ADA 2003  How to Reduce Cancellations
Dear Colleagues,     A Reminder:   PLEASE get the research to your patients, all  day, every day, every way.   Include information in your newsletter and add patient education to your statements.   Be sure to have information in reception, at the desk and in all treatment rooms.  Check your local newspapers for articles relating to dental health,  perio,  appearance - related dentistry.   Consider offering your  services to the local paper and write articles as  well as radio and TV spots.              It is important that patients receive dental information from their dental health care professional ( that’s us! )    It is important and it works……
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Our dental team is committed to staying abreast of current research in dentistry.   In the interest of good health, please

be aware of the latest research regarding periodontal disease, heart disease, chronic infections & other related  health issues.  
Published by the American Heart Association      The Journal STROKE (1997,28:1724)

     
Chronic infections such as dental infections or chronic bronchitis may more

than double the risk of stroke, The findings are consistent with earlier reports 

of a link between chronic infections and atherosclerosis.  A study reported at the

University of North Carolina showed increased risk of heart disease and stroke in

people with periodontal disease.    

             (Beck, Garcia, Heiss, Offenbacher, Vokonas: J of Periodontology 67:1123, 1996)         

     People with  heart disease or primary cardiac event are now being referred to their 

     dentists to “get their mouth  cleaned up”.    Patients with frequent bouts of bronchitis

     in preceding two years have a greater risk for stroke and TIAS.  In addition, those 

     with poor dental status, linked to gum disease, were at a 2.6 times greater risk for

     stroke  or TIAS.   

     Dentists are reporting: 

           “Before we could tell people to brush and floss or you might lose your teeth.   

                But now we are saying to brush and floss, it COULD SAVE 

                                             YOUR LIFE.”

……please help us help you……

Call to schedule your appointment today

DR.  AMAZING  AND  DENTAL  TEAM   

 123 Main Street                          Everywhere USA                                 800 221-3546
PREPARED FOR ____________________________________   Date ______________ 

We are happy to provide you with this information.   At your dental appointment today  the following was accomplished:

                                 EXAMINATIONS and CLINICAL PROCEDURES
·  Medical history update          

SYMBOL 111 \f "Wingdings" \s 9 \h Hard & Soft Tissue 

·  Oral Cancer Screening           

SYMBOL 111 \f "Wingdings" \s 9 \h Cavity Detection

·  Blood Pressure Screening       

SYMBOL 111 \f "Wingdings" \s 9 \h Periodontal Screening

·  Plaque Index



SYMBOL 111 \f "Wingdings" \s 9 \h Plaque Control Instructions

·  Necessary Radiographs            

SYMBOL 111 \f "Wingdings" \s 9 \h Dental Prophylaxis

·  Periodontal Therapy             

SYMBOL 111 \f "Wingdings" \s 9 \h Periodontal Debridement

·  Root Planing/Periodontal Scaling
SYMBOL 111 \f "Wingdings" \s 9 \h Antimicrobial Therapy

·  Quadrant, Sextant          


SYMBOL 111 \f "Wingdings" \s 9 \h Fluoride Treatment


 

·  Sealants, Custom Trays


SYMBOL 111 \f "Wingdings" \s 9 \h Diagnostic Study Models



·  Other Evaluative Procedures_______________________________

                                          ORAL HYGIENE EVALUATION
·  Good                


Very little plaque, calculus, stain.

·  Satisfactory       


Some plaque, food debris, light bleeding.

·  Needs Improvement   

Plaque, calculus, stain present, tissues are bleeding, inflammation 

DISPENSED THE FOLLOWING 

·  Toothbrush     
 
SYMBOL 111 \f "Wingdings" \s 9 \h  Mechanical tooth brush     
 SYMBOL 111 \f "Wingdings" \s 9 \h  Power Irrigator   

·  Floss       


 SYMBOL 111 \f "Wingdings" \s 9 \h  Super Floss                

 SYMBOL 111 \f "Wingdings" \s 9 \h  Antimicrobials

·  Proxabrush  

 SYMBOL 111 \f "Wingdings" \s 9 \h  Toothpaste                 

 SYMBOL 111 \f "Wingdings" \s 9 \h  Fluorides

·  Home Health Aids
 SYMBOL 111 \f "Wingdings" \s 9 \h  Interdental Stimulator      
 SYMBOL 111 \f "Wingdings" \s 9 \h  Medicaments

·  Patient Education Materials,  Other __________________________
· OUR GIFT TO YOU   ______________________________________ 

                                                 TREATMENT RECOMMENDATIONS
· Maintenance therapy at 3 months,  4 months,  6 months ____________________

· Daily home care maintenance with attention to specific areas_________________

· Please maintain your dental appointments   _____________________________

· Periodontal therapy intervention ____________________________________
                                                            NEXT APPOINTMENT

_______________________________________________________________________

We thank you for choosing our dental office and look forward to serving your dental needs. We hope 

    that you will continue to recommend our personalized dental care to your  family and friends.
                                                                                                                         c)1993  Annette Ashley Linder  BS,RDH      

      DAILY PLANNING MEETING / MORNING HUDDLE       
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        Purpose:  to engineer the day to run smoothly and as stress free as possible                  

                              “Begin” with the “End” in mind

START______END______
       BRING    1.     pen and highlighter                          2.     CHARTS

                        3.     DAY SHEET

                         4.     ROUTING FORMS              
· SCHEDULE COORDINATOR
             
1. Distribute Day Sheets   &   Review the Day

2. Changes in the schedule      Source Patients

3. New Patients (highlight)      Referral Source 

4. WHERE -   Emergencies -  Special Needs 

5. Highlight overdue patients ( Patient Router Form )               

6. Thank you & AFR   

· FINANCIAL COORDINATOR
· Patient balances, problem accounts /  highlight

         Thank you and Ask For Referral 

· HYGIENIST


1. Audit all charts for x-rays, perio exams,    perio 

2. Undone dentistry, Camera       if applies         New Patients    

3. Highlight overdue recalls / restorative / MEDS

4. Identify Status Exams - Assistants write on day sheet  

5. Identify perio exams/ who will record/ WRITE NAME

6. Help, Special Needs, Thank you and AFr

·                                               DOCTOR  AND ASSISTANTS
1. Charts audited, special needs, New Patients,   

2. Emergencies,  special needs

3. Lab, treatment rooms, , help, support,  meds

4. Camera (if appl),  highlight overdue recall

5. Review patient care form, chart  and audit  for UNDONE dentistry

6. identify 1  ONE patient for update status exam 

7. THANK you and Ask For Referral  

Rules of the Road:   We agree to   

· Catch someone doing something right every day!     Treat  each  other  with  respect
· Treat  every  patient  as  a  new  patient!     ONE TOOTH WHITENING CASE PER DAY       (track it)

· Identify  one or  two  patients  each  day  to  ask  for  referral   

· IDENTIFY ONE OR TWO PATIENTS FOR UPDATE STATUS EXAM  

               determined by your daily schedule - use all extra and open time to accomplish 

              - this will vary on a daily basis - utilize ALL qualified  team members

TYPICAL  RECALL APPOINTMENT
                         
   Is this Just-A-Cleaning-and-Check-Up ?

1.   Audit Patient Record




2.   Seat and Greet                                                                            

3.   Update Medical History                      


4.   Blood Pressure Screening                                                               

5.   Radiographs, Process and Mounted        


6.   Head, Neck, Oral Cancer Screening             

7.   Update Dental Concerns  




8.   Periodontal Examination                          

9.   Discuss Periodontal Recommendations           

10.  Scale all Teeth, Supra /Subgingival                     

11.  Polish Teeth  /Deplaque  /  Fluorides                 

12.  Plaque Control,  Oral Hygiene Inst    

13.  Chart and Document Findings 



14.  Review Findings with Doctor 


 15.  Evaluate and Discuss Necessary Restorative      
 
16.  Schedule Next Appointment/s                                 

17.  Dispense Oral Hygiene Home Health Aids   

18.  Record all Clinical Notes                        

19.  Dismiss Patient           




20.  Scrub,  Sterilize,  Infection Control                                           

21.  Prepare for Next Patient




22.  Instrument Sharpening                                                

II.     WORDS DO MAKE A DIFFERENCE:    Which best describes the 

          RECARE Appointment     Is it     JUST A CLEANING       or    

·   Dental Examination

·   Oral Cancer Screening and Periodontal Screening

·   Professional Dental Prophylaxis     (professional dental cleaning)

III.           SAMPLE   RECARE   Letters - CARDs   
#1

Dear Patient                              SEND AS A LETTER  (not a card) 

Your dental health is important!   At your request, the following appointment has been reserved for your preventive dental examination,  dental prophylaxis, oral cancer screening and examination for periodontal health. We look forward to seeing you on   ___________________________ 

Please call to verify receipt of this card.    Thank you!   

#2

Dear Patient

The following time has been reserved exclusively for your preventive dental health care appointment.  This appointment includes dental prophylaxis and preventive oral health examinations.  We look  forward to seeing you on____________

Please call to verify receipt of this card.    Thank you!

_______________________________

Annette Ashley Linder BS, RDH   1995    all rights reserved        804 745-6015     www. AnnetteLinder .com 

Appointment  &  sCHEDULING  GUIDELINES 

  Our practice is dedicated to quality care and exceptional service.   We respect the importance of your time and work very hard to schedule appointments that accommodate the busy scheduling needs of all of our patients.      In return,  we ask that patients make every effort not to change reserved dental appointments.  Broken and missed  appointments create scheduling problems for other patients as well as the practice.  If you find that you must change your appointment, we require a minimum of 24 hour notice so that we may accommodate another  patient.  A charge will be applied for broken and missed appointments without advanced notification.  Thank you for your cooperation in this matter.  

Our practice is dedicated to your quality care and is pleased to reserve this time for you.   Because our patients have requested,   we have adopted office appointment guidelines that allow our patients to pre –reserve and schedule convenient appointment times.   Many patients need our services and in order to accomplish this in an efficient manner, we require a minimum of 24 hour notice for any appointment changes.    A charge will be applied for broken and missed appointments without advanced notification.  Thank you for your cooperation and for allowing us to serve all of our patients.
· 1.     Dear ____________  Patient
We missed you at your dental appointment on ________.   Broken dental appointments are a disappointment to everyone.  They interfere with your dental treatment and create unnecessary scheduling problems for other patients as well as the office.  As you know, we make every effort  to schedule appointments that are the most convenient for you and that fit your personal schedule. In return,  we ask that you make every effort not to change your reserved dental appointment.  

Realizing that we all have busy schedules and that unforeseen situations may occur, we wish to remind you of  the scheduling guidelines for our dental practice.  If  you find that you are unable to keep your scheduled appointment, we require 24 hour notice so that we may accommodate the dental needs of another patient.  Your cooperation in this matter is greatly appreciated.   We value you as a respected member of our dental family.                                                Sincerely,   SCHEDULING COORDINATOR
·  2.      Dear Patient
We are sorry that you were not able to keep your scheduled appointment with us on _____.  We do hope there was nothing seriously wrong.    As you know, our office policy requires that you notify us of a change in plans 24 hours prior to your reserved appointment.     This permits another patient to receive dental care in your absence.  Because we do not schedule several patients at the same time, all appointments are reserved exclusively for you.  We do have a failed appointment policy,  however   Dr. NICE  has asked that no charge be made at this time.   Please call our office as soon as possible to re-schedule your dental treatment.     We look forward to hearing from you!                                                                

·  3.     Dear Patient
We are sorry that you  were unable to keep your appointment with us on ______.  As was stated to you on your previously broken appointments, the office policy contains a charge for broken appointments without 24  hour notification.     The FAILED APPOINTMENT fee applied is  

 $____  ($20 million!)                                           Sincerely,   SCHEDULING COORDINATOR 

     TELEPHONE    PRE-APPOINTMENT   INFORMATION

We have one opportunity to make a good FIRST IMPRESSION and the first impression often sets the tone for future patient and practice relationship.   The FIRST IMPRESSION begins with the initial telephone call to the office.    

The following Pre-Appointment Form is completed for every new patient telephone call.  It is kept by the Scheduling Coordinator until the first appointment and then filed in the patient's chart /computer record. 

“Thank you for calling our office today, Mr New Patient.  Whom may we thank for referring you to our dental practice?   One of our primary concerns is to make you feel comfortable in our office….  In order help us to accomplish this, may I gather the following information please……

          TELEPHONE PRE-APPOINTMENT INFORMATION

Date of call _______   Received  By ________________________  Emerg  ___________   NP _____________

_________________________________________________________________________________________

Name  _________________________________________________________  Date of Birth_______________

Address___________________________________________________________________________________

Telephone      Home __________________________  Work_______________________Cell_______________

Employer              ___________________________________________________________________________

Address                ___________________________________________________________________________

Responsible Party  __________________________________________________________________________

Whom may we thank for referring you to our dental practice?  ________________________________________

In  Order  to  best  serve  your  needs  at  your  appointment,  please  advise  me of

Date of your last dental visit___________ With Dr. (name)___________________________   X-rays? __________   

                                                        Purpose of appointment:   

· Toothache       How long ________________________________  Where_____________________________    

· Swelling          Yes____ No______   Awake at Night    Yes ___________________  No _______________

· Broken Tooth     ____________________            Lost Filling  _____________________________________

· Sensitive           Hot _________   Cold ________Bleeding __________________   Gums ______________            

· Denture/s          ____________________________Partial/s __________________________________

· Other symptoms  __________________________________________________________________________

· Consultation Appt ______________________  Cosmetic – Esthetic Consult ________________________

· Medical concerns / Medicines  _____________________________________________________

· Have you ever taken pre-treatment antibiotics ________________________________________

· Dental concerns    ______________________________________________________________
· Dental Benefits     Yes_____________________________________________________ No ______________

_______________________________________________________________________________________________

· If yes, please bring insurance book and /or card _______________________________________________        
Directions given ________  New Patient Info Sent ______  Other_________________________     Comments   _______________________________________________________________________________________________

________________________________________________________________________________________________
Pt Dental Attitude Appears:   __ Apprehensive____ Shy____ Pleasant  ____ Neutral   __        Other

_________________________________________________________________________________________________
        RECALL  RELIABILITY
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1.   NUMBER OF ACTIVE PATIENTS

____        

       
 
   X 2  times per year   



____  

                  Divide by 12 months



____

                  X  85% effectiveness



____


   

        

CORE PATIENT BASE


____

2.  NEW PATIENTS, MONTHLY


____  

3.   ADD #1 plus #2 




____

4.  MULTIPLY BY 25%



____        

        

 PERIO REQUIREMENT 


____

5.  TOTAL MONTHLY PATIENTS


____



ADD # 3 plus #4

6.  ANNUAL HYGIENE PATIENTS


____  

          
Multiply # 5  by 12 (months)


7.  MONTHLY HYGIENE DAYS


____

         
Divide by average daily hygiene patients    




8.  RECALL EFFECTIVENESS


____



Add all visits for codes 0110, 4341, 4345, 4910



during last 12 months.  Divide total by # 6

 1.                                            1500 pts

        
           
      

     x 2 Times Per Year

3000 /yr

 
           

     x 12 Months


250 /mo


           HOW MUCH HYGIENE DO YOU NEED ?
     x 85 % effective

212 /mo


           

    Core Patient Base

212 /mo


           



 2. Add # New Patients (mos)
20 /mo


          

 

   x 25% Perio Requirement
 58 /mo


          

 

   Total Hygiene Pts Monthly
290/ mo


          
 

 3. Multiply by 12 months
 


     ANNUAL PATIENTS     
3480 / yr  

        



     REQUIRED


3480 / yr

     ACTUAL

              1620 /yr   

     SHORTFALL (Effectiveness)
1860 patients                      Recall Rate 45%

