott and the corporate people never 
 seem to be available. They are leaving 
 me high and dry. 

 ●  I’m a doctor, people should pay me a lot 
 and my staff should suck up to me. 

 ●  Dr. SoAndSo is such an amazing 
 doctor/professor/mentor, I’ll never be as 
 good as they are. 

 ●  Specialists are so amazing.  All of my 
 patients I can convince get referred to 
 them because their eyes, hands, and 
 minds are so AMAZING. My procedures 
 look the same as they did in dental 
 school, because that’s what I learned 5 
 years ago. 

 ●  I never do the weekly sign off sheets, 
 because this isn’t my office, I don’t mind 
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 assistant, or front, we’re all on the same 
 team. 

 ●  I’m probably the hardest working doctor in 
 the world. No one cares about their 
 patients more than I do. 

 ●  Being a specialist must be terrible, they 
 have to see all my unprofitable, behavioral 
 issues, gaggers, calcified curved canals 
 under a 40 year old bridge, hail mary type 
 cases.  I take on 90 per cent of cases 
 because there is no one that can get work 
 done at the price/availability/quality I 
 provide.  I’ve watched specialists, they 
 have the same mind, and pair of hands 
 and eyes I do.  They also never get to 
 create relationships, make less than GPs, 
 and have to go and have lunches with 
 GPs to drum up business. They are a one 
 trick pony, if they can’t do their one 
 procedure, they refer back. 

 ●  I do all my weekly sign off sheets, the last 
 thing I want is problems showing up from 
 my side of the week to the other or vice 
 versa. 

 ●  I have too many patients, time to hire 
 more associates and open more offices. 

 ●  This manual is funny, Dr. Stott is right, 
 he’s seen a lot of crap.  I actually read it 
 all.  We laugh and cry at all the crap we’ve 
 been through together. It’s fun to have 
 another professional friend. 

 the owner doctor solving my problems. 
 Problem overflow to the other side of the 
 week is what I like.  It's probably nice for 
 the owner doc to show up on their first 
 day of work with a ton of my problems to 
 solve while seeing all of my clinical 
 mistakes and their emergencies. 

 ●  I have too many patients, time to start 
 throttling my practice by going out of 
 network, working less days, and telling 
 people we don’t want to see them 
 anymore. 

 ●  I never read this sentence, because I 
 don’t invest in my career, never read this 
 manual, and don’t care. Dr. Stott is the 
 meanest person I’ve ever met, he gets 
 that way by working 72 hours a week in 
 his own clinics, then has to help people 
 like me solve my problems and pay my 
 bills. 

 Open and Affordable Dental and Braces Growth Strategy 
 Open and Affordable Dental and Braces’ grown strategy will be based on the following: 

 1.  Smaller markets, 1-2 dentist towns are the best opportunities 
 2.  We will be open more hours than any competing dental organization 
 3.  24/7 answering service 
 4.  Affordable prices and being in-network for all insurances except for DMOs 
 5.  Doctors will be able to have true ownership of their office, and real estate 
 6.  We will always work to create the best patient experience 
 7.  Lower  operating  costs  for  dentists,  always  finding  the  best  value  products,  services,  and 

 relationships. 

 Recruiting Protocol 
 In an effort to encourage recruiting efforts and fairness, the following recruiting protocol must be 
 followed by all doctors.  Open and Affordable Dental will pay $5,000 to any recruiting owner 
 doctor who tags a recruit as someone found through their own recruiting efforts, is hired by an 
 office not owned by the owner recruiter, and who stays for 1 year at Open and Affordable 
 Dental.  The recruiting owner doctor must email  careers@openandaffordable.com  and specify 
 the contact information and contact method of the recruit. All recruits need to be interviewed by 
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 the designated gatekeepers.  Designated gatekeepers will be chosen for the following year at 
 the owner doctors meeting.  It is highly encouraged to have one male and one female 
 gatekeeper.  In order to fill open doctor positions fairly, the following protocol must be followed. 

 ●  Any owner who finds a recruit through their own recruiting efforts has first priority to that 
 recruit, and it is forbidden to offer any position to that recruit unless released by the 
 recruiting owner doctor. 

 ●  Any recruiting efforts by corporate are designated corporate recruits e.g. corporate 
 initiated and run recruiting events, job postings, and applications through the website. 
 Owner doctors are not allowed to actively recruit or offer jobs to those designated as 
 corporate recruits.  Owner doctors may only begin recruiting corporate recruits once 
 those with higher priority have released the recruit.  If an owner doctor makes the initial 
 contact with the recruit outside of a corporate recruiting mechanism, the owner doctor 
 has the first rights to that recruit as long as it’s properly designated through the 
 careers@openandaffordable.com  email. 

 ●  Priority of recruiting is: 1. Multipractice owners, 2.  Single owners further from closest 
 dental school, 3.  Single owners closer to the closest dental school.  4. Owners looking 
 for mentorship doctors 

 ●  If an owner doctor attends a corporate initiated recruiting event, they have equal access 
 as corporate to the recruit and will not have to wait until corporate or multipractice 
 owners release the recruit before offering a job. 

 ●  Owner doctors are encouraged to post their own ads and recruit doctors to their and 
 other Open and Affordable Dental offices. 
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 GP Doctor Training Protocol 
 All shadowing doctors should use the shadowing hours wisely including standing in the operatory at the patient 8 o'clock while the 
 procedure is being completed. Phones should be left in the break room. Hours will be logged on this sheet. It is important to know 
 every role in the office to establish authority among staff and to make staff transitions easier. 

 Day 1: Front Office  Hours:__________________ 

 Read Front Office Manual  Learn all verbiage 

 Make all outbound 4 week, 2 day, and 1 day calls  Check in/out pts, key in medical histories 

 Verify insurance, know insurance verification 
 frequencies, understand coverage books, understand discount 
 plan 

 Process checks and run Deposit Report with 
 Itemized Cash 

 Learn routing sheet protocol  Complete front office daily task list 

 Day 2: Hygiene, exams, charting  Hours:__________________ 

 Read Hygiene Manual  Shadow hygienist/doctor during exams 

 Understand charting sequence and reading 
 diagnosis to hygienists. 

 Understand hygiene utilization, scheduling recall, 
 scheduling under slow and busy schedules, recall scripting 

 Learn treatment planning sequencing, insurance 
 retreatment planning, bundling fillings, and Medicaid rules. 

 Learn to make deals, play insurance game, 
 recognize when insurance isn’t in correctly. 

 Day 3: Doctor, appointment types  Hours:__________________ 

 Read GP Doctor Manual  Memorize appointment types/where to schedule 

 Learn instruments and equipment  Review lessons learned from GP doctor manual 

 Learn exploding codes, patient alert types  Shadow doctor while reading appointment type 
 from GP doctor manual 

 Learn reasoning behind and 4 handed dentistry  Learn break out points, multiple columns 

 Day 4: Doctor, diagnosing, administration  Hours:__________________ 

 Understand materials used  Understand endodontic diagnosis 

 Run all administrative tasks  Understand appointment type timeframes 
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 Create lab case, Referring to OS  Complete assistant check off sheet 

 Day 5: Doctor, running the office  Hours:__________________ 

 Practice appointment type scripts with doctor  Complete all tasks on the doctor checkoff sheet. 
 Review protocol for staff no shows. 

 Run reports for monthly numbers, complete 
 monthly number spreadsheet 

 Review distribution sheet, check off lists 

 Write all chart notes, morning huddle routine, 
 writing prescriptions, writing patient refunds 

 Learn Medicaid pre-auths, appeals, voids 

 Day 6: Doctor, marketing  Hours:__________________ 

 Last questions  Complete 4 hours of distributing door hung flyers 

 Understand exposure protocol through filing claims 
 to Workers Comp. 

 EagleSoft Troubleshooting 

 Continued Shadowing: 12 hours per month until reaching $1,000 production per new patient per month 

 Chart reviews  Condensing appointment times 

 Shadowing 4 handed dentistry handoffs  Staffing questions 

 Treatment planning fine tuning  Monthly Office Numbers 

 175 



 GP Doctor Daily, Weekly, and Monthly Task List 

 Daily:  Date:_____________________________________ 

 Chart notes completed including recall pts  Ensure front is completing confirmation calls 

 Post op calls to all pts. receiving anesthesia  Ensure all pre-authorizations are complete 

 Morning/nightly huddle ensuring all lab cases are 
 accurate, check email for lab questions 

 Ensure front is responding to email all appointment 
 requests.  Send all Google review requests.  Ensure all 
 hygiene schedules are accurate. 

 End of clinic week: 

 Review and initial assistant and front sign off  sheet  Complete all narratives for rejected EOBs 

 Clean desk for next doctor  Run Production Reconciliation report to ensure all 
 production logged to correct doctor 

 Write Google Review responses  Ensure all claims are submitted.  Ensure OS day 
 confirmation calls are complete 

 Monthly: 

 Payroll on 16th and 1st  Hard copy of staff schedule signed off by both 
 doctors by the 20th of previous month 

 Create Wednesday/Saturday blocks for doctors at 
 lease 7 months in advance 

 Complete Doctor Distribution sheet by 15th of 
 month 

 Ensure monthly reconciliation is complete by 10th 
 of month 

 Have staff meeting and complete tasks assigned at 
 staff meeting 

 Pay bills on 15th of month  Run Accounts Receivable by Responsible Party 
 report 

 Yearly: 

 Christmas party scheduled in August  Check insurance credentialing, DEA, license, BLS, 
 and malpractice insurance status. 

 Update State/Federal Labor Law Sign  Ensure Xray certifications are up to date 
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