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Form #1
Initial Patient Response Letter
(CDA Letterhead)

Date

Patient
Address
City, ST Zip Code

Subject  (Dentist)/(Patient)
Dear (Ratient):

Thank you for contactinghe California Dental Associatn (CDA) about the dental treatment
you received from the aboveamed dentist. Before we begin the peer review process, we would
like to explain how our system works.

CDA has developed the peer review systerhdlp solvematters regardindental treatmetrthat

the dentist and patient have not been able to settle themselves. A speciatteerafrdentists,
known geer review committe@e volunteer their time to consider questions about the
quality and appropriateness of dental care. Cases mayeadbitted for review when there is
a question regarding an insurance claim. These are the only types of questions whasr the
review committeecan answerThere is a time limitation for accepting a complaint in the
peer review ystem. A complaint mustbe receivedwithin three years from the date the
dental treatment was completed or one year from the date you recognized that there was a
problem, whichever occurs first.

It is not within the purview of peer review to provide second opinions regarddagment
recommendations by a treating dentist.

There is no charge for this service; however, any unusual costs sustainedpagrtheview
committee in conducting the review, including but not limited to duplicating radiographs, study
models or treatmemecords, shall be borne by the party initiating the revidve only monetary
award the peer review system can recommend is a refund or the cost of corrective tréasment.
not within the purviewof the peer review system to handle questions abotihgehoney back

for time lost from work or pain suffered as a result of your treatnaeak the decision of the peer
review system cannot compensate for any damages of this.nAlise the peer review system

is an alternative to formal legal proceedingsd cannot be used if such proceedings have begun,
or if the case has already been decided by a court of law. We have no authority to supersede the
decisions of a court of law. Should legal act@marbitrationbe initiated by any party involved
after he peer review process begins, the peer review action will cease immediately.

Thepeer review committeill reviewyour dental records and, if the committee determines that

it is necssary, talk to you and youtentist separately, arekamire the treatmst in question

before making its decisioRlease be advised that in some casegxaminationof the dental
treatment may not be necessary since records, radiographs, photographs, etc. may be sufficient to
render a decision. If a@xaminationis not neessary, you may request an interview with the

peer review committeley completing the enclosed Patient Request for Interffi@sm #90)
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The peer review committemay decide thathe treatment was acceptabtéowever, if thepeer
review committe determines that the treatment was not acceptable or was not appropriate for
you, it may make a recommendation to the dentist, such as:

1) The dentisis requested teefund all or part of your money so that you may go to the
dentist of your choiceothave the treatment done again, or

2) Thedentistis requested tpay for corrective treatment if it is determined by pleer
review committeehat additional harm has been done.

The dentist, by virtue ofis or hermembership in the association, regeed to abide by the
decision rendered by thgeer review committeéHowever, thepeer review committedoes not

have the authority to compel the dentist to comply with the deciki@expected that you will
also agree to abide by the decision.

Should thepeer review committedetermine that a refund is in order, you will be required to
sign a Release of All Claims form prior to receipt of any refund. Attachedasngle copy of
the form for your review.

Upon receipt of the committée decision,you or the dentist may submit a request fo
reconsi der at i appead Gnee@wlecisian $s made onilan appeal, it is final and
binding, and you may no longer use the peer review system on this matter.

If you decide you want to use our servigglease carefully read and complete the enclésed
forms: Request for Review Form, Patient Agreement Form, Authorization for Use and
Disclosure of Health Information Forand Patient Request for Interview Forithe purpose of
these forms is explained tite top of each ondll forms must be completed and returned as
soon as possible t&€DA before review can begin.

The CDA Peer Review Manual contains the policies and proceddries govern how a Eer
Review claim is conducte®.ou may view a copy of tnmanual on avww.cda.orgor it may be
purchasedby contacting the California Dental Association.

The committee urges you to be concise and limit your written comments to the specific
complaints that you wish reviewed. Do not give personal opinionsdmaiot be used in making
a determination in your case.

Please be aware that the utilization of peer review does not stop, interrupt or suspend the running
of the time period for filing a civil suit against the dentist in question. The filing of suchnactio

are governed by California Code of Civil Procedure Section 340.5. This law may preclude you
from filing a suit against the dentist after peer review is concluded.

A notification will be mailed confirming receipt of your Request for Review within 18ing

days from the date of receipt. Should you not receive a confirmation, please contact the
California Dental Association
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Most patients using our system find it fair, less costly, and lessammsuming than going to
court.We are happyo help you and look forward to hearing from you. If you have any questions
regarding completion of the forms, please CAJA at 800.232.7645

Sincerely,

Council on Peer Review

Enclosure: Request for Review Form
Patient Agreement Form
Authorizaton for Use and Disclosure of Health Information Form
Release of All Claims Form (Sample)
Patient Request for Interview
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Form #2
Initial Patient Response Letter(Utilization Case)
(CDA Letterhead)

Date

Name
Addres
City, ST Zip Code

Subject: (Dentist)/(Patient)
Dear Patient):

Thank you for contactinghe California Dental Association (CDAgquesting the assistance of
the peer review committedn obtaining benefits for your treatment perfeon by the
abovenamed dentistBefore we begin the peer review process, we would like to explain how
our system works.

CDA has developed the peer review systerdlp solve problems about dental treatment that
the dentist and patient have not been able to settle thesaseivabout disputes regarding an
insurance carrier providing benefits on treatment performed by a dentist. A speciatteenaini
denti st s, revwew osommiites yolurtieer th@ir time to consider questions about the
quality and appropriatenestdental care. Cases may also be submitted for review when there is
a question regarding an insurance claim. These are the only types of questions which the
committee can answer. If the committee determines that the initial request involves a specific
benefit exclusion of the insurance policy, the committee has no power to ask a carrier to allow
benefits.There is a time limitation for accepting a complaint in the peer review system. A
complaint must be filed within three years from the date the work wasompleted or one

year from the date you became aware that there was a problem, whichever occurs first.

There is no charge for this service; however, any unusual costs sudigitiezipeer review
committeein conducting the reviewncluding but not limiéd toduplicating radiographstudy
modelsor treatment recorgshall be borne by the party initiating the review. The peer review
system is also an alternative to formal legal proceedings, and cannot be used if such proceedings
have begun, or if the casas alreadyden decided by a court of laWwe have no authority to
supersede the decisions of a court of law. Should legal amtiarbitrationbe initiated by any

party involved after the peer review process begins, the peer review action will cease
immediately.

The review committee wikxamine your dental records, aifidhe committee determines that it

is necessary, talk to you and your dentist separately, and examine the traatmeaastion

before making its decisioPlease be advised that ionse cases, an examination of the dental
treatment may not be necessary since records, radiographs, photographs, etc. may be sufficient to
render a decision. If an examination is not necessary, you may request an interview with the
peer review committeley completing the enclosed Form #%tient Request for Interview.

Form #2
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Upon receipt of the committée decision, you or the dentist may submit a request for
recorsi der at i on, appead dOwoe a desisioa is mdtle on an appeal, it is final a
binding, and you may no longer use the peer review system on this matter.

If you decide to use our services, please carefully read and complete the efmlogedns:
Request for Review dfm, Patient Agreement Formuthorization for Use and Disclosai of
Health InformatiorFormand Patient Request for Interview Forffhe purpose of these forms is
explained at the top of each on&ll forms must be completed and returned taCDA Council

on Peer ReviewP.O. Box 13749, Sacramento, CA 9588F49before the review can begin

The committee urges you to be concise and limit your written comments to the specific
complaints that you wish reviewed. Do not give personal opinions that cannot be used in making
a determination in your case.

Please be aware thidie initiation of peer review does not stop, interrupt or suspend the running
of the time period for filing a civil suit against the dentist in quesfldr filing of such actions

are governed by California Code of Civil Procedure Section 340.5. Thimmwpreclude you
from filing a suit against the dentist after peer review is concluded.

A notification will be mailed confirming receipt of your Request for Review within 15 working
days from the date of receipt. Should you not receive rdiromation, please contact the
California Dental Association.

Most patients using our system find it fair, less costly, and lessdaimsuming than going to
court.We are happy to help you and look forward to hearing from you. If you have any questions
regarding ompletion of the forms, please call CDA at 800.232.7645.

Sincerely,

Council on Peer Review

Enclosures Request for Review Form
Patient Agreement Form
Authorization for Use and Disclosure of Health Informattamm
Patient Request for Inteev
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Requestfor Review Form

This form will give the review committee some of the necessary important background
information. Without it the review cannot be conducted. Please clearly type or print in ink the
information askedThis form will be returned to you if the committee cannot read it and you

will have to fill it out again. Also, the more clearly you can describe the situation or problem,
the more effective the review committee can be.

Please list the name of the dentist who provided thepscific dental treatment in question.
If you wish to file a complaint against more than one dentist, separate forms are needed for
each dentist.

Patiens Name: TreatingDentists Name

Address; Name of Dental Practice:

City: Zip: Address:

Home Phone; WKk: City: Zip:

Parent/Guardian if patient is less than 18 yearBhone;

old: Date Treatment Started:

Address: Date treatment completed:

City: Zip: Date last seen by this dentist:

Home Phone: WKk: What was the date you became aware there

was a problemagarding the treatment you are

asking us to evaluate?

Is this dentist is specialist? Yes No

If yes, what specialty?

Have you tried to settle this matter with the dentiégs No
Dates:
Did the dentist respond¥Yes No

If yes, what action was taken:

Have you beeexaminedor treated by another dentist(s) about this problem?
Yes No
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If yes, please give nhame, address and phone number of other dentist(s) on a separate sheet of
paper.

Have you asked for help from angrgon, organization or agey? Yes No

If yes, give names, dates, and what action is being taken?

Are you aware of any litigation concerning this complaint including small claims court, notice of
intent to suenotification that arbitraon will be or has commenced, if a malpractice suit has
been filed?res No

If yes, what type of action?

Did your dental insurance pay for any portion of the treatment in quejas? No

If yes, please provide amount: $

Primary Insurance Company:
Address:

Insured Person:

Social Security Number: Group 1.D. Number:

Insureds Employer:

Has the insurance company beenified of this matter¥es No
Secondary Insurance Company:
Address:

Insured Person:

Social Security Number: Group I.D. Number:

Insureds Employer:

Has the insurance compabeen notified of this matteiVes No

Are you still covered by that insurance plarfes No

Your employer:

How did you become aware Ghlifornia DentalAssociatiols peer review systefh

Could you sugest a fair solution to your problenies No
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If yes, explain:

| understand that peer review handles only matters relating to appropriateness and/or quality of
dentd care. Problems about prices charged or getting money for time lost from work or pain
suffered cannot be handled by theer review committee

Have you altered the treatment in question | Yes | No
Has any person/dentist akel the dental work in question’} ves | No

~

Is the dental workn question still in your mouth? | ves | No

Do you require antibiotics for dental treatment?
Yes No If yes, please indate

| further understand that the initiation of peer review does not stop, interrupt or suspend the
running of the time period for filing a civil suit against the dentist in question. The filing of such
actions are geerned by California Code of Civil Procedure Section 340.5. This law may
preclude me from filing a suit against the dentist after peer review is concluded.

| affirm and certify that the foregoing information is true and correct to the best of my
knowledgeand if called as a witness, | would so testify.

Patienés Signature:

Paent/Guardian of Patient

This document was signed this  day of ,

in ,
City State
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Briefly describe your problemd$lease be spafic (include all that you can remembabout
dates, places, name#f)you need more space, use additional sheets and attach them to this form
when you return it t€€DA. Also, a copy of the dentit bill, if available, should be included.
Please type oprint clearly and legiblyin ink.

1.
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Patient Agreement Form

This form is required as it indicates your agreemeimtbideby the decision of thBeer Review
Committeeand the California Dental Association

The Dental Socity (here in after dental society) and thalifornia Dental
Association (DA) have been requested to review the dental services provided to you by Dr.
on or about (date) Both you and the dentist must consent to the review

by the dental society and CDA according to the @®policies and procedures.

If your dentist is a member of CDA, he or she has automatically agreed to aliite dgcision
reached by the Dental ® c i epeey réview committeand the ©®A. Therefore,
his or her signature is not needetllowever, thepeer review committeas no authority to
compel your dentist to comply with the decision.

It is definitely understood and agreed by you that:

1. The dental society and CDA, and any béit members and employees, are released from
any and all liability resulting from or arising in any manner from the review of the dental
services you received. Therefore, you agree that none of these orgasiaatiodividuals
will be sued (by you) witlespect to this review.

2. By virtue of the California Evidence Code Section 1157, neither the records nor any
proceedings relating to this matter of the dental soiEgtyer review committeeor of the
CDA& Council on Peer Review can be provided oedugo reveal information in any
manner.

3. The only monetary awardeéh d e nt a |peesreview eommpitbesan recommend is a
refund or the cost of corrective treatmeNb recovery for pain and/or suffering or time
away from work exists in the peerview system, and the decision by theer review
committeecannot compensate for any damages of this nature suffered by you.

4. The decision reached by the dental soéspger review committeer a decision reached by
the CDAG Council on Peer Review oan appeal shall be determinative of any issues
involved in connection with the dental treatment above described.

5. I declare that | am now making any and all complaints or claims against the dentist which |
believe exist of any nature whatsoever.

6. The initiation of peer review does not stop, interrupt or suspend the running of the time
period for filing a civil suit against the dentist in question. The filing of such actions are
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Form #4

governed by California Code of Civil Procedure Section.840This law may preclude you
from filing a suit against the dentist after peer review is concluded.

| agree to sign the Release of All Claiffm shouldpeer reviewdetermine that a refund is
in order. (See Release of All Claims Form #72).

Should thepeer review committend in favor of the dentist, | agree to pay threntis under

review any outstanding balance for the treatment in question after either the expiration of 30
days following the date of the resolution letter without an appeing filed or the decision

of an appeal.

The policies and procedures which govern how peerreview claim will be conducted are
established in the CDA Peer Review Manualnderstand that a copy of the manual is
available for review on the Internat www.cda.orgor may be purchased by contacting the
CDA.

| understand and agree thpeterreview is an evaluative rather than judicial process and that
the parties are not entitled to the following procedural rightg might otherwise be
available in an arbitration or civil action; (a) representation by legal counsel and/or an
attorney; (b) the ability to conduct discovery or take depositions (i.e., the ability to obtain the
evidence the opposing party intends wbmsit and the ability to question the opposing party
with regard to such evidence), and (c) the ability to eexssninethe opposing party and/or
present opposing evidence. By signing this form, | understand that | am agreeing to have this
proceeding corutted in accordance with the procedures contained in the Peer Review
Manual.

Your signature below shows your acceptance of and agregetm all items listed abovény
alterations made in this form will prevent its acceptance into the peer review system

Approved and accepted this  day of ,

Signed: (Patient or Patieds Parent/Guardian)
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Form #5
AUTHORIZATION FOR USE OR DISCLOSURE
OF HEALTH INFORMATION

This authorization is necessary because it allows théomponent Dental Society] and the
California Dental Associatioto begin its review of your peer review complaint. Please review
and complete this form carefully. It may bwalid if not fully completed. We will provide you
with a copy of the signed authorization.

| hereby authorize the following persons and/or entities (please list the treating dentist, other
dentists you have seen regarding this matter, and your insucarrer, if any)

Treating Dentist(Dentist you are complaining about.)

(Name and Address)

Othe¥ConsultingDentist(s):

(Name and Address)

(Name and Address)

(Name and Address)

Insurance Carrier

(Name and Address)

to disclose to the [Component Dental Society], the California Dental Association, the
American Dental Association, and/or any state or federal governmental agency itdedons
licensing, accrediting, or maintaining or releasing reports on health care practitioners, such as the
Dental Board of California, the California Department of Health Services, and the U.S.
Department of Health and Human Services, any and allrhgditirmation, including protected
health information, concerning [Name of Patient] _with respect to any dental care and
treatment, medical care and treatment, illness or injury, dental history, medical history,
consultation, prescriptions;nays, plagés and copies of all dental records, medical and/or hospital
records to be used in connection with a request for peer review submitted by m®ate]

and in connection with any subsequent investigations, disciplinary proceedings, reporting
obligatiors, and litigation arising from said peer review complaint, and as otherwise specifically
required or permitted by law.
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| understand that | have the right to revoke this authorization at any time by giving each of the
foregoing persons and/or ér@s written notice of my revocation. | understand that revocation

of this authorization will not affect any action that any of the foregoing persons and/or entities
took in reliance on this authorization before the person and/or entity received mgti@voand

that my peer review complaint may not be reviewed or to continue being reviewed if | revoke
this authorization. | understand that although federal law does not protect health information
which is disclosed to someone other than another healéhprovider, health plan, or health care
clearinghouse, under California law all recipients of health care information are prohibited from
re-disclosing it except as specifically required or permitted by law.

This authorization is effective now and wiimain in effect until three (3) years from the date
entered below.

Signature: Date:

Print Name:

If not signed by the patient, please indicate relationship:

[ ] parent or guardian of minor patient (to the extent minor could not have consented to the
care)
[ ] guardian or conservator of an incompetent patient

| also give my permission to the abewamed dental society &xamine as appropriate, the
patient named above. A photocopy of this release form will be as effective and valid as the
original.

Signature: Date:
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Patient Notification of Incomplete Forms
(CDA Letterhead)
Date
Name
Address
City, ST Zip Code
Subject:  (Dentist)/(Patient)
Dea (Patient):
In order forthe California Dental AssociatiofCDA) to proceed with your request for a review
of the dental treatment provided by the above mentioned dehistollowing forms must be
completed and returned @DA:
(Check appropriate boxes)
Request for Review Form
Authorization for Use and Disclosure of Health Informatiamm

Patient Agreement Form

The Patient Agreement Formamnot be altered.
A new cqy is included with this letter

Patient Request for Interview Form

Shouldthe requested formsot bereturnedto CDA, Council on Peer Review, P.O. Box 13749,
Sacramento, CA 95858749 within fifteen (15)working daysfrom the date of this lettethe
matter will be considered closed.

Sincerely,

Council on Peer Review

7-17 Rev: 09/15/09



Peer Review Manual

Form #7

Initial Responseto Dentist Letter (Utilization Case)
(CDA Letterhead)

Date

Name
Address
City, ST Zip Code

Subject: (Patient)/(Carrier)
Dear(Dentist)

Thank you for contactinghe California Dental AssociatiofCDA) requesting the assistance of
the peer review committem obtaining benefits for your patient. Before we can begin the peer
review process, further information iegessary.

To assisthereview committee in resolving this problem it is necessary for you to complete and
return the enclosed Dentist Request for Review Information Form. Also, please provide all
pertinent data which will enable a complete review, sigldwplicate study models, a legible
copy of the treatment record, a copy of all radiographs, copies of relevant insurance forms, and
any other materials which may be helpful to the commit¥erir treatment records must be
typed and transcribed verbatim.

You are invited to attend portion of thepeer review committéde meeting to present your side

of the story. Please notify the committee by filling out the attached form indicating whether or
not you wish to attend the meeting. If you desire to attemal will be informed of the time and
place of the meeting. Your interview will not be in the presence of the patient.

It is our intent to reviewhis matter as soon as possiblehefiefore please complete and return

the enclosed form(s), including all pieent information to CDA, Council on Peer Review, P.O.
Box 13749, Sacramento, CA 9588349 within ten (10) working days from the date of this
letter. Should you have questions pleasatact CDA at 800.232.7645.

Sincerely,

Council on Peer Review

Enclosure: Dentist Request for Review Information Form
Dentist Will/Will Not Attend Meeting Form
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Dentist Requestfor Review Information Form

IMPORTANT - This must be typewritten or legibly printed in ink. Without this form a review
cannot le conducted.

Patienfs Name: Dentists Name;
Address: Address:;
City: Zip: City: Zip:
Home Phone; WKk: Home: Office:
Parent/Guardian if patient is less than 18 years Type of Practice:
General Specialty
old: .
Type of Specialty:
Address: . .
ddress Do you limit your practice? Yes No
ity: Zip:
City P Is treatment complete? Yes No
Home Phone: WKk:
If yes, date:
Patienés Employer:
Insurance Company:
Address:
Insured Person:
Social Security Number: Group I.D. Number:

Did you contact the carrier regarding this problem? Yes No

If yes, what was the carri@rresponse?

What was the total fee for the services in question?

Important: The committee must have an accurate breakdown of the fee charged for each
individual procedure in question. Please provide an iteiaed statement.

Tooth No. or Fee for Patient Ins. Balance
Procedure Desiption Service Payment Payment  Owing

If insurance coverage is provided by an additional source, please include the same information as
above on another sheet of paper.
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Check data submitted:
Radiograpbk (date)
(date)
(date)
Study models

Treatment Record
Insurance Forms
Other

Has any of the treatment in question been completdobut receiving prior authorization of the
carrier?

Are you aware of any litigation involving this complaint, including small claims court, notice of
intent to sue, or if a malpractice suit has been filed? Yes No

If yes, what type of action?

Briefly describe the problem. If you need more space, use additional sheets and attach them to
this form when you return it tGalifornia DentalAssociation

Dentists Signature Date
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Dentist Notification of Incomplete Forms (Utilization Review)
(CDA Letterhead)

Date

Name

Address

City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear(Dentist)

In order for theCalifornia Dental AssociatioCDA) to proceed with your request for review
regarding the dental treatment provided to the above mentioned patient, the Dentist Request for
Review Information must be completed and returned@®\, Council on Per Review, P.O. Box
13749, Sacramento, CA 9588349within fifteen (15) working days from the date of this letter
Shouldthe requested forsnnot bereturned within fifteen (15yvorking daysfrom the date of this
letter, the matter will be considered cizb

Sincerely,

Council on Peer Review
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NOTIFICATION OF NEW CASE

PLEASE TYPE CDA Case #
Component Name:
Open Date:
Dentist (Last name first) and mailing address:

ADA Number: Specialty:

Reviewing Entity:
Patient (Last name first) and mailing address:

Carrier (Primary) and mailing address:

Initiated by (circle one): P D C
Case Type (circle one): Q U A O
Complaint Code (circle one): PD EN PR OD SU

(Please refer to code guideonreverse) FD FB RA CR IM
T™ DX OR OT

Inappropriate Code: Appeal Date:
Decision Code: Appeal Initiator:
Close Date: Appeal Decision:;
Refund: Appeal Close Date:

Patient:

Carrier:

Adjusted:

Additional/Corrective Treatment: $

COMMENTS:

C: Dental Society
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DEFINITION OF CODES

Initiated By Case Type
C - Carrier A - Appropriateness
D - Dentist Q - Quality
P - Patient U - Utilization
O - Other

Complaint Code

PD- Pediatric Dentistry RA -

EN- Endodontics CR-

PR- Periodontics IM -

OD- Orthodontics ™ -

SU- Surgery DX -

FD- Full Dentures OR-

FB- Fixed Bridge oT -

Inappropriateness Codes

01 Too old

02 Fees

03 Resolved prior to PR

04 Communications/attitude

05 Office procedures

06 Litigation

07 Non-member

08 Benefit exclusion

09 Patent uncooperative

10 Treatment redone

11 Dentist referred to JC for
noncompliance

12 Carrier uncooperativeForms
incomplete/not returned

14 Other

7-23

Removable Appliance (partial denture)
Crown

Implants

Temporomandibular Joint Dysfunction
Diagnoss

Other Restoration

Other Treatment

Appeals Closing Codes

01
02
03
04

05

06
07
08
09
10
11

Upheld

Denied

Remanded, upheld

Remanded, upheld/amended
resolution or letter of clarification

Denied, w/amended resolution or letter

of clarification

Remanded, overturned lbgmmittee

Remanded, overturned by CPR

Withdrawn

Vacated/No response to-tfay letter

Litigation

Other/Reeived appeal after 30 days
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Peer Review Checklist
Initiating Party:
Type of Inquiry:  Quality: Utilization: Appropriateness Other:
Patient:
Name:
Date Initial Written or Telephone Inquiry Received:
Dentist Named in Dispute
1. Member: Yes No:
Is the dentist a general dentistXes No: If no, type of speciality:
Component:
Consulting or Other Treating Dentist(s).
1. Member: Yes No:
2. Member: Yes No:
3. Member: Yes No:
4, Member: Yes No:

*Verify dentist under review and subsquent treating dentist(s) are not peer review committee members.

Carrier Information :

Primary Carrier: Contact Person:

Secondarnarrier. Contact Person:

* *kkkkkkkkkkkkhkhkk * *kkkkkkkkkkk *kkkkkkkkkkkkhkkk *% *kkkkkkkkk

Does the carrierinitiated request include all necessary information?

1. Is there a description of the problenYes No:
. Are the spedic questions to be addressed by committee delineated? No:

2
3.ls a copy of the dental consulvégsant 6NMo: ev al
4

. Are copies of neasary correspondence, claim forms, radiographs (if available to the carrier), and all other

pertinent information related to the request includédg No:

kkkkkkkkkkkhhkkhkkkkkkkkhkhhhhhhhrhhkkkkkkhkkkhhhhhhhrhixx *kkkkkkhhkkhkkkkkkkkkkkx

Communication to Patient Date Sent Response Received

Initial Response &tter Form (# 01):

Request for Review Form (# 03):

Patient Agreement Form @4):

Authorization Form (#95):

ASampl ed Re bhimsaFerm (#2f Al |l Cl

Patient Request for Interview Form (# 90)

uati
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Coordinator 6 sreefling ofPatients Complaint: Initials: Date

DateRequest for Review (Form #4) is received  (This is the open date of case)

Date treatment was completed:

Was treatrant completed within the last 3 years? Yes No:

Date the patient became aware of the problem:

Is the case within the time limitation?  Yes No:

Doesthepatent 6s compl aint del iYegat eNot he speci fic compl aint:
*If not, return the complaint to the patient with instructions for specific details of the issues.

Does it appear that the case is or has been in ldgigaYes No:

Notification of Complaint Being Proces®gd (Form #65) sent to patient Date

Notification T o Dentist Against Whom Complaint | s Filed:

Dentist Notification & Response Request Form¢# 3,4,5,13,15,18

Date Sent Due Dateg(10 working days after notification): Response Received
Form #15 Received Form #16 Receive

First Notice for Non-Compliance with Records(Form#51):

Date Sent Due Date(10 working days after notification Response Received

Contact dentist by telephone to confirm that the dentishas received the request for records.

Second Notice for NorCompliance with Records (Form#91):

Date Sent Due Date(10 working days after notification) Response Received

*If no response, begin JC Referral process.

Notification to the dentist of referral to JC:Date

Information Received From Treating Dentist

Copy of Treatment Record: Date Received:
Transcribed Treatment Records:
Radiographs: Date Received:

Dated:
Dated:
Study Models:
Dated:
Other:
Dated:
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Consulting/Subsequent Treating Dentists
Consulting/Subsequent Treating Dentist Reply Form (#18, 19, 5):
1) Name
Date Sent Due Dateg(10 working days after notification) Response Received
2) Name
Date Sent Due Date(10 working days after notification) Response Received
3) Name
Date Sent Due Dateg(10 working days after notification) Response Received
4) Name
Date Sent Due Datg(10 working days after notification) Response Received
First Notice (Form#5l):
1) Name
Date Sent Due Dateg(10 working days after notification) Response Received
2) Name
Date Sent Due Datg(10 working days after notificatin): Response Received
SecondNotice (Form#56):
1) Name
Date Sent Due Dateg(10working days after notification) Response Received
2) Name
Date Sent Due Datg(10 working days after notification) Response Received
*If no response, begin JC Referral process.
If study models or radiographs are provided list items below.

Date: Submitted by:
Notification to Carrier(s) : Date Sent Due Date (15working Days) Response
Received
Carrier Notification Letter Form (#17, 5):
Carrier 2nd Notification Letter: Sent Due Response Received
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Coordinator Preliminary Screening of CaseFile:

Initials: Date

Sent Case toCouncil to Confirm Appropriateness ofReview:

Initials: Date Sent to

Response from @uncil Member:

Initials: Date:

Case Assigned andM ailed to (along with Form #26): Date

Draft Resolution/Addendum/Clinical Worksheets Dueto CDA (within 60 days): Date:

Copy of the cae sent to Component: Name: Phone:
Copy of the case sent to Component/Specialty Chaiame: Phone:
Copy of the case sent to Case Captain: Name: Phone:
1) Exam Panel Member:Name: Phone: E-mail:
2) Exam Panel Member:Name: Phone: E-mail:
3) Exam Panel Membe Name: Phone: E-mail:
4) Consultant: Name: Phone: E-mail:

Peer Review CommittedMeeting:

Date of Meeting:
Dentist Wishes to Attendsée Form 1§ Yes: No:
Dentist Notified of Meeting (form# 28):
Date Sent Date Response Received
Patient Wishes to Attendé¢e Form 9f» Yes: No:

PatientNotified of Meeting(form #27):

Date Sent: Date Response Received
Clinical Exam Conducted: Yes: No:
Date Examined If not, reason

Form #12
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DentistAttended Meeting? Yes No: Date

Draft Resolution/Addendum/Clinical Workshe®sfund Workshediduewithin 60 days after form# 26 is mailgd
Date Received

Case assigned to Administrator:  Date Administrator
Forward case to Council on Peer Review for review and appiosgg:
Forward case to Advisory Panel for Review:
Dateof Conference Call:
Advisory Panel |
Advisory Panel Il
Advisory Panel lll
Remand CDA6s RevisionsDateo Component/ Special ty:

Received Approval from Component/Specialtipate

Final Dated CopyDate

* * k% * *kkkkkkk * *%* *kkkkkkkkkkk * *kkkkkkkkkkk *kkkkkkk

Appeals

Appeals Due Date: Date
Received equest for an extensiorDate
Extension granted: Yes No: Appeal DueDate

Appeals receive@Postmarked Date)Date
Appeal Criteria:

1l 21 3l] 4l] 5[]

Send Notifcation of Receipt of Appeal Acknowledgement Letter to:
Patient: Date
Dentist: Date
Component: Date

Forward appeal to the Appeals Panel for review: Date

Receivel Appeals Panel Response:

Panel Member: Date:
Panel Member: Date:
Pand Member: Date:

Remand Appeal to Component/Specialty Peer Review CommitteeDate
Send 15 day Notification Memo to Component: Date

Received Component/ Special ty Pe ¢orthe Ropeali(reust beCrnithimtti t t ee 6 s W
workingdays): Date
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Conference Call: Date
Appeal Decision Date

Appeal Decision:

o1l o2l) o3l o4l] osl] oell o070l o8] o] 10l]

SecondAppeals

Appeals Due Date: Date
Received equesfor an extension:Date
Extension granted: Yes No: Appeal DueDate

Appeals receed (Postmarked Date)Date
Appeal Criteria:

1l 201 301 4l] 5[]

Send Notification of Receipt of Appeal Acknowledgement Letter to:
Patient: Date
Dentist: Date
Component: Date

Forward appeal to the Appeals Panel for review: Date

Received Appeals Panel Response:

Panel Member: Date:
Panel Member: Date:
Pand Member: Date:

Remand Appeal to Component/Specialty Peer Review CommittedDate

Send 15 day Notification Memo to Component: Date

Received Component/ Speci altenRespoasmithe Ropeali(neust beCaithimti t t e e 6 s

workingdays): Date
Conference Call: Date
Appeal Decision Date

Appeal Decision:

o1l o2l) o3l o4l] osl] oell o7[] o8] o] 10l]

Kkkkkkkkkkkkkk kkkkkkkkkkkkkkkhkkkkkkkkkhhkkkkhkkkkkkhkkkkhkkkkkkhkkhkkkhkkkkkkhkkkkhkk

Refunds:
Was refund awarded: Yes No:
Patient Amount Carrier Amount Ledger Adjustment:
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Check(s) Due DatelQ days after expiration of appeal perjod
Date Received Amount

Release of All Claim&orm forwarded to Patient foiighature (brms 72&73):

Initial: Date
Received Releasd all Claims Form with Patienti§nature:

Initial: Date
Check forwarded to Patient and Carrier: Initial: Date
Copy of release sent to Dentist: Initial: Date

Radiographs Models, Etc., Returned to Treating & Subsequent Treating Dentist(s)

Date:

CORRECTIVE TREATMENT:

WasCorrective Avarded: Yes No:

Limitations of the Corrective Treatment:

Date Corrective Treatment Plan and Cost Estmiate is dueDate:

Date Carective Treatment Plan and Cost Estimate was received: Date:

Forwarded the Corrective Traent Plan and Cost Estimate to Component/Specialty Peer Review Committee and
Councilon Peer Reivevior review and approval: Date:

Received the Approval fror@omponent/Specialty Peer Review Committee @adncil for thePeer Reivew for the
Corrective Treatment Plan and Cost Estimate: Date:

Approved Corrective Treatment Plan and Cost Estimate:

Corrective Treatment Plan and Cost Estimate Approval Letter to all paliae:

*kkkkkkkhkkkhkkkkkkkkkkhhhhhhhhkkhkkkkhkkkhkhkhhhhhhhrhhkkkrkhkkhkhkkhhhhhhhrrrkkkkrrkikx

Corrective Treatment Plan and Cost EstimateAppeals

CorrectiveAppeals Due Dat€l5 calendar days) Date

Appeals received: Date
Appeal Criteria:

1] 2]

Forward Corrective Treatment Plan and Cost Estimate Appeal to the Appeals Panel for review:
Date
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Received Appeals Panel Response:
Panel Member: Date:
Panel Member: Date:
Pand Member: Date:
Appeals Determinations: Date

* * *% *%k% * * *kkkkkk *% * * *%% * *% *k% *

Request Refurd Check for the Approved Corrective Treatment Plan and Cost EstimateDate
Check Due Date
DateCheckReceived Amount

Release of All Claim&orm forwarded tdatient for nature (forms 72&73):
Initial: Date

Received Releasd all Claims Form with Patient i§nature:

Initial: Date
Check Fowarded to Patient: Initial: Date
Copy of Releaseeht to Dentist: Initial: Date
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Dentist Notification and Response Request LettgiPatient Initated)
(CDA Letterhead)
Date

Name

Address

City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear(Dentist)

The California Dental Association (CDA) has recently received an inquiry from your patient

named above. Upon receipt of this information, théepa was requested to complete the
following:

1. Request for Review Form: This form includes a summary of the data pertinent to the
inquiry.
2. Patient Agreement Form: This form states that CDA merdbatists have an obligation,

by virtue of their memérship, to abide by decisions of duly constituted committees, and,
requests that the patient sign a statement agreeatydeby t he commi tt eeds
this matter.

3. Authorization for Use and Disclosure of Health Information FoBy:signing ths form,
the patient has authorized you to release the records to the review committee.

Copies of these forms, signed by your patient, are enclosed for your records.

To assist thepeer review committes resolving this inquiry, and determining its vatidiyou

are requested to provide, on the enclosed Treating Dentist Reply Form, your side to this matter.
The committee urges you to be concise and limit your written comments to the specific
information that is requested. Do not give personal opinionsctiaiot be used in making a
determination in this case.

Also, please provide all pertinent data which will enable a complete review; incldding
applicablg¢ study models, a copy of the original treatment record, financial recardsgle
patient ledge all radiographs, copies of relevant insurance forms, and other information which
you think will assist the committe&our progress notesmust be typed and transcribed
verbatim. Pleasecomplete and return the enclosed forms, including all pertinentatmn to
California Dental Association Council on Peer ReviewR.O. Box 13749, Sacramento, CA
958534749within ten (10) working dayfrom the date of this letterif you fail to comply with

this request to provide data, you may be in violation ofi&e@ of the CDA Code of Ethics,
Cooperation with Duly Constituted Committees, and shall be referred to the CDA Judicial
Council for investigation.

7-32 Rev: 09/15/09



Peer Review Manual

Form #13

Please note that we are requesting copies of radiographs, study models, dfcyou require
any of these returned to you, please make your request in writing, otherwise, the
radiographs and study models will be treated as duplicates. At the conclusion of the case,
the radiographs and study models will be kept for three years and then they will be
discarded.

The committee wishes to emphatically point out that the request for all relevant recoddgaand

made herein, as well as notification of your opportunity to appear before the committee,
comprises your only chance to present your fAs
adversarial. It is not a codifke proceeding. You will not havan opportunity to crossxamine

the patient nor will you have the option of being represented by an attorney. You will, however,

be given a fair opportunity to present your position in this matter. No deliberations will occur in

your presence, nor will theommittee discuss results of the clinieabminatiorwith you.

The peer review committeewill evaluate all the available evidence and make a final
determination in the form of a letter of resolution which will include its rationale for the
decision. Ifa party to a review can factually demonstrate that a procedural error may have
occurred, or that the decision was not based on facts, an appeal may be requested of the CDA
Council on Peer Review. This appeal must be mailed within thirtyog@endamdaysof the date

the letter of resolution and should be certified. Any decision of an appeal panel is final and
binding. If an appeal review is deemed appropriate, itamly review the procedures followed

to determine if they were fair and whether the deaiswvas supported by the evidence
considered. lwill not entail a new review of the evidence.

As a CDA member, you have agreed to abide by the decisions of a duly constituted committee.
In the event you are an employee of, independent contractor fag-@wvner with another
dentist or entity engaged in the practice of dentistry, it remains your personal obligation to
comply with the requests of thgeer review committee You, as the treating dentist, will be
responsible for the qualitgnd appropriatess of the treatment rendered, and will be financially
responsible for any adverse peer review decisions regardless of your employmen$bktatics.

you fail to comply with a request or recommendation ofpiéer review committegsou may be

in violation d Section 3 of the CDA Code of Ethics, Cooperation with Duly Constituted
Committees, and shall be referred to the CDA Judicial Council for investigation. The Judicial
Council will review the records to assure your rights have been protected: that pomeetupes
were foll owed, and that the committeebs deci s
go to hearing, no further evidence regarding the peer review issue will be heard. The Judicial
Council hearing will focus on why you have failed to coyplth the peer review resolution.

To reiterate your rightsyour opportunity to supply all evidence is at the initiation of the
peer review process and at the meeting witlyour component peer review committee
Neither the appeal mechanism nor Judiciali@d proceedings provide a mechanism to rehear
or reexaminethe evidence presented during the initial review process.

Please notify the committee on tlaclosed Dentist Will/Will Not Attend Meeting Form

whether or not you wish to attend the peer revieeeting. If you indicate that you wish to
attend, you will be informed regarding the time and place of the meeting. Your presentation
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should be as concise as possible, since the committee has a limited amount of time available to
hear the cases before it.

The review committee wikxaminey our pati ent 6s dent alexamgneor ds
your patient before making a decision. This decision, after approval and finalization by CDA,

will be set forth in a letter of reagion which will be addressed to your patient and copied to

you on the date of release. All resolutiettersmust are sent to CDA for approvéterefore, no

interim or tentative decision may be given to you before such approval.

It has been our experiee that many inquiries can be resolved between the dentist and patient if
even a small attempt is made to rectify the problem. Therefore, if you are able to settle this
problem with your patient without the intervention of {ieer review committegleag advise

CDA in writing of its resolution withirten (10) working daysrom the date of this letter.

| f you would I|ike to purchase a copy of t he
Evaluation Manual (both utilized in the peer review process), pleagaat CDA Headquarters
office or you may view a copy of the manual on the Internet at www.cda.org.

Please note It is imperative that you notify CDA staff immediately should you receive a
90-day notice of intent to sue, or any other legal correspondendbhat would initiate legal
proceedings while this review is in progressor notification that arbitration will be or has
commenced With the initiation of legal actioror arbitration by the patient, our review
immediately ceases. By virtue of your membgrsin CDA, you cannot initiate legal
proceedingor arbitrationduring the review. Our system is an alternative to litigation and we
have no authority to supersede the decisions of a court.

Please notelf this casehas an outstanding balance or has leered over for collection, please
hold in abeyance any collection procedures untilgber review committebas completed its
review.

Should the committee find in favor of the patient and should you be requested to refund, you
have the option of subting the claim to your professional liability carrier. However, should a
payment be made to the patient as a result of an adverse peer review decision by anyone other
than you, i.e. your professional liability carrier or another business entity, theypgaity may

be required to report the payment information to the Dental Board of California and/or the
National Practitioner Data Bank. If you have any questions about these reporting obligations,
you should contact your professional liability carried/an personal attorney for legal advice.

It is our intent to review this matter as soon as possible. Therefore, your prompt attention to this
request will certainly be appreciated.

Finally, if you receive three (3) or more adverse peer review decisions ¢ases initiated in a
24-month period, or a finding of grossly inadequate or grossly inappropriate treatmentor
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fraud or billing irregularities, you could be referred to the CDA Judicial Council for
investigation of possible ethical violations.

Sincerely,

Council on Peer Review

Enclosures: Treating Dentist Reply Form
Dentist Will/Will Not Attend Meeting Form
Request for Review Form
Patient Agreement Form (executed)
Authorization for Use and Disclosure of Health Information Foemetuted)

C: (InsuranceCarrier, if any)
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Dentist Notification Utilization Letter (Patient Initiated)
(CDA Letterhead)

Date

Name

Address

City, ST Zip Code

Subject: (Dentist)/(Patient)
Carrier (if any)

Dear(Dentist)
The California Dental Association (CDAyas recently contacted for assistance from the

abovementioned patient. Upon receipt of this information, the patient was requested to complete
the following:

1. Reques for Review Form: This form includes a summary of the data pertinent to the
complaint.
2. Patient Agreement Form: This form states (BB¥A memberdentists have an obligation,

by virtue of their membership, to abide by decisions of duly constituted tteas) and,
requests that the patient sign a statement agreeatgjdeby the committe@& decision in
this matter.

3. Authorization for Use and Disclosure of Health Informatierm: By signing this form,
the patient has authorized you to releaseeherds to the review committee.

Copies of these forms, signed by your patient, are enclosed for your records.

To assist thepeer review committem resolving this problem, you are requested to provide, on
the enclosed Treating Dentist Reply Form, yoidie g0 this disputeAlso, please provide all
pertinent data which will enable a complete reviawejuding (f applicablg, study models, a
copy of the original treatment record, financial recoedsjngle patient ledgeall radiographs,
copies of releant insurance forms, and other information which you think will assist the
committee. Your treatment records must be typed and tanscribed verbatim. Please
complete and return the enclosed forms, including all pertinent information to California Dental
Association, Council on Peer Revie®,0. Box 13749, Sacramento, CA 9586319 within ten

(10) working daydrom the date of this letter.

The review committee will evaluate all the available evidence and make a final determination
The decision will be appved and finalized by CDA, and will be issued by CIDAhe form of a

letter of resolution which will includéherationale for the decision. If the committee determines
that the initial request involves a specific benefit exclusion of the insurance jpoldzor a
contract limitation the committeend CDA haveno power to dsa carrier to allow benefitéf a

party to a review can factually demonstrate that a procedural error may have occurred, or that the
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decision was not baseamh facts, an appeal may be requested of the CDA Council on Peer
ReviewAppeals PanelThis appealmust be mailed within thirty (30) calendadays of the date

the letter of resolution and should be certified. Any decision of an appeal panel is final an
binding. If an appeal review is deemed appropriate, it will only review the procedures followed
to determine if they were appropriate and whether the decision was supported by the evidence
considered. It will not entail a new review of the evidence.

The peer review committegvishes to emphatically point out that the request for all relevant
records and data made herein as well as notification of your opportunity to appear before the
committeecomprises your only chance to present your "side of the stdbhg committee can

base its decision only on the information made available to it. The information provided is
confidential and by virtue of the California Evidence Code Section 1157, neither the records nor
any proceedings related to this matter can tmviged or used to reveal information in any
matter whatever in any type of future action.

As a CDA member, you have agreed to abide by the decisions of a duly constituted committee.
Should you fail to comply with a request or recommendation opéee eview committegyou

may be in violation of Section 3 of the CDA Code of Ethics, Cooperation with Duly Constituted
Committees, and shall be referred to the CDA Judicial Council for investigation. The Judicial
Council will review the records to assure yoights have been protected: that proper procedures
were followed, and that the committees decision was supported by evidence. Should the matter
go to trial, no further evidence regarding the peer review issue will be heard.

To reiterate your rights, yowpportunity to supply all evidence is at the initiation of the peer
review process and at the meeting with your component sqaeetyreview committeeNeither

the appeal mechanism nor Judicial Council proceedings provide a mechanism to rehear or
re-examhethe evidence presented during the initial review process.

Consequently, you are invited to attend a portion ofgler review committéds meeting to
discuss this matter. Please notify the committee oretidosed Dentist Will/Will Not Attend
Meeting Form whether or not you wish to attend the meeting. If you indicate that you wish to
attend, you will be informed regarding the time and place of the meeting. Your presentation
should be as concise as possible, since the committee has a limited antiooataokilable.

The peer review committewill examineyour patienis dental records and, if necessary, will
examineyour patient before nkéng a decision. This decision, after approval and finalization by
CDA, will be set forth in a letter of resolutiomhich will be addressed to the patient and copied
to you and the carrier on the date of release. All resolution lettess be approved b§DA.
Therefore, no interim or tentative decision may be given to you before such approval.
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It is our intent to reviewhis matter as soon as possiblénefiefore, your prompt attention to this
request will certainly be appreciated.

Sincerely,

Council on Peer Review

Enclosures: Treating Dentist Reply Form
Dentist Will/Will Not Attend Meeting Form
Request for Review
Patient Agreement Form (executed)
Authorization for Use and Disclosure of Health Informatiamm (executed)

C: InsuranceCarrier
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Treating Dentist Reply Form
IMPORTANT -- This must be typewritten agdibly printed in ink.
PATIENT:
DENTIST:
MAILING ADDRESS:
PHONE #: FAX #:
TYPE OF PRACTICE?
General Specialty Type of Specialty

DO YOU LIMIT YOUR PRACTICE? Yes_ No_

The following information is submitted megard to the above case:

1. Name of patient:

2 Last known address:

3 Occupation: Employer:
4. Age: Sex: Phone Number:

5. Insurance Company:

Address:

Insured Person:

Social Security Number: Group 1.D. Number:

Insureds Employer:;

If insurance coverage is provided by an additional source, please include

same information on another sheet of paper.

6. How long have you treated patient:

Descibe type of service(s) rendered:

(years or months)

Date initial dental service rendered:

9. Date of last visit toyour office:

10.  What was the total amount charged for the services in question?

11. Was any insurance company billed for the services?

Yes No
If yes, what amount was paid by the carrier?
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12.  What is the current status diet patiends account?

Has the account beeuarhed over for collection? Yes No

If this account has been turned over for collection, please hold in abeyance until the
committee has completed its review.

IMPORTANT: THE COMMITTEE MUST HAVE AN ACCURATE BREAKDOWN OF
THE FEE CHARGED FOR EACH INDIVIDUAL PROCEDURE IN QUESTION.
PLEASE PROVIDE AN ITEMIZED STATEMENT.

Tooth No. or Fee for Patient Ins. Balance
Procedure Description Service Payment Payment Owing
13.  Were xrays taken by you? Yes No Elsewhere

14. If a denture case, was it: Immediate Conventional

Date ofinsertion

15. Has the patient worn dentures before? Yes No
Number of dentures

16.  Are you aware of a subsequent treating dentist? Yes No
If yes, dentisis name

17.  Were you aware of the patiéntdisséisfaction? Yes No

18. If yes, what measures, if any, did you take to satisfy the patient?

19. Has this case previously been litigated or is it currently in litigation? YeNo

If yes,acopy of thedecision of the court or acopy of thenotice ofintent to sueis
requested.
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20. Please add other pertinent comments: (If necessary, continue on another sheet of paper)

21. What do you feel would be a satisfactory solution te groblem?

22.  Are you the owner of your practice: Yes No r Associatan a practice?
Yes No

You, as the treating dentist, will be responsible for the quality, and appropriateness of treatment
rendered, and will be financially responsible for any adverse peer review decisions regardless of
your emplyment status.

| certify that the foregoing information is true and correct to the best of my knowledge and if
called as a witness | would so testify.

This document was signed this _ day of , in
City ' State
Dentists Signature Date

If possible, please send copies of treatment records-eengsxather than your originals. Also,
please include a copy of the pati@realth history form.

Notice:

Finally, if you receive three (3) or more adverse peer review decisions in caseitiated in a
24-month period, or a finding of grossly inadequate or grossly inappropriate treatmentor
fraud or irregular billing, you could be referred to the CDA Judicial Council for
investigation of possible ethical violations.
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Dentist Will/Will Not Attend Meeting Form
[, Doctor
NO | DO NOT WISH TO HAVE A PERSONAL INTERVIEW WITH THEPEER
REVIEW COMMITTEE My written response will be fully considered although
| am not present.
YES | WISH TO HAVE A PERSONA. INTERVIEW WITH THE PEER REVIEW

COMMITTEE. MAYBE WILL BE TAKEN AS A AYESO

(patients name)

(sign here) (date)

Please note: This will be your onlyopportunity to personally present the facts you feel are
important in support of your case. We encourage you to attend this meeting. No
deliberations will occur in your presence, nor will the committee discuss results of the
clinical examination with you.

The peer review process is not adversarias itdt a courtike proceedingYou will not have an

opportunity to crosexaminethe patient nor will you have the option of being represented by an
attorney. You will, however, be given a fair opportundyptesent youposition in this matter.
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Date

Form #17
Carrier Notification Letter
(CDA Letterhead)

Name (Carrier)
Address
City, ST Zip Code

Subject Patients Name:

Patients Social Security No.;
Insuring Entity:
Group No.:
Employer:
Dentist:

Dear(Insuring Entity):

The California Dental Associatiohas received a request for peer review of dental services
provided by the aboveamed dentist and requires the following information:

1.

2.

4.

Is paient currently eligible for benefits? Yes No

Payment(s) on the following dental treatment (including an itemized explanation of
benefit determination):

Treatment Amount Paid by Carrier Patients Portion

If a refund is recommended for theatment under review, will the carrierestablish
patients eligibility for any refund amount without affecting current remaining yearly
benefits for the above mentioned patient in order for the patient ot have the treatment
redone? Yes oN

The type of plan (e.g., HMO, PPO, DMO, Capitation;figeservice, etc.)

We look forward to receiving your response witfifteen (15) working daysfrom the date of
this letter

Your cooperation is greatly appreciated.

Sincerely,

Council onPeer Review

Enclosure (Authorization for Use and Disclosure of Health Information Form)
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Form #18
Consulting/Subsequent Dentist Notification Letter
(CDA Letterhead)

Date

Name
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
Carrier (if any)

Dear(Dentist)

The California Dental AssociatiofCDA) has received a request for peer review of the dental
services proposed or renderedebgnember of our organizatioAmong other things, your name

is mentioned as one of the dentists visigdhe patient. As you may know, the function of this
committee is to be of service to the dentist, the patient, and the carrier by bringing about a
resolution of this matter.

Please complete and return theclesed Consulting/Subsequent Treating DerRigily Form.
Including a copy of the treatment recosdfinancial records, all radiographs, copies of relevant
insurance forms, and other information which you think will assist the committie@ ten (10)
working days from the date of this lett&our progress notes must be typedind transcribed
verbatim. Information obtained regarding matters of this nature are held in strict confidence
within the committeePlease return the completed form, including all pertinent information to
the California DentalAssociation, Council on Peer Reviel®,0. Box 13749, Sacramento, CA
958534749 within ten (10) working days from the date of this letter.

Please note that we are requesting copies of radiographs, study models, etc. If you require
any of these returned b you, please make your request in writing, otherwise, the
radiographs and study models will be treated as duplicates. At the conclusion of the case,
the radiographs and study models will be kept for three years and then they will be
discarded.

Should youfail to comply with a request or recommendation of fleer review committeeyou

may be in violation of Section 3 of the CDA Code of Ethics, Cooperation with Duly Constituted
Committees, and shall be referred to the CDA Judicial Council for investigation.

Thank you for your assistance.

Sincerely,

Council on Peer Review

Enclosure Authorization for Use and Disclosure of Health Information Form
(PLEASE NOTE: Thigetter is applicable fo€DA membes.)
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Form #19
Consulting/Subsequent Treating Denst Reply Form
IMPORTANT - This must be typewritten or legibly printed in ink.
PATIENT:
CONSULTI NG DENTI_ST6S NAME:
FAX #: PHONE #:
Specialist: Yes No Specialty:

The following information is submitted ingard to the above case:

Name of patient:

Last known address:

Occupation;

Age: Sex: Phone Number:

o M w DN E

Insurance Company:

Address:

Insured Person:

Social Security Number: Group I.D. Number

Insureds Employer:

If insurance coverage is provided by an additional source, please isalmgeinformation on

another sheet of paper.

0. Date initialdental service rendered:

7. Date of last visit to your office:

8. Describe type of service(s) rendered:

0. What was the total amouaharged for the service in question?

10. Was any insurance company billed for the services? Yes No

If yes, what amount was paid by the carrier?

11 What is the current status of the patfsraccour2

12. Were xrays taken by you? Yes No Elsewhere
13. Were study models made by you? Yes No
14. If a denture case, was it: Immediate Conventional

Date of insertion:
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15.

16.

17.

18.

19.

20.

Form #19

Has the patient worn dentures beforé@s No
Number of dentures

Are you aware of patieés former treating dentist(s)? Yes No
If yes, dentisgls name(s)

Were you aware of the patiéstdissatisfaction withis or hemprevious dentist?
Yes No
If yes, what measures, if any, did you take to satishp#tient?

What were the complaints of the patient at the time of initial visit. (Please explain in thefpatient
own words.)

What do you feel would be a satisfactory solution to this problem?

Please add other pertinent comments: (If necessary, continue on another sheet of paper)

| certify that the foregoing information is true and correct to the best of my knowledge and if called as a
witness | would so testify.

This document was signed this _ day of , in

City

1
State

Dentists Signature
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Form #20
Patient Notification Letter (Dentist Initiated)
(CDA Letterhead)

Date

Name
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
Carrier (if any)

Dear (Ratient):

Recently, the aboveamed dentistontactedthe California Dental AssociatiofCDA) on your

behalf rguesting the assistance of heer review committem obtaining benefits for you from

your insurance company. Before we can begin the peer review process, further assistance from
you isnecessatry.

A special comntit ee of dent i etiesv comhities, will exansineybun dentdi
records and may wish to talk to you and your dentist, and, if necessampineyou before
making a decision. The committee may decide that the treaismappropriate and request that
your insurance company allow the benefits in question. However, a committee cannot direct an
insurance company to pay for benefits that are specifically excluded in your policy.

If any partyinvolved in this review des not feel the committe® decision is fair and can
factually demonstrate that a procedural error occurred, o tfesl the decision is arbitrary (not
based on factsthey may submit a request for reconsideration, known aBappeab. Once a
decision is mde on an appeal, it is final and binding, and you may no longer use the peer review
system on this matter.

If you decide to use our saéces, please carefully readpmplete and return thenclosed two
forms to the California Dental Association, Coun@h Peer Review, P.O. Box 13749,
Sacramento, CA 95858749 within seven (7) working days from the date of this letldre
purpose of these forms is explained at the top of each onéorAls must becompleted and
received by CDAefore we can begithe review process.

Sincerely,

Council on Peer Review

Enclosures: Patient Agreement Form
Authorization for Use and Disclosure of Health Information Form

C: Dentist
InsuranceCarrier
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Form #21
Patient Notification Letter (Carrier Initiated)
(CDA Letterhead)

Date

Name

Address

City, ST Zip Code

Subject: (Dentist)/(Patient)
(Carrier)

Dear (Ratient):

Recently, yourinsurancecarrier named above contactdee California Dental Associatioon
your behalf requesting the assistance of pegr revew committean determining benefits for
treatment rendered to you. Before we can begin the peer review prgoassssistance is
necessary.

A special committee of dentists, known as the "review commijtiedl" examineyour dental

records and may wisto talk to you and your dentist, and, if necessarggmineyou before

making a decision. The committee may decide that the treatment is appropriate and request that
your insurance company allow the benefits in question. However, a committee cannardirect
insurance company to pay for benefits that are specifically excluded in your policy.

If any partyinvolved in this review do not feel the commitieelecision is fair and can factually
demonstrate that a procedural error occurred, or feel that th&ates arbitrary (not based on

facts), they may submit a request for reconsideration, known as an ‘@pPeake a decision is

made on an appeal, it is final and binding, and the peer review system can no longer be used on
this matter.

If you decide tause our services, please carefully read @mdpletethe enclosed two formand

return them to the California Dental Association, Council on Peer Review, P.O. Box 13749,
Sacramento, CA 95858749 within seven (7) working days from the date of this leftae
purpose of these forms is explained at the top of each onéorAls must becompleted and
received by CDA bfore we can begithe review process

Sincerely,

Council on Peer Review

Enclosures: Patient Agreement Form
Authorization for Use and iBclosure of Health Information Form

C: Dentist
InsuranceCarrier
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Form #22
Dentist Notification Letter (CarrierInitiated)
(CDA Letterhead)

Date

Name

Address

City, ST Zip Code

Subject: (Dentist)/(Patient)
(Carrier)

Dear(Dentist)

The California Dental AssociatiofCDA) has recently received the enclosed request for
assistance from the aboeweentioned carar. Upon receipt of this information, the patient was
requested to complete the following:

1. Patient Agreement Form: This form states thaEDA memberdentists have an
obligation, by virtue of their membership, to abide by decisions of duly
constituted conmittees, and, requests that the patient sign a statement agreeing to
be bound by the committéedecision in this matter.

2. Authorization for Use and Disclosure of Health Information Form: By
signing this form, the patient has authorized you to relé@seaecords to the
review committee.

Copies of these forms, signed by your patient, are enclosed for your records.

Based on the information provided in the insurance conipalejter, this request has been
determined to be appropriate for the peer re\dgstem. To assist theeer review committem
resolving this problem, you are requesteatdmplete and returthe enclosed Treating Dentist
Reply Form(Form #15) Also, please provide all pertinent data which will enable a complete
review; such as, stydnodels, a copy of the treatment record, all radiographs, copies of relevant
insurance forms, and other information which you think will assist the commifiee:
treatment records must be typed and transcribed verbatim. Pleasereturn the completed
form, including all pertinent information to th@alifornia Dental Association, Council on Peer
Review, P.O. Box 13749, Sacramento, CA 958339 within ten (10) working days from the
date of this letter.

The peer review committeewill evaluate all the avaable evidence and make a final
determination The decision must be approved and finalized by GBA Counci | on Pee
and will be issuedn the form of a letter of resolution which will includiee rationale for the

decision. If a party to a review raactually demonstrate that a procedural error may have
occurred, or that the decision was not based on facts, an appeal may be requested of the CDA
Council on Peer Reviewppeals PanelThis appeal must be mailed within thirty (3lendar

days of the dte the letter of resoluticand should be certifiediny decision of an appeal panel

is final and binding. If an appealreview is deemedappropriate,it will only review the
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proceduredollowed to determine if they we fair and whether the decision was supported by
the evidence consideredwtll not entail a new review of the evidence.

The peer review committegvishes to emphatically point out that the request for all relevant
records and data made herein as welhatification of your opportunity to appear before the
committee comprisesyor o nl y ¢ h an c eidetobthe storge Bhe coimmitie® cam A
base its decision only on the information made available to it. The information provided is
confidential ad by virtue of the California

Evidence Code Section 1157, neither the records nor any proceedings related to this matter can
be provided or used to reveal information in any matteatsoevem any type of future action.

As a CDA member, you have agreedabide by the decisions of a duly constituted committee.
Should you fail to comply with a request or recommendation opé&ee review committeg/ou

may be in violation of Section 3 of the CDA Code of Ethics, Cooperation with Duly Constituted
Committes, and shall be referred to the CDA Judit Council for investigationThe Judicial
Council will review the records to assure your rights have been protected: that proper procedures
were followed, and that the commitéeedecison was supported bthe evidence.Should the

matter go to trial, no further evidence regarding the peer review issue will be heard.

To reiterate your rightsyour opportunity to supply all evidence is at the initiation of the
peer review process and at the meeting with your compone society peer review
committee Neither the appeal mechanism nor Judicial Council proceedings provide a
mechanism to rehear oresaaminethe evidence presented during the initial review process.

Consequently, you are invited to attend a portion ofper review committés meeting to
discuss this matter. Please notify the committee on the attached form whether or not you wish to
attend the meeting. If you indicate that you wish to attend, you will be informed regarding the
time and place of the meegin Your presentation should be as concise as possible, since the
committee has a limited amount of time available.

The peer review committewvill examineyour patienis dental records and, if necessary, will
examineyour patient before nkéng a decisionThis decision, after approval and finalization by
the CDA Council on Peer Reviewvill be set forth in a letter of resolution which will be copied
to you and your patient on the date of release. All resolution lettess be approved by the
CDA. Therefae, no interim or tentative decision may be given to you before such approval.

It is our intent to reviewhis matter as soon as possible. Please complete and return the enclosed
form(s) including all pertinent information to the Califoriantal Assoation, Council on Peer
Review, P.O. Box 13749, Sacramento, CA 958339 within then (10) working days from the

date of this letter.

Sincerely,

Council on Peer Review
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Enclosures: Treating Dentist Reply Form
Dentist Will/Will Not Attend Meeting Form
Request for Review From Carrier
Patient Agreement Form (executed)

Authorization for Use and Disclosure of Health Informatia@mm (executed)

C: Patient
InsuranceCarrier
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Form #23
Initial Carrier Response Letter
(CDA Lettethead)

Date

Name(Carrier)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
(insured)
(insured6s social security number and group 1.D. number)

Dear (QGarrier):
Thank you for contactinthe California Dental Association (CDApncerning a peeeview of treatment
provided, or about to be provided, by the abmentioned dentist. It is imperative that you first attempt
to resolve the question directly with the dentist before referring the matter to peer review. If the dentist
involved is not a CB member, peer review cannaccept the case. There is5® nonrefundable filing
fee per case charged to carriers to offset the cost of peer review that is carrier initiated.
In that the peer review system affords an opportunity for personal testisfanyd a representative wish
to be present at the time the committee meets to review this case, please state in your response letter and
you will be notified of the meeting details. Prior to initiating a review of this matter, further information is
necesary. Please respond to the items checked below and return this inform&tdA.to

A description of the problem

Delineate the specific questions the review committee
is to address

Provide a copy of the dental consuttarevaluation
of the situation

Provide copies of all correspondence, claim forms, and
radiographs (if available)

$500 filing fee per case
The review committee would appreciate your response within fifteen (15) working dasdeinthat we
may proceed with a review of this matter. If the requested information is not received within the specified

time frame, this case will be considered closed.

Sincerely,

Council on Peer Review
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Carrier Initiated Review Fee Request
(CDA Letterhead)

Date

Name (Carrier)

Address

City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear(Carrier)

We are in receipt of your letteated

A review fee of $00 per case is charged to carriers to offset the cost of peewréelat is
carrier initided. A check in the amount ob@ per case should accompany each request for
review, made payable to ti@alifornia Dental Association (CDA)

Please send the filing fegayableto CDA and the review will begin. Should we noteae your
check withinthirty (30) working daysfrom the date of this lettewe will consider your request
withdrawn and close our file.

Thank you for your cooperation in this matter.

Sincerely,

Council on Peer Review
C: Dental Society

Dentist
Patent
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Form #25

Carrier Notification of Incomplete Information
(CDA Letterhead)

Date
Name (nsuranceCarrier)
Address
City, ST Zip Code
Subject: (Dentist)/(Patient)
Dear (nsuranceCarrier):
In order forthe California Dental Associain (CDA) to proceed with your request for review
regarding the dental treatment provided by thigovementioned dentist, the following
informationmust be submitted t&€DA:
(Check appropriate boxes)

Description of the problem

Delineation & the specific questions the carrier wants the review
committee to address

Copy of the consultaét evaluation of the situation

Copies of all correspondence, claim forms, radiographs (if available) and
any other pertinent information relatexthe request

Copy of patierds benefit contract

Unless the requested information is returned within fifteen \Widking daysfrom the date of
this letter the matter will be considered closed.

Sincerely,

Council on Peer Review

(copy for tikler file)
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Form #26
Examination Panel Notification Memo
(CDA Letterhead)

Date
To: , DDS

, DDS

, DDS
From

Peer ReviewCoordinator
Subject: Peer Review Examining Panel
This is to confirm the meeting of the xamining panel for , at , at
_________ » 6s office . _If appropriate the caseshouldbe discussed

prior to the patient examination.

Please review the case and confirm that the complaint has been filed within the time liraitatithrat
the treatment in question has not been altered. If the treatment in question has been altered, review the
records to determine if the committee has sufficient conclusive objective evidence to render a decision.

If you personally know any of theagties involved in this case, includitige patient, treating dentist, or
subsequent treating den(®t you must notify CDA prior to the patient examination. If you are the
dentist or a subsequent treating dentist on the case, you must also notify ldDAopthe patient
examination.

As peer review loses its impact and significance with time, please review the case and submit a draft
Resolution Letter (Form #59), a draft Resolution Addendum (Form #63), a Refund Distribution
Worksheet (Form #87) antié appropriate clinical examination worksheets (minimum 3) to CDA within

15 working days following the patient examination.

The following patierg and dentist arecheduled to be examineaterviewed

Case #1 DDS/Patient
Captain:
Team Members:
Patent Exam:
Dentist Interview:

Case #2 DDS/Patient
Captain:
Team Members:

Patient Exam:
Dentist Interview:

Should you have any questions, please contact me at 800.232.7645 extension or at (email)

C. (component/specialty peer review chair)
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Form #27
Initial Patient Examination Letter
(CDA Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
Carrier (if any)

Dear (Ratient):

A panel of dentists &8 been formed for the purpose of conductingegaminationof your dental
condition to aid our committee in evaluating the above mentioned peer review case. Although no charge
is made to you, the formation of this panel represents a considerable dohaatimable time on the part

of the members. It is, therefore, of the utmost importance that you appear as scheduled before the panel.

To give you an understanding of tagaminationprocess, we are including important information about
your dentakexamiration

You will be examinedby three or more dentists who will make an independent andtiadpavaluation
of your dental treatmenthich you have brought to the attention of feer review committee

The prime objective of the peer review system isffer a fair hearing to all parties concerned, and we
want to thank you in advance for your cooperation and consideration.

The examining dentists may ask you any questions they feel are pertinent to your problem. Their written
evaluation will be submitteto the fullpeer review committefor consideration.

The examining dentists do not make decisions on the resolution of your request for review, and they
cannot advise you of theeer review committée final decision since thexaminations only one agect

of the review process. We ask that you refrain from questiahiegxaminng dentists regarding the
results of theirexamination If you have additional comments pertinent to your complaint, you should
present them during thexamination

We have mde every effort to protect your confidentiality as well as that of the dentist involved. We
expect your cooperation in this regard.

The results of thigxaminationand the decision of theeer review committewill be communicated to
you in writing. Evey effort will be made to bring this matter to a fair conclusion.

Your examinationis scheduled for (date, time and location).
Do you require antibiotics for dental treatment? Yes _ No

If yes, please indicate here and return thisdrm to the California Dental Association
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It is your responsibility to acquire and take the appropriate medication prior to your scheduled

examination Failure todo so may require rescheduling of yoexaminationand will result in a
significant delay in the resolution of your case

Your failure to appear, without notice, will require us to consider your request for review closed. Should
you then wish to pursueithmatter further, you will be required to file a new request for review.

Please call th€alifornia Dental Association at 800.23845to confirm the appointment by

Sincerely,

Council on Peer Review

C. Dental Society
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Form #28
Dentist Invitation Letter to Attend Review Committee Meeting
(CDA Letterhead)

CERTIFIEDRETURN RECEIPTMAIL

Date

To: Dentist

From Council on Peer Review
Subject Peer Review @mmittee Meeting

The peer review committemeeting at which the Request for Rew of the abovenentioned
peer review case will be discussed is scheduled as follows:

Location:

Date:

Time:

In preparation for the discussion, you may wish to review your records and bring with you any
(originals) radiographs models or charts you may have. This is your opportunity to provide
additional information to the committee that will helprthe their deliberations. Unless we are
advised in writing that you do not wish to attend (see attached Dentist Will/Will Not Attend
Meeting Form), we will expect you at the above noted time.

Your cooperation is appreciated.

Enclosure Dentist Will/Will Not Attend Meeting Form #16

C: Dental Society
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Form #29
Appeal Criteria Statement

In order to be granted an appeal review of the decision reached fBetheview committee

The appellant(sinust within thirty (30) calendardays from the da of the resolution letter,
factually demonstrate in writing (typed or legibly printed) one or more of the following
appeal criteria. The appeal letter must not be a restatement of the original inquiry but an
explaintion of how the following criteria haveeen met. The appeal reque&gtl not be
acceptedf written by an attorney or any other party on behalf of the appellant. An appeal
request will be accepted if written by the legal guardian on behalf of a minor child.

All appeal requests MUST beMAILED _to: OR Sent by Overnight Service:
California Dental Association California Dental Association
Council on Peer RevieWppeals Panel Council on Peer ReviewAppeals Panel
Post Office Box 13749 1201 K Street, 8" Floor
Sacramento, & 958534749 Sacramento, CA 95814

The Appeals Panel will not accept any further information or evidence pertaining to the
appeal after the expiration of the thirtieth (30dalendarday following the date of the
resolution letter.

It is suggested the request be daytertified mail. When an appeal request is received at
CDA, a letter acknowledging its receipt will be sent to the parties involved.

Appeal requests must be mailed to the California Dental Association. Facsmile transmissions
appeals to the Council oreer Review Appeals Panel or the dental society offidlenot be
accepted

The appeal mechanism does not provide a new review or interview.

APPEAL CRITERIA

1.

2.

The peer review committeelid not provide you with an opportunity to meet with the
committee.

The peer review committeelid not perform a clinical evaluation. A clinical evaluation
encompasses written statements, patient records and clinical evidence (such as radiographs,
clinical examinationif applicable, etc.).

Relevant information existsvhich, in the exercise of reasonable diligence was not
considered or, could not have been presented tddee review committeeprior to the
clinical examinatiorand/or dentist interview.

The resolution of the case appears contrary to the informatasented.

The Peer review committemade a procedural error in evaluating your case. Peer Review
manuals are available at the dental society office for your review, or a manual may be
purchased by contacting the California Dental Association.

In fairne ss to all parties, if the appeal does not include or is not based on the above criteria,
the request will be denied

NON-APPEALABLE ISSUES

1.

2.

Cases that are inappropriate for review, or which result in afesoslution” letter can not
be appealed antherefore, do not receive a thirty (3@dy appeal period.
Denture cases involving a partial refund will not be an issue subject to appeal.
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3. Issues related to incorrect refunds, insurance refunds erroneously omitted, or a patient no
longer covered by an insurance carrier, are not subject to appeal. Contact the California
Dental Association office for clarification or correction of these matters.

The peer review decision is not final until the latest to occur of the following:

1. Expiration of the thirtieth (30thkalendarday following the date of the resolution letter
(weekends and holidays are included), without an appeal being filed by either party; or

2. The determination of any appeal of the decision filed within thirty ¢€agndardays from
the date of the resolution letter.

However, the parties to the peer review may expressly agree to waive any appeal and if so

waived, this decision becomémal and binding immediately uponwritten waiver by all
parties.
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Appeal Criteria Statement for Corrective Treatment Plan and Cost Estimate

In order to be granted an appeal reviewhaf tiecision reached by tpeer review committeeegarding
your corrective treatment plan and cost estimate:

¢ The appellant(sjnust within fifteen (15)calendamdays from the date of the corrective treatment plan
and cost estimate approval lettectually demonstrate in writing (typed or legibly printed) how
one or more of the following appeal criteria have been mefThe appeal request must be
postmarked no later than fifteen (15)calendar days from the date of the corrective treatment
plan and cost estinate approval letter. An appeal request may be written by the legal guardian on
behalf of a minor child.

All appeal requests must beMAILED to: OR Sent byOVERNIGHT SERVICE to:

California Dental Association California Dental Association

Council on PeeReviewAppeals Panel Council on Peer Reviewppeals Panel
Post Office Box 13749 1201 K Street, 1BFloor

Sacramento, CA 95858749 Sacramento, CA 95814

e The Appeals Panel will not accept any further information or evidence pertaining to tta afgre
the expiratiorof the fifteenth (15th) calendaays following the date of the corrective treatment plan
and cost estimate approval letter.

e ltis suggested the request be sentérgified mail. When an appeal request is received at California
Dental Association, a letter acknowledging its receipt will be sent to the parties involved.

e Appeal requests must be mailed to the California Dental Association. Facsmile transmissions of
appeals to the Council on Peer Review Appeals Panel or the denietly soffice will not be
accepted

e The corrective treatment plan and cost estimate appeal mechanism does not provide a new review of
the original case or an interview.

APPEAL CRITERIA

1. Relevant information exists which, in the exercise of reasonalierie was not considered or
could not have been presedtto thepeer review committeprior to the submission of your original
corrective treatment plan and cost estimate to the committee.

2. The corrective treatment plan and/or cost estimate ap@rby thepeer review committeappear to
be inconsistent with the corrective procedures as listed in the final resolution.

In fairness to all parties, if the appeal does not include or is not based on the above criteria, the
request will be denied

The peer review decision regarding your corrective treatment plan and cost estimate is not final until the
latest to occur of the following:

1. Expiration of the fifteenth (15th)alendardays following the date of the corrective treatment and cost
estimate aproval letter, without an appeal being filed by either party; or

2. The determination of any appeal of the corrective treatment plan and cost estimate filed within fifteen
(15) calendadays from the date of the corrective treatment plan and cost estirpabeapetter.

However, the parties to the peer review may expressly agree to waive any appéa@andived, this
decision become#nal immediately upomwritten waiver by all parties.
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Appeal Criteria Statement (Over-Utiliz ation Case Review)
The peer review decision is not final until the latest to occur of the following:
1. Expiraion of the tenth (10thfalendarday following the date of the resolution letter,

without an appeal being filed by either paxy

2. The deermination of any appeal of this decision, whichswided within ten (10)
calendadays from the date of the resolution letter.

However, the parties to the peer review may expressly agree to waive any appeal and if so
waived, this decision becomémal and binding immediatelyupon written waiver by all
parties.

In order to be granted an appeal review of this case, the appellant(s) must factually demonstrate
in a request for an appeal review at least one of the following criteria:

1. The peer review committee did not provide you with an opportunity to meet with the
committee(this criteria is applicable to the dentist only)

2. The peer review committedid not perform a clinical evaluation. A clinical evaluation
encompasses written statements, patiecords, clinical evidence (such rasliographj
clinical examination(if applicable), etc.

3. Relevant information exists which, in the exercise of reasonable diligence, could not have
been presented tihe peer review committeeprior to the clinicalexaminationand/or
dentist interview.

4. The resolution of this case appears contrary to the information presented.

5. The peer review committemade a procedural error evaluating your case. Pe@view
manuals are availablenline at www.cda.org or a manual may be purchased by
contacting the California Dental Association.

Therefore, in fairness to all parties, if the appeal does not include or is not based on the
above criteria, the request will be denied.

Your appeal statement must either be typed or printed legibly. The appeal statement will
not be acceptedf written by an attorney on behalf of the appellant. Appeal statements
faxed to the Council on Peer Revie@® Appeals Panel willnot be acceptedrhe appealdtter
must not be a restatement of the original inquirybut a list explaining how the above criteria
have been met. The appeal mechanism does not provide a new review or interview.

NON-APPEALABLE ISSUES

1. Cases that are inappropriate for review, orclwhiesult in a "nosresolution” letter are not
appealable and, therefore, do not receive a thirtyda@)appeal period.
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2. Denture cases involving a partial refund will not be an issue subject to appeal.
3. Issues related to incorrect refis) insurance refunds erroneously omitted, or a patient is

no longer covered by their insurance carrier, are not appealable. Cont&zilitbenia
Dental Association

If you wish to request an appeal review of the decision reached Ipeénaeview comittee

you must, within ten (10)calendardays from the date of the resolution let@emonstrate in

writing one or more of the aforementioned criteria The Appeals Panel will not accept any
further information or evidence pertaining to the appeal dfierekpiration of the tenth (10th)
calendarday following the date of the resolution letter. It is suggested this request be sent by
certified mail. Whenan appeatrequest is received ataifornia Dental Association a letter
acknowledging its receipt wile sent to the parti@svolved.

All appeal requests MUST bemailed to (FAXES WILL NOT BE ACCEPTED):
California Dental Association
Council on Peer ReviewAppeals Panel
Post Office Box 13749
Sacramento,CA 958534749

APPEAL REQUEST3ESIT TO THE DENTAL SOCIETY OFFICWILL BE RETURNED.
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Form #32

Notification of New Caseto Component/Specialty Chair

Date

To: , Chair
Component/Specialty Peer Review Committee

From:

CDA Peer Review Coordator
Subiject: (Dentist)/(Patient)

We are requesting your assistance in resolving the above named peer review case. Attached is a
copy of the case for your review. While CDA staff hasgoeened the case, as the peer review
chair, you are alsoesponsible for confirming that the case is appropriate for review. The
following forms for processing the case are also attached:

Appropriate Clinical Worksheet(s)

Form #59- Resolution Letter Worksheet
Form #60- Resolution Letter Guidelines
Form #63- Resolution Addendum Format
Form #87 Refund Distribution Worksheet

The case materials and forms have also been forwarded to the dental society office, should you
or your committee members require additional printed copies.

As a reminder, your peerview comnittee has a total of 6@ays from the date of this letter
(date) in which to conduct the patient examination; interview the dentist; and complete the
appropriate clinical examinatioclinical worksheets (minimum 3), resolution letter worksheet,
resolution addendum format and refund distribution worksh@@ease note: completed clinical
worksheets (minimum 3), resolution letter worksheet, resolution addendum and refund
distribution worksheetra due to CDA within 15lays from the date of the gical examination

and dentist interview.)

In order to meet the required timeline, please provide the faigpwiformation within 15days
from the date of this letter:

e Peer Review Meeting Date, Time and Location
e Chair/Case Captain
e Names of Exam Panklembers

Upon receipt of this information, CDA staff will forward a confirmation notice regarding the
date, time and location of the meeting to the patient, dentist under review and each peer review
examination panel member.

Should you need assistanceolntaining additional information, scheduling patient examinations,
or other aspects of the review process, please contact me at 800.232.7645 ext. , or
(email address)
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Attachments: Case Materials
Clinical Worksheet(s)
Form # 59, 60, 63, 87

C: Dental Society

Notice: Prior to case assignment, please confirm that exam panel members have met the
calibration requirements. Additionally, should any of the peer review committee members
have a conflict of nterest or should there be a perceived conflict of interest, please notify
CDA before proceeding with the case review.
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Notification of Non-Member Dentist
(CDA Letterhead)

Date

Name(Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
Dear (Ratient):

This letter is in response to your request for review obtievementioneddentist. Sincde/she
is not a member of the California Dental AssociaflG®A), we are unable to act on this matter.

Because CDA is a membership organization, it does not accept requests for review of non
member dentists, as this would be giving a benefit of membership to those who have not
assumed the obligations of such membershiyerefore, we regret that we are unable to be of
service to you.

As an alternative, you may wish to forward your questions tdDietal Board ofCalifornia
which reviews complaints involving all licensed Califordi@ntists.Should you wish to pursue
this matter, you may contact the board by addressing your correspondence to:

Dental Board ofCalifornia
2005 Evergreen Street, Suite 1550
SacramentoCA 95815
(916) 2632300
www.dbc.ca.gov

Sincerely,

Council on Peer Review

C: Dentist
Dental Society
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Form #35

Final Notification to Patientof Dentist Expulsion/Dropped Membership/No Further Action
(CDA Letterhead)
(This form is to be sent ONLY following instruction from @D@ouncil on Peer Review)

Date

Name (Patient)
Address
City, ST Zip Cocke

Subject (Dentist)/(Patient)
(Carrier, if any)

Dear (Ratient):

The California Dental Associatiqi€DA) wishes to bring you up to date on the above referenced
matter.

At the time peer review began in this case, you signed the patient agréemeand agreed to
abide by the decision reached in connection with the dental treatment rendered by Dr. .
In addition, Dr. , by virtue ofhis or hermembership IrCDA, was bound to abide by
the peer review decision. Howaydecause Dr. is no longer a member @DA, we
are unable to act further on this matter.

You may wish to refer your complaint to th2ental Board of California, which reviews
complaints involving all California licensed dentists. Shoudd wish to do so, you may contact
the board by addressing your correspondence as follows:

Dental Board of California

2005 Evergreen Street, Suite 1550
SacramentoCA 95815
(916) 2632300
www.dbc.ca.gov

We regret that we are unable to be of furtheviserto you.

Sincerely,

Council on Peer Review

C: Dentist
Dental Society

Form #37
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Notification of Deceased Dentist
(CDA Letterheadl
Date
Name (Patient)
Address
City, ST Zip Code
Subject: (Dentist)/(Patient)
Dear (Ratient):
The Califania Dental Associations in receipt of your request for a review of the services
provided by the abovmentioned dentist. In reviewing the matter, our records indicate that Dr.
is deceased. Therefore, due to the nature of the peer review sxstae unable
to be of assistance to you.

Thank you for contacting us regarding your concerns.

Sincerely,

Council on Peer Review

C: Dental Society
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Notification of CDAG Time Limitations
(CDA Letterheadl

Date

Name (Pagnt)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
Dear (Ratient):

The California Dental Associatio(CDA) is in receipt of your recent letter regarding dental
treatment provided by the above dentist. We must inform you that the time limifatio
accepting a request in the peer review system is three years from the date of completion of the
service or one year from recognition of the alleged problem, whichever occurs first. Because the
passage of time can alter clinical conditions, we trost ynderstand the difficulty we might

have in fairly assessing a situation long after the fact.

Since the complaintvas receivedafter the time limitation has expired, ti@alifornia Dental
Associations unable to assist you in this matter.

By copy ofthisletter,we are notifying Dr. of your concerns.

Sincerely,

Council on Peer Review

C: Dental Society
Dentist
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Non-Routine Case Memo
(Component Letterhead)

Date
To: Council Member (Name)
Council o0 Peer Review
From (Name)
(CDA Council on Peer Review staff)
Subject: (Dentist)/(Patient)

(Insurance Carrier, if any)

The California DentalAssociationis in receipt of the enclosed request for review which appears
to be norroutine as follows

We request notification of how this matter will be handled. Thank you for your assistance.
Attachment

Enclosue: Case File
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Form #40

Non-Member Dentist Requesting Review Letter
(CDA Letterhead)

Date
Name(Dentist)
Address

City, ST Zip Code

Subject: (Dentist)/(Patient)
(Insurance Carrier, if any)

Dear(Dentist)

The California DentalAssociation(CDA) is in receipt of your request for a review regarding the
abovementionedoartyfes). However, our records indicate that you are not a memIG Af

Because CDA is a membership organization, it does not accept requests for review from
non-member dentists, as this would be giving a benefit of membership to those who have not
assumed the obligations of such membership. Therefore, we regret that we cannot be of
assistance to you in this matter.

Sincerely,

Council on Peer Review

C: Dental Society
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Form #41
Notification of CDA Policy Regarding Fee Review
(CDA Letterheadl
Date
Name (Patient)
Address
City, ST Zip Code
Subject: (Dentist)/(Patient)

Dear Patient):

The California Dental Associatiois in receipt of pur request for a review of fees charged by
Dr. . We wish to advise you of the policy and limitations of the peer review system.

The purpose of the peer review system is to investigate complaints concerning the quality and/or
appropiateness oflental treatmentA review committee will not comment on a dertstees.
However, by copy of this letter we are advising Dr. of your dissatisfaction and
suggest that you contact him directly to discuss your concerns.

We regret that we cannbg of further assistance to you in this matter.

Sincerely,

Council on Peer Review

C: Dental Society
Dentist-- include inquiry
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Form #42
Notification of Benefit Exclusion
(CDA Letterheadl

Date

Name (Patient or Dentist)
Address
City, ST Zip Code

Subject: (Dentist or Patient)/(Patient or Dentist)

(Insured)

(Insurance Catrrier)
Dear (Ratient orDentist):
The California Dental Associatiohas received your request for a peer review of dental
treatment provided, or about toe provided, by theabovementioneddentist. However, it
appears that this request concerns a specific benefit exclusion or contract limitation of the policy.
A review committee is unable to request that a carrier abewefits whichare specifically
excluded in a patied policy, and, therefore, we would be unable to assist you in this matter.
(For patient initiated case add, "We suggest that any questions you have concerning your policy
benefits should be discussed with your employer, the purchatber adntract.”)
Thank you for contacting th@alifornia Dental Association

Sincerely,

Council on Peer Review
C: Dental Society

Dentist orPatient
InsuranceCarrier
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Form #43

Notification of Communication Problem
(CDA Letterheadl

Date

Name (Patient)

Address

City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear(Patient):

The California Dental Associatiois in receipt of your letter concerning the above mentioned
dentist. We wish to advise you of the limitations of the peer resistem.

The purpose of the peer review system is to investigate inquiries concerning the quality and/or

appropriateness of dental treatment. The peer review system cannot review complaints

concerning (fill in the basis of complaint, i.e., a dedistttiude, collection procedures, office

conditions, appointment scheduling). However, by copy of this letter we are advising Dr.
of your dissatisfaction and suggest that you contact him/her directly to discuss your

concerns.

Thank you for contactothe California Dental Association.

Sincerely,
Council on Peer Review

C: Dental Society
Dentist (include inquiry

7-74 Rev: 09/15/09



Peer Review Manual

Form #44

Notification of Completed/Altered Treatment
(CDA Letterheadl

Date

Name (Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
(Insurance Catrrier, if any)

Dear (Ratient):

The California Dental AssociatioReer review committe@as completed a review regarding
your request to determine if the quality of care rendered tohbyolDr. was
aceptable

The review committee evaluated the records and radiographs submitted by Dr. and
by your subsequent treating dentiBhe review committee was unablen@ke a determination

on the basis of the records since the work has ladered or redone, and since it was not
possible to evaluate the treatment in questiorecommendation can be made.

We regret that we are unable to be of assistance to you in this matter.

Sincerely,

Council on Peer Review
C: Dental Society

Dentig
Carrier, if any
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Form #45
Notification of Litigation or Arbitration
(CDA Letterheadl
Date
Name (Patient)
Address
City, ST Zip Code
Subject: (Dentist)/(Patient)
Dear Patient):
Thank you for your recent letter regarding treatmendeeed by the dentist named above.
It appears that this matter is presently in or has previously been tHiiggtion] [arbitration]
A 90-day notice of intent to file suit is to be construed as litigation and narcéiggation will
be accept@ into the peer review systenthe peer review system is an alternative to legal
proceedings, and cannot be usefdeagal proceedings halfarbitration haspegun. We have no
authority to supersede the decisions of a court of law. This case would not bpriperfor

review in accordance withalifornia DentalAssociatiolds peer eview policy

We appreciate your contactitige California Dental Association anelgret that we are unable to
be of assistance in this case.

Sincerely,
Council on Peer Review

C: Dental Society
Dentist
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Form #46
Request for Withdrawal of Litigation /Arbitration
(CDA Letterhead)
Date

Dentist
Address
City, ST Zip Code

Subject (Dentist)/(Patient)
(Insurance Catrrier, if any)

Dear (Dentist)

The California Dental Asxiation (CDA)has been informed that, subsequent to a complaint
filed by your patient with the ger review committee, you have initiatedlegal actiomh
[arbitration]regarding this matter.

As outlined in Section 3 of th€alifornia Dental Association Ceadof Ethics Cooperation with
Duly Constituted Committees:

"It is the duty of the member to comply with the reasonable requests of a duly constituted
committee".

According to the CDA Judicial Council, a memimEmtist who([files a lawsuif [initiates
arbitration] after a peer review is initiated is in violation of tGede of Ethicsand failure to
withdraw such glawsuit without prejudice[an arbitration] pending resolution of the peer
review may compehe Council on Peer Review forward this matteto the Judicial Council.

The Council on Peer Reviewnespectfully requests that you withdraw tfeswsuif [arbitration]
within twentyone (21) days of the date of this letter d@nhdt youprovide CDA a[copy of the
court's action which you have takenwthdraw this case[copy of the action which you have
taken to withdraw arbitration] If, however, our informatioms incorrect, please notify CDA
within twenty-one (21) days of the date of this letter.

The Council on Peer Reviewould also like to inbrm you that the utilization of peer review
does not stop, interrupt or suspend the running of the time period for a dentist to file a civil suit
against a patient for payment of services. The filing of such actions are governed by the
California Code bCivil Procedures Sections 337 and 339.

Sincerely,

Council on Peer Review

C: Dental Society
(Patient)
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Form #47

Notification of Settlement
(CDA Letterheadl

Date

Name (Dentist or Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
(Insurance Carrier, if any)

Dear (Dentist or Patient
The California Dental Associatidmsbeen notified by that an agreement has been

reached concerning the abewentioned peer review case. We are pleased that this matter has
been antably resolved.

If this information is incorrect, please cont#e¢ California Dental Association, Council on Peer
Review, P.O. Box 13749, Sacramento, CA 958339 within seven (7)working daysfrom the
date of this letterOtherwise, we will considehe case closed.

Thank you for contacting th@alifornia Dental Association

Sincerely,

Council on Peer Review

C: Dental Society
Dentist or Patient
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Form #48
Notification to Patient of Dentist Dropping Membership
(CDA Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
(Insurance Carrier, if any)

Dear (Patient):

The California Dental Association (CDA) wishes to bring you up to date on the above referenced
matter.

At the timepeer review began in this case, you signed the patient agreement form and agreed to
abide by the decision reached in connection with the dental treatment rendered by
Dr. . In addition, Dr. , by virtubiofor hermembership in

CDA, agreed to abide by the peer review decision.

However, it has come to our attention that Dr. has withdrawn his or her
membership in CDA. Since he or she was a member at the time peer review was initiated we
believe Dr. may agree to abide by the decisibnerefore, v will proceed

with the resolution of this matt@and ypon completion of review, CDA will forward its decision

to you. Please be advisesthouldDr. choose not t@ooperate with the peer rew
decision you may notbe able to collect on any money that fheer review committeenay

award. |If Dr. is unwilling to cooperate, then the actions thpé¢heeview
committeecan take againgtim or herwill not include compellinchim or herto pay the amount
awarded through any formal legal process.

It is our hope that by providing you with this information, you will be in a better position to
evaluate the need to pursue other options in resolving this matter.

Thank you for your @operation and understanding in this matter.

Sincerely,

Council on Peer Review

C: Dental Society
Dentist
InsuranceCarrier, if any
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Form #49

Acknowledgmentof Dropped Membership
(CDA Letterhead)

Date

Name

Address

City, ST Zip Code

Subject: (Dentist)/(Patient)
(Insurance Carrier, if any)

Dear(Dentist)
In light of your relinquished membership inal@ornia Dental Association (CDA)and

DentabSiety, we are writing to discuss your membership status as it relates
to yourpending peer review case(s).

We wish to remind you that you are still bound to abide by the decisions pursuant to the CDA
Code of Ethics and Bylaws in that you were a CDA member when peer review was initiated in
this caseUpon completion of the revieufDA will forward the approvedecision to you.

Thank you for your cooperation in this matter.

Sincerely,

Council on PeeReview

C: Dental Society
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Form #50
Patient Notification of Failure to Appear
(CDA Letterheadl
Date
Name (Patient)
Address
City, ST Zip Code

Subiject: (Dentist)/(Patient)
(Insurance Catrrier, if any)

Dear atient):

On (date)and (date)a panel of dentists were brought together for the purpose of conducting an
examinatiorof your dental work.

Your failure toappeaion both occasionsvith no notice, requires us ttose the case

Sincerely,

Council on Peer Review
C: Dental Society

Dentist
InsuranceCarrier, if any
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Form #51
Dentist Non-Compliance During Review Letter (First Notice)
(CDA Lettertead)
CERTIFIEDRETURN RECEIPTMAIL

Date

Name
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
Dear(Dentist)

Our records indicate that you have not sent:
() the completed Treating Dentist Reply Fdifform #.5)
() the compdted Consulting/Subsequent Treating Dentist Reply K&orm #19)
() typed,verbatimtranscription otreatment notes
() copy of originalprogressecords
() radiographs
() models
() billing information(including a single patient ledger)

which wasrequested for review of the above menéidncaselack of cooperation by any
member reduces the effectiveness of your review committee.

According to the Code of Ethics of the California Dental Associa{iGBA), Section 3,
Cooperation with Duly Constitati Committees:

"A dentist has the obligatioto comply with the reasonable requests of a duly
constituted committee, council or other body of the component society or of this
association necessary or convenient to enable such a body to perform itsxfunctio
and to abide by the decisions of such body"
If, for any reasonthe committee has been in error in processing this request or if you have been
able to resolve this matter in the interim, please nthi®&California Dental Association, Council
on PeerReview, P.O. Box 13749, Sacramento, CA 958339 in writing within ten (10)
working daysfrom the date of thitetter.

Should you not comply withiten (10) working daysfrom the date of this letteyou may be
referred to thdudicial Council.

Sincerdy,

Council on Peer Review
C. Dental Society
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Form #52
Dentist Non-Compliance with Resolution Letter(First Notice)
(CDA Letterhead)
CERTIFIEDRETURN RECEIPTMAIL
Date
Name
Address
City, ST Zip Code
Subject: (Dentist)/(Patient)
Dear(Dertist):
The California Dental AssociatiofCDA) requested that you refund $ to the patient

to resolve this complaint. The appeal period has closed; thergfergecision has become final.

Please forward your check in the amount of $ madge payable to , to
the California Dental AssociatiofGouncil on Peer ReviewRO Box 13749, Sacramento, CA
958534749 withinten (10) working daysfrom the date of this letteFailure to do so may be a
violation of SectiorB of the CDA Cde of Ethics, "Cooperation with Duly Constituted
Commitee® and may be referred to the CDA Judicial Coufarilpossible disciplinary action

Your cooperation is appreciated.

Sincerely,
Council on Peer Review

C: Dental Society
Patient
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Form #53
Dentist Non-Compliancewith Resolution Letter (SecondNotice)
(CDA Letterhead)
CERTIFIED MAIL RETURN RECEIPT MAIL

Date

Name
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
Dear(Dentist)

The nature of this correspondence is the imlahip of your membership status to your pending
peer review case(s) involving theovementionedparty(es).

The California Dental Association (CDAJouncil on Peer Review (councijishes to inform
you that youagreedo abide by thepeer review comntiees decisiongpursuant taCDAS €ode
of Ethics and Bylaws

Your compliance with the enclosed case resolution is requested and will close the case file on
this matter. Should you fail to complyou may be in violation oSection 3 of the CDA Code of

Ethi c s, ACooperation wi t b amuouryom@ittee svill haveuntoe d Co
alternative but to refer you to ti@&DA Judicial Council for consideration of possible disciplinary

action.

Pursuant to this final decision and the previous discussi@n,respectfully equest your
compliancewithin ten (L0) working days from the date of this lettdo prevent any further
referrals on our part. Thank you for your cooperation in this matter.

Sincerely,

Council on Peer Review
Enclosure Resolution Le#r

C: Dental Society
Patient
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Form #53A

Notification to Dentist Referral to Judicial Council
(CDA Letterhead)

Date

Name

Address

City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear Dr.

With regard to the referenced matter, the CoumeiPeer Review wishes to inform you that this
matter has been referred to the Judicial Council of the California Dental Association (CDA)
citing a potential violation of Section 3 of the CDA Code of Ethics.

Any future questions or correspondence shouldlibected to the CDA Judicial Council at the
California Dental Association, Judicial Council, Post Office Box 13749, Sacrameht95853
4749.

Thank you for your attention.

Sincerely,
Council on Peer Review

C: Dental Society
CDA Judicial Council
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Form #55
Non-Compliance Referral Memo(Pattern of Practige
(CDA Letterhead)

Date

To: , DDS
Chair,Peer Review 8mmittee

From: , DDS
Chair, Council on Peer Review

Subject: , DDS

Thefollowing cases were determined to be adverse and were initiated withimarh period.
The dates following the case names reflect the initiation dates.

, DDY , Patient
(insert date)
, DDY , Patient
(insert date)
, DDY , Patient
(insert date)

If the Council on Peer Review determines that there is cause to inveshgateating member
dentist shall be referred to Judicial Council for further investigation.

(Should thee be anything unusual about the dedgishembership status at the time the cases
were initiated and/or during the review, please make notation of it herelgase note that Dr.
was a pending applicant at the time these cases were opemedydr, heor she was denied

membership on )
Date

Enclosure
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Form #56
Non-Compliance of Consulting/Subsequent Dentist Letter
(CDA Letterhead)
CERTIFIEDRETURN RECEIPTMAIL
Date
Name
Address
City, ST Zip Code
Subject: (Dentist)/(Patient)
(Insurance Catrrier)
Dear(Dentist)
Our records indicate that you have not respondedtG€thd i f or ni a Dent al Assoc

request for your input regarding thbovementionedpeer review case. Lack of cooperation by
any member reduces the effectiveness of your review committee.

According to the Code of Ethics of the California Dental Association, Section 3, Cooperation
with the Duly Constituted Committees:

"A dentig has the obligation to comply with the reasonable requests of a duly
constituted committee, council or other body of the component society or of this
association necessary or convenient to enable such a body to perform its functions
and to abide by the disions of such body"
If for any reason the committee has been in error in processing this request, please notify the
California Dental Associatiom writing within ten(10) working daysfrom the date of this letter
Should you not comply within tef10) working daysfrom the date of this letteiyou may be
referred to Judicial Council for further investigation.

Sincerely,

Council on Peer Review

C: Dental Society
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Form #57
Notification of Compliance Memo
(CDA Letterhead)

Date

To: Dental Society
From: Council on Peer Review

Subiject: (Dentist)/(Patient)

(Insurance Catrrier, if any)

Recently, the California Dental Association(CDA) staff contacted Dr.
concerning norcompliance with the gomittegs recommendation of a refund. The refund has
been receivedt CDAand we are therefore closing this case.

C: Dentist
Patient
InsuranceCarrier, if any
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Form #58

Notification to Committeeof Additional Information R eceived
(CDA Letterhead)
Date

(Name)

Chair, Peer Review Gmmittee
Specialty Review Organization
Address

City, ST Zip Code

Subiject: (Dentist)/(Patient)
(Insurance Catrrier, if any)

Dear(Dentist)

Additional information is enclosed for your contteg® consideration in the above referenced
peer review matter.

We look forward to receiving the committisefinal determination. Thank you for your
assistance.

Sincerely,

Council on Peer Review

Enclosure
C: Dentist
Patient
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Form #59

Resolution Letter Worksheet
(CDA Letterhead)

Date
For further instructions or clarification, please refer to the Peer Review Manual, Section
lll, Responsibilities of Componentand Specialty Peer review committee Preparation of

Resolution Letter.

(Address letter to person initiating complaint)

Subject , DDY , Patient
Insuring Entity : (if applicable)
Name of Insured: Group No:

Social Security No.:

Dear

This resolution is written regarding agblem that occurred between the abawentioned
parties wherein you asked the Dental Society and t@alifornia Dental
Association(CDA) to determine if th€specify treatment) rendered to you by Dr.
was acceptaldad/or appropriate).

(If the dentist involved is a specialist and the review was conducted by a specialty
organization, include in the first paragraph) Since Dr. is a specialist, the review
was conducted by the nameé of orcanization). (If the dentist
involved is a specialist and the review was conducted by the local component using a
consultant as an expert, include in the first paragraph)Since Dr. is a specialist,
the review was conducted using the expertiseaafresultant.

(If the case involves an itinerant dentist, include in the first paragraph) Although

Dr. is a member of the Dental Society, this review was conducted by the
Dental Society which serves the area in which tham@refain question was

rendered. (Copy the "home component” on the final letter of resolution, along with

pertinent background material, so that they can maintain accurate peer review records on

their own members.)

(Inquiry)

In your request for reviewou stated that(List/'summarize all concerns/complaints of
initiating party.)
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(Procedures followed and evidence considered)

The committee has reviewed: your written inquiry; results of the climxamination which
was performed using CDA Guidelines for the Assessment dini€al Quality and Professional
Performance; information from your insurance car(i€rapplicable); information from your
consulting/subsequent treating dentis{{§)applicable); and the response from Dr. .
The clinicalexaminatiorperformed on (date) was a thorouglevaluation of the
dental treatment in question. Peer Review duasprovide for a comprehensive full mouth
dentalexamination (If a clinical examination was not performed, explain why. Expand on
above and list any aditional evidence as necessary.)

(Address concerns that fall outside the parameter of peer review.)

(Conclusion(s))

It has been determined that the treatment in question meets the guidelines for dental care as set
forth by the California Dental Association. Théare, the ruling of the committee is that a refund

is not in order. The committee must address the patied complaint and in a nonclinical

manner explain why the treatment is acceptable.)

_Or_

It has been determined that your complaint regarding is valid.
(specify treatment)

Therefore, the ruling of the committee is that Dr. refund for Hieméet rendered

in theamount of $ Any additional costs that may be incurred as a result-of re

treatmen will be your responsibilityPer the Patient Agreement Form signed by you on

(date), you agreed to sign a Release of All Claif@m should the committee determine that a

refund is in order. Therefore, prior to receiving a refural will be required to sign a Release

of All Claims.

_OI’_

It has been determined that the treatment in question meets the guidelines for dematslseare
forth by the California Dental Association. However, the treatment is incomplete. Therefore, the
ruling of the committee is that Dr. refund for the portion of the treatment
which was not completed in the amount of $ (if applicable). (The committee

must address the patienis complaint and provide an explanation as to why the treatment is
acceptable but incomplete.)
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(Refund Information)
Dr. is instructed to forward arshercheck in the amount of $
made payable to (patienté name)and a check in the amount of $
made payable to (insurance carrier name, if applicable)to the

California Dental Association, Council on Peer ReviewP.O. Box 13749, Sacramento, CA
958534749 within ten (10)working days following the expiration of the appegmdriod or the
determination of any appeal of this decisi@fithin ten (10) working days of receiving the check
from Dr. , CDA will forward a Release of All Claims Form for your signature.
The check made payable to you athe check made pable to the insurance carriéif
applicable) will be mailedwithin ten (10)working days ofCDA receivingthe signed Release of

All Claims Form.The check to the carrier will be mailed to reestablish your eligibility. (In
instances where a refund is tde deducted from the patienfs outstanding balance, or the
balance reduced to zero, request that an adjusted statement be sentGDA reflecting that

fact.)

If corrective treatment is recommended, include the following paragraph: Dr.
is rpensible for your corrective treatment limited to
(periodontal, prosthodontic, endodontic) You will have 30working days from the expiration

of the appeal periodr the determination of any appeal of this decisgiorsubmita written
corredive treatment plan and cosstimate from the dentist of your choice to tBalifornia
Dental Association Council on Peer ReviewP.O. Box 13749, Sacramento, CA 95858749

for review and approval. Oncéhe corrective treatment plan and cestimate hee been
approved, ayn additional treatment or fee that is not further approved byPixer Review
Committeewill be your responsibility(Note: Must include corrective treatment criteria. See
Corrective Treatment Plan and Cost Estimate Approval Letter Fom #94 and Appeal
Criteria Statement for Corrective Treatment Plan and Cost Estimate Form #29A)Upon
written approvalof the corrective treatment plan and cost estiméie will be
requested to forwardhis_or her check for the approved amoutd the California Dental
Association,Council on Peer ReviewP.O. Box 13749, Sacramento, CA 95858749 within
fifteen (15) working days Within ten (10)working days of receiving the check from Dr.
CDA will forward a Release of All Claimsdfm for your signature. Upon receipt

of the signed Release of All ClainfSDA will record and forward the check to you and thse

will be considered closedf a written corrective treatment plan and cost estimate are not
received within the 3@ay timeperiod and reasonable reason for failing to do so is not provided
in writing to CDA the corrective treatment will be your responsibility.

Enclosed are the appeal criteria that are also enclosed with Dr. G _copy of this letter.
The appellant(sinust within the thirty (30)calendadays from the date of this resolution letter,
factually demonstrate in writing (typed or printed legibly) one or more of the appeal
criteria on the enclosedappeal criteria statement.

All appeal requests MUST beMAILE D to: OR  Overnighted to:
California Dental Association California Dental Association
Council on Peer ReviewAppeals Panel Council on Peer ReviewAppeals Panel
Post Office Box 13749 1201 K Street, 8" Floor
SacramentoCA 958534749 Sacamento, CA 95814
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Facsimile transmissions of appewaldl not be accepted If you choose to appeal the decision of
this committeethe appeal must be postmarked no later iW@mE. The decision is not final
until the expiration of thirty (@) daysfrom the date of this letter without an appeal filed, or the

determination of any appeal of this decision.

Thank you for allowing the

Association to be of assistance to you.

Sincerely,

Council on Peer Review
Enclosure: Appeal Criteria
C: Dental Society
Specialty Committe@s Name (if applicable)

Treating Dentisk Name
Insurance @rrier
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Resolution Letter Guidelines

The following pointsare to be useth reviewing the esolution letter. fiese points are intended
to beguiddines

A Does the resolution letter identify whether or not the review was conducted by a specialty
organization?

A Does the resolution letter identify all the inquiries contained in the p@&iesquest for
review?

A Does the resolution letter include a statement of evidence considered ggetheview
committeeincluding xrays, consulting dentist information, periodontal probings, etc?

A Does the resolution letter make reference to geeformance and date of a clinical
examinatior? If not, does it explain why a clinicakaminationwas not performed?

A If the treatment has been found to be acceptable, does the resolution letter-adi@ss
nontclinical manner-- each of the p@&ntts complaints as to why the treatment is
acceptable?

A If quality of care does not meet the guidelines of care, hasléh@st under review
causedurtherharm to the patient which will result in corrective treatment?thiadbeen
addressed in thesolution letter?

A Has refund been adequately explained so all parties will understanth&bgures have
been arrived?

A If applicable, has the carrier been reimbursed?

A If corrective treatment is involved, has an allowance been made lonisgion of
estimates and payment the dentist under review?

A Make sure no “clinical" findings are included in the letter, with the exception of
utilization reviews.

A Is appeal criteria statement included?

A Have all parties been copied ortée?
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Refund Guidelines

The followingquestions and statementsdl assist in computing refunds in peer review cases.

1. a. Was the patient covered by insurance at the time of the treatment?
b. Did the insurance company pay on thettresnt in question?
C. Is the patient still covered by insurance?
2. a. Was all the treatment in question found to be unacceptable? If not, spell out which
treatment was acceptable and which was not.
b. What was the total amount charged for all the treatthe
C. What was the total amount charged for the unacceptable treatment?
d. What was the total amount charged for the acceptable treatment?
3. Determine:
a. Did the insurance carrier pay on the unacceptable treatment? How much?
b. Did the insurance cagt pay on the acceptable treatment? How much?
4. Determine:
a. What is the patieid financial responsibility for unacceptable treatment?
b. What is the patied financial responsibility for acceptable treatment?

5. a. Did the patient make any paymentsiow much?

b. Is there an outstanding balance on the account? How much?
6. Compute the refund using the following assumptions:
a. If the patientis still covered bythe carrier, carrier will receive full refund for all
benefits paid toward unacceptabteatment.
b. If the patientis no longer covered bthe carrier, patient will receive full refund

for all benefits paid byhe carrier toward unacceptable treatment whether or not
there is an outstanding balance.

C. Any payments paid by patient will bapplied first to charges for acceptable
treatment, then to any outstanding balance for acceptable treatment, and, finally,
to a cash refund to the patient and/or adjusted account balance.

Other things to consider when figuring refunds:
1. The check to tl carrier is always mailed immediately following the expiration of the
thirty-day appeal period or the determination of any appeal of the de@rstbrupon

receipt of the sign Release of All Claims Famorder reestablish the patiéeligibility
for that treatment which was found to be unacceptable.
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2. Anytime an outstanding balance is to be forgiven and/or reduced, an adjusted ledger card
reflecting the adjustment miise requested from the dentist.
3. Refunds may include the cost of services directly related to the provision of the
treatment in question.
4. If the treatment in question meets the California Dental Associafindelines but is

incomplete, a refunddjustment may be awarded for the portion of the treatment which
was not complete.
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Corrective Treatment Guidelines

Should thepeer review committedetermine that the treatment under revies caused further
harm (see the rating systemthe Quality Evaluation Manuatihe following steps should be
followed:

1.

The resolution addendumust include documented evidenaecluding but not limited
to, theclinical examination radiographs, lpotographs, models (when indicated),
diagnostic casts and any other pertinent informatmsupport that further harm was
caused by the dentist under review.

The resolution lettemust include instructions to the patient regarding the corrective
tredment plan and cost estimate, including that the patient may go to the dentist of their
choice. When possible, the resolution letter should also include language specifying the
limitations of the corrective treatment to be approved by the committeeRESadution

Letter Format Form #59.)

a. The patient must be notified in the resolution letter thabrhghe has thirty (30)
calendardays from the date of the expiration of the appeal period or the
determination of any appeal to submit a correctivattnent plan and cost
estimate tothe California Dental Association (CDAYpr review and approval.
Should the patient notifDA in writing that heor she is unable to submit the
corrective treatment plan and cost estimate within the thirty (30) day pEinal
may, at their discretion, extend the time frame if deemed appropriate and
necessary. Additionally, the patient and the dentist under review must be notified
in writing should an extension be granted.

The peer review committemustreview the comctive treatment plan and cost estimate
and make a determination of award within seven (7) working days of its receipt by the
committee. The following points should be considered when reviewing a corrective
treatment plan and cost estimate:

e The peer revew committeeand CDA arepermitted discretionary authority to
allow only a portion of the corrective treatment estimate if it exceeds the usual
and customary fee for dentists of similar training in their specific geographic area.

e The peer review committeand CDAmay not independently establish a fee for
the corrective treatment.

e The peer review committeand CDA havethe discretion to request a second
treatment plan and cost estimate if the treatment plan and cost estimate are not
appropriate, according tgenerally accepted professional standards.

e The peer review committeand CDA havethe authority to confirm that the
corrective treatment plan is consistent and the cost estimate is within the scope of
what is listed in the final resolution.
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Once approved by thgeer review committeand CDA all parties must be notified in
writing of the approved corrective treatment plan and cost estikayetreatment or fee
that is not approved by thpeer review committeand CDAwill be the responsility of
the patient.

4. Once the corrective treatment plan and cost estimate have been appravéallowing
the expiration of the appeal period or the determination of any appeal of the corrective
treatment and cost estimate approtlfa dentist undereview must be instructedo
forward a check(s) made payable to the patient for the approved corrective treatment
amount toCDA. (See Form #94 Corrective Treatment Plan and Cost Estimate Decision
Letter and Form #29A Appeal Criteria Statement for Coneclreatment.)

a. The dentist under review is responsible for all costs incurred for the approved
corrective treatment. Fees for corrective treatment may not be written off of an
outstanding balance or deducted from a refund for unacceptable treatment.
However, outstanding fees for acceptable treatment should be deducted from the
approved corrective cost estimate.

b. The patient and the dentist under review must be notified in writing that either
party has the right to submit a request for an appedlet@DA Council on Peer
Reviewds Appeal s P avorkng daysifronh thendaté dhet e e n
Corrective Treatment Plan and Cost Estimate Approval Letter (Form #94). An
Appeal Criteria Statement for Corrective Treatment Plan and Cost Estimate (Form
#29A) must be included with the letter.
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Resolution AddendumFormat
(CDA Letterheadl

Doctor:
Patient:

The records in the above case indichtd the patient wasxaminedand/or records were
reviewed by (#) members of the Dental Soélesr review
committeeon (date) .These records were also reviewed by the California Dental
AssociationCoundl on Peer Review

The Treatment in Question

Clinical Evaluation:

Radiographic/Photographic Evaluation:

Additional Evaluation (i.e., Stone Cast Models)

Treatment Notes

Conclusion

Peer review committegertifies that the above informatias contained in the records of this
case.

Council on Peer Review

Notice:

Finally, if you receive three (3) or more adverse peer review decisions in cases initiated in a
24-month period, a finding of grosslyinadequate or grossly inappropriatetreatment, or

fraud or billing irregularities , you could be referred to the CDA Judicial Council for
investigation of possible ethical violations.
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Capitation Plan Refund Guidelines

REFUND/RETREATMENT (When the patient is still covered by the capitation plan):

"By copy of this resolution letter, (capitation plan name) is instructed to debit
Dr. & account according to their own internal accounting procedures
in order to reestablish (patied) eligibility to have the treatment redone by
another participating dentist."

If the patient had a epayment for any of the procedures that are deemed unacceptable, the
dentist would be instructed to make a direct refund for thpagmnent in additionto the above
paragraph.

RETREATMENT (when the patient is no longer covered by the capitation plan):

"Because you are no longer covered by (capitation plan name), Dr. is
financially responsible for providing a clinically acceptable duplicate of th
service. The service provided to you was (a-pmetious crown, removable
partial, acrylic partial, etc.). Please provide a cost estimate from the dentist of
your choice for a duplicate of this service. You will be reimbursed for this
amount. If you chose a clinically acceptable alternative treatment which is more
expensive, you will be responsible for any cost difference.”

AYou wil/l have 30 days from the expiratio
estimate from the dentist of your choice to tReerreview committeefor

monitoring and approvalWhen approved, you will have 120 days from the

expiration of the appeal period to the have the retreatment completed and submit a

statement of completion to th€alifornia Dental Association (CDA)If an

estimde is not received within the 3fay specified time period, and/or if the

retreatment has not been completed within the 120 days from the expiration of the

appeal period, and reason for failing to do so is not provided, the retreatment will

be the respongility of the patient. Upon receipt of the statement of completion

Dr. will be requested to forward his check in the approved amount
toCDAwhere it will be recorded and forwarded

Please note: If the patient has not made his octvpayment, the committee must deduct the
co-payment amount from the cost of retreatment.

CORRECTIVE TREATMENT-ALL corrective treatment will be handled in the usual manner.

e It is important to note the distinction between retreatment and corrective
treatment. Retreatment is simply retreating the treatment that fell below the
standard of care. Corrective treatment is provided only if additional harm results
from the treatment that fails to meet the standard of careex@&minationof
corrective treatmenwould be a wrong tooth extraction for which a fixed bridge
would be necessary to correct the problem.
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Notification of Complaint Being Processed
(CDA Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
Dear (Patient):

Thank you for completing and returning the Request for Review Form (if sent), Patient
Agreement Forn{Form #), and Authorization for Use and Disclosure of Health Information
(Form #5) We wish to update you on the status of the abyeferenced peer review case.

We are presently in the process of performing an initial screening of the case and contacting alll
involved parties for records and input. Once the committee receives all of the information, we
will, if necessary, be contacting yoo $chedule a patiemxamination If an examinations not
deemed necessary, we will proceed with the review process to reach a final determination.

The peer review committegvishes to remind you that utilization of peer review does not stop,
interrupt orsuspend the running of the time period for filing for a civil suit against the dentist in
guestion. The filing of such actions are governed by California Code of Civil Procedure Section
340.5. This law may preclude you from filing a suit against thdisteafter peer review is
concluded.

The Peer review committeeequests your patience and cooperation as we proceed. In the
meantime, if you have any questions, please feel free to contacCdli®rnia Dental
Association.

Sincerely,

Council on PeeReview

C: Dental Society
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Amended Resolution Letter Worksheet
(CDA Letterheadl

Date

Name (Address letter to person initiating complaint)
Address
City, ST Zip Code

Subject (Dentist)/(Patient)
Insuring Entity:
Name of Insured: Group No.:
Social Security No.:

Dear(DentistyMr./Ms.:

This amended resolution letter is written as a resuh®f{date) appeal request you submitted to

the QGalifornia Dental Association (CDA)Council on Peer Review Appeals Panel (if applicable,
insert the reason for the amended resolution, such as "to correct the calculated refund amount.").
All other aspects ofhe (date) resolution letter remain the same, unless otherwise stated in this
amended resolution letter.

Conclusion(s)

Restate the conclusion(s) as indicated in the original resolution letilessthe decision was
overturned. If the decision was ougned, type in the new conclusion(s).

Refund Information

Restate the refund information as indicated in the original resolution lattegsthe refund has
been corrected or a refund is no longer appropriate. Additionally, refund checks should be
forwarded toaCDA within tenworking days from the date of the amended resolution letter.

If corrective treatment is recommended, the correctiventrera plan and cost estimate must be
submitted to CDAwithin thirty (30) working days from the date of thenended resolution letter

Appeal Criteria Statement

The amended resolution letter should afford another thirty (30) day appeal patiessthe
amended resolution merely corrects an erroneously calculated refund amount, clarifies a
refund/correctivareatment amount, corrects a typographical error, or any other clarification that
does not change the decision of pleer review committee
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Thank you for allowing th€alifornia Dental Associatioto be of assistance to you.

Sincerely,

Council on Peer Review
Enclosure: Appeal Criteria (if applicable)
C: Dental Society

Dentist

InsuranceCarrier
Patient, as appropriate
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Carrier Agreement Form

This form is required as it indicates your agreement to be bound byetisod of thepeer review
committee

The California Dental Association (CDAjasbeen regested to review the dental services provided or
proposed by Dr. for your insured,
All parties concerned must consent to the review by the dental spemtyeview committeand CDA
according taCDAGs policies and procedures.

The CDA will only review oveiutilization cases involving member dentists. A dentist, by membership in
CDA, automatically agrees to be bound by the decision reached Ipe¢heeview committeand the
CDA. Therefore, hisr her signature is not needed.

It is definitely understood and agreed by you that:

1. The dental society and CDA, and any of their members and employees are released from any and
all liability resulting from or arising in any manner from the revieftvthe dental services
rendered or proposed.

2. By virtue of the California Evidence Code Section 1157, neither the records nor any proceedings
relating to this matter of the dental socistgeer review committeeor CDAG Council on Peer
Review can b@rovided or used to reveal information in any manner.

3. The decision reached by the dental soéepeer review committe@and CDA or a decision
reached by CD#& Council on Peer Revida/Appeals Panain an appeal shall be determinative
of any issuefvolved in connection with the dental treatment rendered or proposed as described.

4, (carrier) agrees to abide by the decision of the
Peer review committei@ allowing benefits as deemed appropriate bypénerreview committee
within the boundaries of the contractual agreement with the patient.

Your signature below on behalf of the carrier shows your acceptance of and agreement to all items listed
above. Any alterations made in this form shall render it mdaid and will prevent its acceptance into
the peer review system.

Approved and accepted this day of \

Signed;:

Authorized Representative of Carrier

for

Name of Carrier
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Requestfor Additional Information from Carrier
(CDA Letterhead)

CERTIFIEDRETURN RECEIPTMAIL

Date

Name(Carrier)

Address

City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (nsuranceCarier):

We are in receipt of your request for review of the above referenced case(s). Before we can
initiate this review, our committee needs the following additional information:

1.

2.

3.

Upon receipt of the requested information, the reviewamithmence.

In an effort to complete this review within 60 working days, it is requested that you respond to
this letter within five (5) working days from date of receipt. Failure to do so will result in the

review being terminatedThank you very muchok your cooperation.

Sincerely,

Council on Peer Review
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Dentist Notification Letter (Over-Utilization)
(CDA Letterhead)

CERTIFIEDRETURN RECEIPTMAIL
Date
Name
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)
(Insurance Carrier )

Dear(Dentist)

The California Dental Association (CDA)as recently received the enclosed request for assistance from
the abovementioned insurance company. Based on information provided in the @&atgter, tis

request has been determined to be appropriate for the peer review system. To apsist theiew
committeein resolving this problem, you are requested to provide, on the enclosed Treating Dentist Reply
Form (Form #15) your side of this dispute. Ads please provide all pertinent data which will enable a
complete review; i.e., study models, a copy of the treatment record, radiographs, copies of relevant
insurance forms, and any other information pertinent to the ¢éaser treatment notes must be typed

and transcribed verbatim.

Pursuant to a resolution passed by the trustees at their March 1984 meeting, theskzatien reviews

must be completed within 60 working days. Our committee is allowed 20 working days to gather
information from partie involved and submit a letter of resolution. Therefore, it is necessary that you
respond to this lettewithin five (5) working days from date of receipt If you are unable to do so,
please contad€DA immediately. Failure to do so will result in the r@wi continuing without benefit of
dentist information, as well as a possible referral taaB& Judicial Council for noncompliance.

The review committee will evaluate all the available evidence and make a final determination in the form
of a letter of esolution which will include its rationale for the decision. If a party to a review can factually
demonstrate that a procedural error may have occurred, or that the decision was not based on facts, an
appeal may be requested of thBASs Council on Peer Reew Appeals Panel This appeal must be

mailed certified within ten (10) working days from tHate of the resolution letteAny decision of an

appeal panel is final and binding. If an appeal review is deemed appropriate, dnhyilteview the
procedues followed to determine if they were fair and whether the decision was supported by the
evidence considered.\iill not entail a new review of the evidence.

The committee wishes to emphatically point out that the request for all relevant recodisanaade

herein as well as notification of your opportunity to appear before the committee compriseslyour
chance t o gdeefghe stay Theocarnmittée can base its decision only on the information
made available to it. The informatiomgvided is confidential and by virtue of the California Evidence

Code Section 1157, neither the records nor any proceedings related to this matter can be provided or used
to reveal information in any manner whatever in any type of future action.

As a CDA member, you have agreed to abide by the decisiéna duly constituted committee.
Should/ou fail to comply with a request or recommendation ofpder review committeeyou may be in
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violation of Section 3 of the CDA Code of Ethics, Cooperatvith Duly Constituted Committees, and

shall be referred to CD&\ 3udicial Council for investigatio-he JudicialCouncil will review the records

to assure your rights have been protected: that ppwpeedures were followed, and that the committees
decision was supported by evidence. Should the matter go to trial, no further evidence regarding the peer
review issue will be heard.

To reiterate your rightsjour opportunity to supply all evidence is at the initiation of the peer review
process and &the meeting with your component societypeer review committee Neither the appeal
mechanism nor Judicial Council proceedings provide a mechanism to reheaxamireethe evidence
presented during the initial review process.

Consequently, you arevited to attend a portion of th@eer review committéis meeting to discuss this
matter. Please notify the committee on the attached form whether or not you wish to attend the meeting.
If you indicate that you wish to attend, you will be informed regarde time and place of the meeting.

Your presentation should be as concise as possible, since the committee has a limited amount of time
available.

The review committee wikxamineyour patienis dental records and, if the committee determines that it

is necessary, wikxamineyour patient before making a decision. This decision will be set forth in a letter
of resolution which will be forwarded to you on the date of release. All resolution letters are sent to the
CDA for approvaland finalization therefore, no interim or tentative decision may be given to you before
such approval.

It is our intent to complete this review as soon as possible; therefore, your reply to this request within the
allotted five (5) working days will certainly be appreeiét

Sincerely,

Council on Peer Review
Enclosure

C: InsuranceCarrier
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Patient Request for Copy of Records/Radiographs Letter

CERTIFIEDRETURN RECEIPTMAIL
Date
Name
Address
City, ST Zip Code

Subject Patient Records br (name)

Dear(Dentist)

In accordance with Sectior684.1a)(1) and @) of the Dental Practice Act, Health and Safety
Code, please accept this as my written request for the following:

Patient records
Radiographs

The aforementioned section of the Dental Practice Act further states that you must provide me
with the requested copies within fifteen (15) days after receipt of this written request.

Please send the requested information to:
Name
Address
City, ST Zip Code

If you have any questions regarding any of the above, ptiasethesitate to contact me at
(phone number).

Sincerely,

(Patient Name)

C: California Dental Association
Dental Society
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Release ofAll Claims

(This form must be properly executed in order for the document(s) to be released to the patient.)

[Refund to Patiertt Within ten (10)working days of theCalifornia Dental Association (CDA)
receiving this executed release, | understand agree thatCDA will deliver the sum of

$ to me as a refund for treatment provided to me by Dr. . Such payment
shall be made by check number ]

[Refund to Insurance Carrier Within ten (10)working days of theCalifornia Dental
Association (CDA) receiving this executed release, | understand and agreeCBratwill

deliver the sum of $ to my insurance carrier as a refund for treatment provided to me
by Dr. . Such payment shall be made by check number J

[Adjusted Balance Within ten (10)working days of theCalifornia Dental Association (CDA)
receiving this executed release, | understand and agree that Dr. will make an
adjustment to my account in the amount of $ , and that a copy akthisstatement
reflecting the adjustment will be forwarded to meGiyA ]

[Corrective Treatment Within ten (10)working days ofCDA receiving this executed release, |
understand and agree tf@DA will deliver the sum of $ to me payment for my
approveccorrective treatment. Such payment shall be made by check number ]

Closing Statementin consideration of the aboveferencedcheck(s), adjusted balance, and/or
carrier refungl, 1 hereby release and forever discharge Dr. of and from any and all
claims, damages, costs, expenses and compensation whatsoever, which now exist or which may
hereafter accrue on account of or in any way growing out of the treatment rendered to
from the () day : to the (__)day

of : , Which treant has been reviewed by {heer review committee

| further understand and agree that all rights under Section 1542 of the Civil Code of California
are hereby expressiyaived. Section 1542 provides as follows:

AA gener al release does not extend to cl ai
to exist in hisor herfavor at the time of executing the release, which if known bydrim
hermust have materially affecdenisorhers et t | ement with the debtc

Thus | am forever waiving any right to pursue a claim for unknown or unsuspected injuries that
may exist. In doing so, | rely on my own judgment, belief and knowledge of the claim without
relying on any statement representation of the parties hereby released.

It is understood and agreed that by accepting the ated&@eencedchecks, adjusted balance,
and/or carrier refuridl am forever giving up any right to pursue a claim in arbitration or court
regarding tle treatment in question. | have voluntarily chosen to pursue this claim through the
CDA peer review system knowing that the system does not provide for recovery for pain or
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suffering or other damages. | also underdtéhat | have agreed to hold the dental society and
CDA, and any of their members and employees harmless for any and all liability resulting from
or arising in any manner from the review of the dental services received.

| HAVE READ THE FOREGOING RELEASE AND FULLY UNDERSTAND IT.

Signed this day of ,

(Patient or PatseiRarent/Guardian)

C: Treating Dentist(s)
Dental Society
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Release of All Claims Trarsmittal Letter
(CDA Letterhead)
Date
Patient
Address
City, ST Zip Code
Subject: (Dentist)/(Patient)
Dear Patient:
Refund to Patient
Per the resolution letter, dated , (and the decision of the Appeals Panel on
, [if appropriate]), Dr. was instructed to refund in the

amount of $ . Th@alifornia Dental Association (CDAs in receipt ofhis or her
check made payable to you.

Enclosed is the Release of All Claims Form for youstgn and date and forward the
California Dental Association, Council on Peer Review, P.O. Box 13749, Sacramento, CA
958534749 within 15 working daydrom the date of this letteWithin ten (10)working days of
receiving the executed document, theck will be forwarded to you.

If we do not receive the signed Release of All Claims Form within theay5eriod, the check
will be returned to Dr. and this case will be considered closed.

Should you have any questions, please co@B& at 800.232.7645.
Corrective Treatment

Per the resolution letter, dated , (and the decision of the Appeals Panel on
[if appropriate]), Dr. was instructed to pay for corrective
treatment.CDA is in recépt of his or hercheck made payable to you in the amount of

$

Enclosed is the Release of All Claims Form for you to sign and date and forwdhne to
California Dental Association, Council on Peer Review, P.O. Box 13749, Sacramento, CA
958534749 within 15 working days. Within ten (1@yorking days of receiving the executed
document, the check will be forwarded to you. If we do not receive the signed Release of All
Claims Form within the 18lay period, the check will be returned to Dr. and

this case will be considered closed.
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Should you have any questions, please co@Ba& at 800.232.7645.

Sincerely,

Council on Peer Review
Enclosure

C: Dental Society
Dentist

7-112 Rev: 09/15/09



Peer Review Manual

Form #74

Patient Notification Letter (Dentistés Appeal to a Carrier & Decision
(CDA Letterheadl

Date

Name
Address
City, ST Zip

Subject (Dentist)/(Patient)
(Insurance Carrier)

Dear (Patient)

Dr. has contacted us ababe dental treatment you receivedis or heroffice. Per the

(Carrier)s letter, dated , Dr. has requested an appeal of teeision through

the California Dental Association (CDABefore we begin the peer iew process, we would like to
explain how our system works.

The California Dental Association has developed a peer review system to help solve problems about
dental treatment that the dentist and patient have not been able to settle theissdeetalcommittee

of dentists, known as theeer review committeesolunteergtheir time to consider questions about the
quality and/or appropriateness of dental care. Cases may also be submitted for review when there is a
guestion regarding an insurance claimeféhis a time limitation for accepting a complaint in the peer
review system. A complaint must be filed within three years from the date the work was completed or one
year from the date you recognized that there was a problem, whichever occurs first.

Ther is no charge for this servidagwever, any unusual costs sustained by the committee in conducting
the review, such as, duplicating radiographs or study models, shall be borne by the party initiating the
review. It is not within the scope of the peeriesw system to handle guestions about getting money back
for time lost from work or pain suffered as a result of your treatnier@dition, the peer review system

is an alternative to litigation, and cannot be used if such proceedings have begun.eocasdhhas
already leen decided by a court of la®hould any party involvethitiate litigationafter the peer review
process begins, the peer review action will cease immediately.

The review committee wilexamineyour dental recordsand if the committe determines that it is
necessary, talk to you and your dentist separately,eaachineyou before making its decision. The
committee may decide that the treatment a@eptablehowever, if the committee decides the treatment
was notacceptabl®r was ot appropriate, it will make a recommendation to the dentist, such as:

1. The dentist must refund all or part of nies paid by you and/or your insurance cargerthat
you may go to the dentist of your cheiand have the treatment redone.

2. If the commitee finds that further harm was caused by the treatment rendered, the dentist may be
responsible for the corrective treatment.

Additionally, you must sign a Release of All Claims form prior to receipt of any refund and/or corrective
treatment that may bevarded.
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Upon receipt of thegeer reviews decision, youthe dentistor the carriermay submit a request rfo
reconsi der at iappeah Onca adeasiormismaderon dn appeal, it is final and binding, and
you may no longer use tipeer review system on this matter.

Please carefully read and complete the enclosed three forms: Patient AgreementFBorm#4)
Authorization for Use and Disclosure of Health Informatleorm (Form #5)and Patient Request for
Interview Form (Form #90)The purpose of these forms is explained at the top of eactAttnérms
must be completed and returnedo the California Dental Association, Council on Peer Review, P.O.
Box 13749, Sacramento, CA 95858749within 30 working days from the dateof this letter before
review processcan begin.

Please be aware that the utilization of peer review does not stop, interrupt or suspend the running of the
time period for filing a civil suit against the dentist in questitime filing of such actions are governeyl
California Code of Civil Procedure Section 340.5. This law may preclude you from filing a suit against
the dentist after peer review is concluded.

Most patients using our system find it fair, less costly, and less time consuming than going to eourt. W
are happy to help you and look forward to hearing from you. If you have any questions regarding
completion of the forms, pleasentactCDA at 800.232.7645

Sincerely,

Council on Peer Review

Enclosures: Patient Agreement Form
Authorization for Useand Disclosure of Health Informatidtorm
Patient Request for Interview Form

C: Dentist
InsuranceCarrier
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Amended Resolution Addendum Format
(CDA Letterheadl

Doctor:
Patient:

This amended resolution addendum is written as a result of the (date) appeal request (namard) appel
submitted to the &@lifornia DentalAssociationCouncil on Peer Review Appeals Panel.

The records in the above case indicate that the patiergxaasinationand/or records reviewed by #
members of th€eer review committeen (date)

(If applicable-- In response to the appeal request, the above patient \@aamenatiorand/or records re
reviewed by member(s) of theer review committeen (date) )

Treatment in Question

Clinical Examination:

Radiographic/Photographic Evaluation:

Additional Evaluation (i.e., Stone Cast Models)

Treatment Notes

Conclusion

Peer review committeeertifiesthat the above information is contained in the records of this case.

Council on Peer Review

Notice:

Finally, if you receive three (3) or more adverse peer review decisions in cases initiated in a
24-month period, a finding of grossly inadequate or grossly inappropriate treatmentor

fraud or irregular billing you could be referred to the CDA Judical Council for

investigation of possible ethical violations.
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ENDODONTICS
Patient: Dentist:
Date ofExamination Examiner:

Treatment in Question:

Radiographsaken atexaminatior? Yes __ No Date & Type adiograph(s) reviewed

Describeradiographic findings:

Describe periodontal health of tooth/teeth being ¢d:at

Patienés contribution:

Remarks: (wisheand attitudes)

General halth: Additional Complaints:
Remarks to Patient: Patient told to seek treatment. Yes No
1. Additional 2. Immediate 3. Emergency

CLINICAL SUMMARY: Satisfactory/Unsatisfactory (circle one)

State reason for above summary:

Circle anddescribe where appropriate:

Operational Explanation: Comments/Observations:
R - Range of excellence

S- Satisfactory

T - Unsatisfactory, future damage is likely to occur

V - Unsatisfactory, damage to patient has now occurred

Root Canal Treatment: Vital/Pulp Treatment:

Tooth protectionRestored Temporized:

Evaluation:

Asymptomatic Pain (describe)

Percussion, Palpation

Electric

Thermal

Mobility

Canal Instrumentation:

Instrumented to radiographic apex [] Perforated canal []

Instrumental short of the radiographic apeD Underinstrumented ||

Instrumented past the radiographic apex [ Overinstrumented [

Transportectanal ] Canal not NegotiatedD

Canal Obturation:

Material used: Gutta purcha Paste Silver point ____ Other/Unknown _ S R V (circle one)
Density R S T V(circle one) Single Point Fill R S T V (circle one)
Surplus/Overfil R S T  V (circle one) Short Fill R S T  V (circle ong
Swelling Y es No Comments/Observations:
Sinus Tract Y es No
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CROWNS AND FIXED PARTIAL PROSTHODONTICS
Patient: Dentist:
Date ofExamination Examirer.
Treatment in Question:
Radiogaphstaken aexaminatior? Yes No Date & Type adiograph(sjeviewed
Describe radiographic findings:
Describe general periodontal health:
Patienés Contribution
General health
Remarks: (wishes and attitudes)
Additional Complaints:
Remarks to Patient: Patient told to seek treatment. Yes No
1. Additional 2. Immediate 3. Emergency
CLINICAL SUMMARY: Satisfactory/Unsatisfactory (circle en
State reason for above summary:
Circle and describe where appropriate:
Operational Explanation Comments/Observations
R - Range of excellence
S - Satisfactory
T - Unsatisfactory, future damage is likely to occur
V - Unsatisfactory, damage to patiénnow occurring
Tooth & Treatment Combsarisions
Perio Pockets
Mobility & Furca
Comments/Observations
Shade R S T V(circle one)
Surface TextureR S T  V (circle one)
Comments/Observations
Contours R S T V(circleone)
Occlusion R S T V(circle one)
Contacts R S T V(circle one)
Comments/Observations
Margins R S T V(circle one)
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Comments/Observations
Tooth & Treatment
Perio Pockets
Mobility & Furca

Comments/Observations
Shade R S T V(circle one)
Surface TextureR S T V/(circle one)

Comments/Observations
Contours R S T V(circle one)
Occlusion R S T V(circle one)
Contacts R S T V(circle one)

Comments/Observations
Margins R S T V(circle one)

Comments/Observations
Tooth & Treatment
Perio Pockets
Mobility & Furca

Comments/Observations
Shade R S T V(circleone)
Surface TextureR S T  V (circle one)

Comments/Observations
Contours R S T V(circle one)
Occlusion R S T V(circle one)
Contacts R S T V(circle one)

Comments/Observations
Margins R S T V(circle one)
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Form #78

COMPLETE DENTURE PROSTHODONTICS

Dentist:

Date ofExamination

Examier:

Treatment in Question: Upper (Maxillary) / Lower (Mandibul2enture

Patient6s Contribution:

General health

Remarks: (wishes and attitudes)

Additional Complaints;

Remarks to Patient:

1. Additional 2. Immediate 3. Emergency

Patient told to seek treatment. Yes  No

CLINICAL SUMMARY: Satisfactory/Unsatisfactgr(circle one)

State reason for above summary:

Operational Explanation Comments/Observations
R - Range of excellence

S - Satisfactory

T - Unsatisfactory, future damage is likely to occur

V - Unsatisfactory, damage to patient is now occurring

Esthetics: (circle one) Comments/Observations
FacialHarmony R S T V

Shade R S T V

Teeth R S T V

Extensions: (circle one) Comments/Observations
Overextended R S T V

Underextended R S T V

PeripheralSeal R S T V

Occlusion: (circle one) Comments/Observations
Centric S Vv

Vertical R S T V

Lateral R S T V

Protrusive R S T V

Teeth Surfaces R s T V

Stability & Retention (circle one) Comments/Observations
Stability R S T V

Retention R S T V
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REMOVABLE PARTIAL PROSTHODONTICS

Patient: Dentist:

Date ofExamination Examiner:

Treatment in Question:

Radiographs: Taken &xaminatior? Yes No Date & Type radiographeviewed:

Describe radiographic findings:

Describe general periodontal health:

Patienés Contribution:

General health

Remarks: (wishes and attitudes)

Additional Complaints:

Remarks to Patient: Patient told to seek treatmelvtes No

1. Additional 2. Immediate 3. Emergency

CLINICAL SUMMARY: Satisfactory/Unsatisfactory (circle one)

State reason for above summary:

Operational Explanatiorfcircle one)

R - Range of excellence

S- Satisfactory

T - Unsatisfactory, future daage is likely to occur

V - Unsatisfactory, damage to patient is now occurring

Maxillary Partial Comments/Observations
Mandibular Partial
PeriodontalStatus ofAbutments
Clasps
Tooth #s
Replacing
Tooth #s

(circle one)
Design R S T V
Saddle R S T V
Stability R S T V
Retention R S T V
Occlusion| R S T V
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Form #80

OPERATIVE DENTISTRY

Dentist:

Date ofExaminaton:

Treatment in Question:
Radiographsaken aexaminatior? Yes ~ No__ Date & Type radiograps reviewed:
Describe radiographic findings:

Examirer:

Describe general periodontal hisal

Patienés Contribution:

General health

Remarks: (wishes and attitudes)
Additional Complaints:
Remarks to Patient:

Patient told to seek treatment. Yes No

1. Additional

2. Immediate

3. Emergency

CLINICAL SUMMARY: Satisfactory/Unsatisfactory (circle one)

State reason for abogeimmary:

S- Satisfactoy

Operational Explanation

R - Range of excellence

T - Unsatisfactory, future damage is likely to occur
V - Unsatisfactory, damage to patient is now occurring

Comments/Observations

Perio Pockets
Mobility & Furca

Tooth / Treatment

Comments/Observations

(circle one)
Shade R S T V
Surface TextureR S T V

Comments/Observations

Contours R
Marginal Ridge R
Occlusion R

Contacts R

S
S
S
S

(circle one)

- = -

T

< < < <

Comments/Observations

(circle one)

Margins R S T V

Comments/Observations
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Tooth / Treatment Comments/Observations
Perio Pockets
Mobility & Furca

(circle one) Comments/Observations
Shade R T V
Surface TextureR T V

(circle one) Comments/Observations
Contours R T \%
Marginal Ridge R T V
Occlusion R T V
Contacts R T V

(circle one) Comments/Observations
Margins R T V
Tooth / Treatment Comments/Observations
Perio Pockets
Mobility & Furca

(circle one) Comments/Observations
Shade R S T V
Surface TextureR S T V

(circle one) Comments/Observations
Contours R T \%
Marginal Ridge R T V
Occlusion R T V
Contacts R T V

(circle one) Comments/Observations
Margins R S T V
Tooth / Treatment Comments/Observations
Perio Pockets
Mobility & Furca

(circle one) Comments/Observations
Shade R S T V
Surface Texture R S T \%

(circle one) Comments/Observations
Contours R T V
Marginal Ridge R T V
Occlusion R T V
Contacts R T \%

(circle one) Comments/Observations
Margins R S T V
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PERIODONTICS

Patient; Dentist:

Date ofExamination Examirer:

Treatment in Question:

Radiographsaken aiexaminatior? Yes No Date & Type radiographs reviewed:

Describeradiographic findings:

Describe general periodontal health:

Patienés Contribution:

General health

Remarks: (wishes and attitudes)

Additional Complaints:

Remarks to Patient: Patient told to seek treatment. Yes No

1. Additional 2. Immediate 3. Emergency

Informed Consent(prior to treatmégn¥es No Not Applicable
CLINICAL SUMMARY: Satisfactory/Unsatisfactory (circle one)

State reason for above summary:

Operational Explanation (circle one) Comments/Observations
R - Range of excellence

S- Satisfactory

T - Unsatisfactory, future damage is lik¢o occur

V - Unsatisfactory, damage to patient is now occurring

Comments/Observations
RootPlanning& Sealing

Treament Plan acceptable / neacceptable (circle one)

Treatment R S T V (circle one)

Comments/Observations
Gingival Curdtage

Treatment Plan acceptable / noacceptable (circle one)
Treatment R S T V (circle one)

Comments/Ogervations

Periodontal Surgery Type: gingivectomy flap osseus -gingival other

Treatment Plan acceptable / neacceptable

Treatment R S T V (circleone)

7-123 Rev: 09/15/09



Peer Review ldnual

Diamasis (Iymelepree) Plague Confra
Gingives: Good:
Paricdon$Es: Afpguate
Mutogrgival: P
Elioqy: Tenadious subgngival calculas:
Ginglva
Racession Shipplet Enile Edge
Enfarged/ Praudopocksl: GRzedEmoath: Rolled
Fink. Firm: Hlumed Thick:
Fed: Erleratous: Festocaed:
[ithes: Fibirue:

Deslestom: CL 1 01 Ddwigion  EL AT

SEabia
Bile poflapsa:

Pathalogizal Migralion/Pre-maturiliss:

Faca 5 Ak o
Plungess:

Propnesis:
FarafunclionalHabits Maifa:  Good Fair
Cuspod Goaknge: A L Guarndedipoor Hupedags
mreupFunctiome R L Mandible: Goad _____ Fair
Dt Guandedioor Hupsass
Bone Logs: Bary _ Moderats  Advanced
Inadeguale gingiva

§ = Suppuration on Probing

L = Derhang

B = Bleering on Frohing

Bingival Recassion; Indcate amaunt of fol surace

I m
M = Mucogingiaal Froblems furation:. v W Mebitey: | 0 1

GBOF « Generalized Beeding on Prohing 11 between testh « poor contant

7-124 Rev: 09/15/09



Peer Review ldnual

Form #82
ORTHODONTICS

Patient; Dentist:

Date ofExamination Examine:

Treatment in Question:

Radiographs taken at examinafforyes ~ No__ Date & Typeradiographs reviewed

Describe radiographic findings:

Describe general periodontal health:

Patientdéds Contribution:

General health:

Remarks: (wishes and attitudes)

Additional Complaints;

Remarks to Patient: &Rient told to seek treatment. Yes No

1. Additional 2. Immediate 3. Emergency
CLINICAL SUMMARY: Satisfactory/Unsatisfactorfgircle one)

State reason for above summary:

Operational Exg@nation Comments/Observations
R - Range of excellence

S - Satisfactory

T 1 Unsatisfactory, future damage is likely to occur

V 1 Unsatisfactory, damage to patient has now occurred

Diagnosis Comments/Observations
(circle one)

R S T V

Treatment Plan Commants/Observations
(circle one)

R S T V

ExaminationFindings (clinical or records) Comments/Observations
(circle one)

R S T V

Patient Cooperation Comments/Observations
(circle one)
R S T \%
Myofunctional Problems Comments/Observations
Retention Phase Comments/Observations
(circle one)

R S T V
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PRETREATMENT CONDITION

Form #82

Dental Condition

Angle Right Side Left Side
Classification Molar Cuspid | Molar Cuspid

Class |

Class Il Div |

Classll Div Il

Class Ill
Arch Length Maxillary |:| Excess |:| Adequate

Mandibular [ ]Excess [ ]Adequate
Crossbite [ |Right Side [ ]Left Side [ ] Anterior
Overbite [ |Normal [ ]OpenBite____mm [ ]Closed bite___mm
Overjet [ ]Normal [ ]Edge to Edge [ ]Excessive__mm
Curve of Spee [ _|Normal [ |Reversed [ ]Flat
Dentition [ ]Primary [ |Mixed [ ]Permanent
Midline Maxillary Midline to Midsagital /
Mandibular Midline
Path of Closure [ |Normal [ |Right Lateral Slide [ ]Left Lateral Slide
T™J H Normal H Click right/left H Restricted opening
Pain Deviation right/left

Lip Posture [ ]Normal [ ]Together Strained [ ]Apart
Lip Tonus [ |Normal [ ]Hypotonus [ ]Hypertonus
Frenum [ ]Normal [ ]Heavy Upper/Lower
Tonsils [ ]Normal [ ]Enlarged [ ]Enlarged & Pitted
Eruption [ ]Normal [ |Early [ ]Late
Profile [ ]Normal [ ]Retrusive [ ]Flat
Myofunctional [ ] None [ ]Tongue Thrust [ ]Lip Wedging
Habits [ ]None [ ] Thumb sucking [ ]Mouth breathing
Hygiene [ ]Excellent [ ]Good [ ]Fair

7-126

D Deficient DAmount mm

[ | Deficient [ JAmount mm

[ |Deep

At Rest /
Occlusion /
[ ] Anterior Slide

[ ]Closed Lock

[ ]Problem

[ |Protrusive
[ |Mentalis
[ |Fingernail

[ ]Poor
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