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Form #1
Initial Patient Response Letter

(CDA Letterhead)

Date

Patient
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Patient):

Thank you for contacting the California Dental Association (CDA) about the dental treatment you received from the
above-named dentist. Before we begin the peer review process, we would like to explain how our system works.

CDA has developed the peer review system to help solve matters regarding dental treatment that the dentist and
patient have not been able to settle themselves. A special committee of dentists, known as the “peer review
committee”, volunteer their time to consider questions about the quality and appropriateness of dental 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 peer review committee can answer. There is a time limitation for accepting a complaint in
the peer review system. A complaint must be received within 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 regarding treatment recommendations by a
treating dentist.

There is no charge for this service; however, any unusual costs sustained by the peer review committee in
conducting the review, including but not limited to duplicating radiographs, study models or treatment records, shall
be borne by the party initiating the review. The only monetary award the peer review system can recommend is a
refund or the cost of corrective treatment. It is not within the purview of the peer review system to handle questions
about getting money back for time lost from work or pain suffered as a result of your treatment, and the decision of
the peer review system cannot compensate for any damages of this nature. Also, the peer review system is an
alternative to formal legal proceedings, and 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 action or arbitration be initiated by any party involved after the peer review process begins, the peer review
action will cease immediately.

The peer review committee will review your dental records and, if the committee determines that it is necessary, talk
to you and your dentist separately, and examine the treatment in question before making its decision. Please be
advised that in some 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 committee by completing the enclosed Patient Request for Interview (Form #90).

The peer review committee may decide that the treatment was acceptable. However, if the peer review committee
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 dentist is requested to refund all or part of your money so that you may go to the dentist of your
choice to have the treatment done again, or,

2) The dentist is requested to pay for corrective treatment if it is determined by the peer review
committee that additional harm has been done.
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The dentist, by virtue of his or her membership in the association, has agreed to abide by the decision rendered by
the peer review committee. However, the peer review committee does not have the authority to compel the dentist to
comply with the decision. It is expected that you will also agree to abide by the decision.

Should the peer review committee determine that a refund is in order, you will be required to sign a Release of All
Claims form prior to receipt of any refund. Attached is a sample copy of the form for your review.

Upon receipt of the committee’s decision, you or the dentist may submit a request for reconsideration, known as an
“appeal”. Once a decision is made on an 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 services, please carefully read and complete the enclosed four forms: Request for
Review Form, Patient Agreement Form, Authorization for Use and Disclosure of Health Information Form and
Patient Request for Interview Form. The purpose of these forms is explained at the top of each one. All forms must
be completed and returned as soon as possible to CDA before review can begin.

The CDA Peer Review Manual contains the policies and procedures which govern how a Peer Review claim is
conducted. You may view a copy of the manual on at www.cda.org or it may be purchased by 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 opinions that cannot 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 such actions 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 15 working days from the date
of receipt. Should you not receive a confirmation, please contact the California Dental Association.

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

Sincerely,

Council on Peer Review

Enclosure: Request for Review Form
Patient Agreement Form
Authorization 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
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Patient):

Thank you for contacting the California Dental Association (CDA) requesting the assistance of the peer review
committee in obtaining benefits for your treatment performed by the above-named dentist. Before we begin the peer
review process, we would like to explain how our system works.

CDA has developed the peer review system to help solve problems about dental treatment that the dentist and
patient have not been able to settle themselves or about disputes regarding an insurance carrier providing benefits on
treatment performed by a dentist. A special committee of dentists, known as the “review committee”, volunteer their
time to consider questions about the quality and appropriateness of dental 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 was completed 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 sustained by the peer review committee in
conducting the review, including but not limited to duplicating radiographs, study models or treatment records, shall
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 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 action or arbitration be initiated by any
party involved after the peer review process begins, the peer review action will cease immediately.

The review committee will examine your dental records, and if the committee determines that it is necessary, talk to
you and your dentist separately, and examine the treatment in question before making its decision. Please be advised
that in some 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 committee by completing the enclosed Form #90, Patient Request for Interview.

Upon receipt of the committee’s decision, you or the dentist may submit a request for reconsideration, known as an
“appeal”. Once a decision is made 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 services, please carefully read and complete the enclosed four forms: Request for Review
Form, Patient Agreement Form, Authorization for Use and Disclosure of Health Information Form and Patient
Request for Interview Form. The purpose of these forms is explained at the top of each one. All forms must be
completed and returned to CDA Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749
before 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.
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Please be aware 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 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 15 working days from the date
of receipt. Should you not receive a confirmation, please contact the California Dental Association.

Most patients using our system find it fair, less costly, and less time consuming than going to court. We are happy to
help you and look forward to hearing from you. If you have any questions regarding completion 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 Information Form
Patient Request for Interview
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Request for 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 asked. This 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 the specific dental treatment in question. If you wish to file a
complaint against more than one dentist, separate forms are needed for each dentist.
____________________________________________________________________________

Patient’s Name:

Address:

City: Zip:

Home Phone: Wk:

Parent/Guardian if patient is less than 18 years old:

Address:

City: Zip:

Home Phone: _____ Wk:

Treating Dentist’s Name:

Name of Dental Practice: _______________

Address:

City: Zip:

Phone:

Date Treatment Started:

Date treatment completed:

Date last seen by this dentist:

What was the date you became aware there was a

problem regarding the treatment you are asking us to

evaluate?

Is this dentist a specialist? Yes ______ No ______

If yes, what specialty? ___________________________________________________________

Have you tried to settle this matter with the dentist: Yes ______ No ______

Dates: ________________________________________________________________________

Did the dentist respond? Yes ______ No ______

If yes, what action was taken: _____________________________________________________

Have you been examined or treated by another dentist(s) about this problem?

Yes ____ No ____

If yes, please give name, address and phone number of other dentist(s) on a separate sheet of paper.

Have you asked for help from any person, organization or agency? Yes ______ No ______

If yes, give names, dates, and what action is being taken? _____________________________
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5. Have you ever been diagnosed with a congenital heart defect? Yes ______ No ______

6. Have you ever had a hip or joint replacement? Yes ______ No ______

I 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 governed 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.

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

Patient’s Signature: _________________________________________________________

Parent/Guardian of Patient: ___________________________________________________

This document was signed this day of , ________

in , .
City State
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Briefly describe your problems. Please be specific (include all that you can remember about dates, places, names).
If you need more space, use additional sheets and attach them to this form when you return it to CDA. Also, a copy
of the dentist’s bill, if available, should be included. Please type or print clearly and legibly in ink.

1. _____________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

2. _____________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

3. _____________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

4. _____________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

__________________________________________________________________________________

_____________________________________________________________________________________

5. ______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

6. ______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________
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Patient Agreement Form

This form is required as it indicates your agreement to abide by the decision of the Peer Review Committee and the
California Dental Association.

The Dental Society (here in after dental society) and the California Dental Association (CDA)
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 CDA’s policies
and procedures.

If your dentist is a member of CDA, he or she has automatically agreed to abide by the decision reached by the
Dental Society’s peer review committee and the CDA. Therefore, his or her signature is not needed. However, the
peer review committee has 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 of their 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 organizations or individuals will be sued (by you) with respect 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 society’s peer review committee, or of the CDA’s Council on Peer Review can be
provided or used to reveal information in any manner.

3. The only monetary award the dental society’s peer review committee can recommend is a refund or the cost of
corrective treatment. No recovery for pain and/or suffering or time away from work exists in the peer review
system, and the decision by the peer review committee cannot compensate for any damages of this nature
suffered by you.

4. The decision reached by the dental society’s peer review committee or a decision reached by the CDA’s
Council on Peer Review on an appeal shall be determinative of any issues involved in connection with the
dental treatment above described.

5. I declare that I am now making any and all complaints or claims against the dentist which I 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 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.

7. I agree to sign the Release of All Claims Form should peer review determine that a refund is in order. (See
Release of All Claims Form #72).

8. Should the peer review committee find in favor of the dentist, I agree to pay the dentist 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 appeal being filed or the decision of an appeal.

9. The policies and procedures which govern how this peer review claim will be conducted are established in the
CDA Peer Review Manual. I understand that a copy of the manual is available for review on the Internet at
www.cda.org or may be purchased by contacting the CDA.



CDA Peer Review Manual Forms/Form Letters

7-12 Rev: 12/10/10

Form #4

10. I understand and agree that peer review is an evaluative rather than judicial process and that the parties are not
entitled to the following procedural rights that 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 to submit and the ability to question the opposing
party with regard to such evidence), and (c) the ability to cross-examine the opposing party and/or present
opposing evidence. By signing this form, I understand that I am agreeing to have this proceeding conducted in
accordance with the procedures contained in the Peer Review Manual.

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

Approved and accepted this day of , .

Signed: (Patient or Patient’s Parent/Guardian)
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Form #5
AUTHORIZATION FOR USE OR DISCLOSURE

OF HEALTH INFORMATION

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

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

Treating Dentist: (Dentist you are complaining about.)

________________________________________________________________________
(Name and Address)

Other/Consulting Dentist(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 responsible for 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 all health information, 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, x-rays,
plates and copies of all dental records, medical and/or hospital records to be used in connection with a request for
peer review submitted by me on __[Date]__, and in connection with any subsequent investigations, disciplinary
proceedings, reporting obligations, and litigation arising from said peer review complaint, and as otherwise
specifically required or permitted by law.

I understand that I have the right to revoke this authorization at any time by giving each of the foregoing persons
and/or entities written notice of my revocation. I 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 my revocation, and
that my peer review complaint may not be reviewed or to continue being reviewed if I revoke this authorization. I
understand that although federal law does not protect health information which is disclosed to someone other than
another health care provider, 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 will remain in effect until three (3) years from the date entered below.

Signature: _____________________________ Date: ___________________________
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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

I also give my permission to the above-named dental society to examine, 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)

Dear (Patient):

In order for the California Dental Association (CDA) to proceed with your request for a review of the dental
treatment provided by the above mentioned dentist, the following forms must be completed and returned to CDA:

(Check appropriate boxes)

____Request for Review Form

____Authorization for Use and Disclosure of Health Information Form

____Patient Agreement Form

____The Patient Agreement Form may not be altered.
A new copy is included with this letter

____Patient Request for Interview Form

Should the requested forms not be returned to CDA, Council on Peer Review, P.O. Box 13749, Sacramento, CA
95853-4749 within fifteen (15) working days from the date of this letter, the matter will be considered closed.

Sincerely,

Council on Peer Review
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Initial Response to Dentist Letter (Utilization Case)
(CDA Letterhead)

Date

Name
Address
City, ST Zip Code

Subject: (Patient)/(Carrier)

Dear (Dentist):

Thank you for contacting the California Dental Association (CDA) requesting the assistance of the peer review
committee in obtaining benefits for your patient. Before we can begin the peer review process, further information is
necessary.

To assist the review 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, such as duplicate 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 committee. Your treatment records
must be typed and transcribed verbatim.

You are invited to attend a portion of the peer review committee’s 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 attend, you 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 review this matter as soon as possible. Therefore, please complete and return the enclosed form(s),
including all pertinent information to CDA, Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749
within ten (10) working days from the date of this letter. Should you have questions please contact 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 Request for Review Information Form

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

Patient’s Name:

Address:

City: Zip:

Home Phone: Wk:

Parent/Guardian if patient is less than 18 years old:

Address:

City: Zip:

Home Phone: Wk:

Dentist’s Name:

Address:

City: Zip:

Home: Office:

Type of Practice:
General Specialty

Type of Specialty:

Do you limit your practice? Yes No

Is treatment complete? Yes ____ No

If yes, date:

Patient’s 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 carrier’s response?

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 itemized statement.

Tooth No. or Fee for Patient Ins. Balance
Procedure Description 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.

Check data submitted:
Radiographs ______________ (date) ______________

______________ (date) ______________
______________ (date) ______________

Study models
Treatment Record
Insurance Forms

Other ______
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Has any of the treatment in question been completed without 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 to California Dental Association.

Dentist’s 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 the California Dental Association (CDA) 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 to CDA, Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749 within fifteen (15)
working days from the date of this letter. Should the requested forms not be returned within fifteen (15) working
days from the date of this letter, the matter will be considered closed.

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 guide on reverse) FD FB RA CR IM

TM DX OR OT

Inappropriate Code:
Decision Code:
Close Date:
Refund:

Patient:
Carrier:
Adjusted:

Additional/Corrective Treatment: $

Appeal Date:
Appeal Initiator:
Appeal Decision:
Appeal Close Date:

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 - Removable Appliance (partial denture)
EN - Endodontics CR - Crown
PR - Periodontics IM - Implants
OD - Orthodontics TM - Temporomandibular Joint Dysfunction
SU - Surgery DX - Diagnosis
FD - Full Dentures OR - Other Restoration
FB - Fixed Bridge OT - Other Treatment

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 Patient uncooperative
10 Treatment redone
11 Dentist referred to JC for

non-compliance
12 Carrier uncooperative - Forms

incomplete/not returned
14 Other ________________

Appeals Closing Codes
01 Upheld
02 Denied
03 Remanded, upheld
04 Remanded, upheld w/amended

resolution or letter of clarification
05 Denied, w/amended resolution or letter of

clarification
06 Remanded, overturned by committee
07 Remanded, overturned by CPR
08 Withdrawn
09 Vacated/No response to 15-day letter
10 Litigation
11 Other/Received 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 dentist? Yes: 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:

Secondary Carrier: Contact Person:

******************************************************************************

Does the carrier-initiated request include all necessary information?

1. Is there a description of the problem? Yes: No:

2. Are the specific questions to be addressed by committee delineated? Yes: No:

3. Is a copy of the dental consultant’s evaluation of the situation included? Yes: No:

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

pertinent information related to the request included? Yes: No:

******************************************************************************

Communication to Patient: Date Sent Response Received

Initial Response Letter (Form # 01):

Request for Review (Form # 03):

Patient Agreement (Form # 04):

Authorization (Form # 05):

“Sample” Release of All Claims (Form # 72)

Patient Request for Interview (Form # 90)

Coordinator’s Screening of Patients Complaint: Initials: Date:

Date Request for Review (Form #3) is received: (This is the open date of case)

Date treatment was completed:

Was treatment completed within the last 3 years? Yes: No:
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Date the patient became aware of the problem:

Is the case within the time limitation? Yes: No:

Does the patient’s complaint delineate the specific complaints? Yes: No:

*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 litigation? Yes: No:

Notification of Complaint Being Processed (Form #65) sent to patient: Date:

Notification To Dentist Against Whom Complaint Is Filed:

Dentist Notification & Response Request (Forms # 3,4,5,13,15,16):

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

Form #15 Received Form #16 Received

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 dentist has received the request for records.

Second Notice for Non-Compliance 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:

Consulting/Subsequent Treating Dentists:

Consulting/Subsequent Treating Dentist Reply (Form #’s 18, 19, 5):

1) Name:

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

2) Name:

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

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

4) Name:

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

First Notice (Form #51):

1) Name:

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

2) Name:

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

Second Notice (Form #56):

1) Name:

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

2) Name:

Date Sent: Due Date (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 (15 working Days) Response Received

Carrier Notification Letter (Form #’s 17, 5):

Carrier 2nd Notification Letter: Sent: Due: Response Received:

Coordinator Preliminary Screening of Case File:

Initials: Date:

Sent Case to Council to Confirm Appropriateness of Review:

Initials: Date: Sent to:

Response from Council Member:

Initials: Date:

Case Assigned and Mailed to (along with Form #26): Date:

Draft Resolution/Addendum/Clinical Worksheets Due to CDA (within 60 days): Date:
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Copy of the case sent to Component: Name: Phone:

Copy of the case sent to Component/Specialty Chair: Name: 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 Member: Name: Phone: E-mail:

4) Consultant: Name: Phone: E-mail:

Peer Review Committee Meeting:

Date of Meeting:

Dentist Wishes to Attend (see Form #16)? Yes: No:

Dentist Notified of Meeting (Form # 28):

Date Sent: Date Response Received:

Patient Wishes to Attend (see Form # 90)? Yes: No:

Patient Notified of Meeting (Form #27):

Date Sent: Date Response Received:

******************************************************************************

Clinical Exam Conducted: Yes: No:

Date Examined: If not, reason:

Dentist Attended Meeting? Yes: No: Date:

Draft Resolution/Addendum/Clinical Worksheets/Refund Worksheet (due within 60 days after form# 26 is mailed):
Date Received:

Case assigned to Administrator: Date: Administrator:

Forward case to Council on Peer Review for review and approval: Date:

Forward case to Advisory Panel for Review:

Date of Conference Call:

Advisory Panel I
Advisory Panel II
Advisory Panel III

Remand CDA’s Revisions to Component/Specialty: Date:

Received Approval from Component/Specialty: Date:

Final Dated Copy: Date:
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Dentist Notification and Response Request Letter (Patient Initiated)
(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, the patient 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 member-dentists have an obligation, by virtue of their
membership, to abide by decisions of duly constituted committees, and, requests that the patient sign a
statement agreeing to abide by the committee’s decision in this matter.

3. Authorization for Use and Disclosure of Health Information Form: By signing this 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 the peer review committee in resolving this inquiry, and determining its validity, you 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 opinions
that cannot be used in making a determination in this case.

Also, please provide all pertinent data which will enable a complete review; including (if applicable) study models, a
copy of the original treatment record, financial records, a single patient ledger, all radiographs, copies of relevant
insurance forms, and other information which you think will assist the committee. Your progress notes must be
typed and transcribed verbatim. Please complete and return the enclosed forms, including all pertinent
information to California Dental Association, Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-
4749 within ten (10) working days from the date of this letter. If you fail to comply with this request to provide
data, you 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.

Please note that we are requesting copies of radiographs, study models, etc. If you 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 records and data made herein, as
well as notification of your opportunity to appear before the committee, comprises your only chance to present your
“side of the story.” The peer review process is not adversarial. It is not a court-like proceeding. You will not have an
opportunity to cross-examine 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 the committee discuss results of the clinical examination with you.

The peer review committee will 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. 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
the CDA Council on Peer Review. This appeal must be mailed within thirty (30) calendar days of 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
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deemed appropriate, it will only review the procedures followed to determine if they were fair and whether the
decision was supported by the evidence considered. It will 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 for, or co-owner with another dentist or entity engaged in the practice of
dentistry, it remains your personal obligation to comply with the requests of the peer review committee. You, as the
treating dentist, will be responsible for the quality and appropriateness of the treatment rendered, and will be
financially responsible for any adverse peer review decisions regardless of your employment status. Should you fail
to comply with a request or recommendation of the peer review committee, you 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 your rights have been protected:
that proper procedures were followed, and that the committee’s decision was supported by evidence. Should the
matter 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 comply with the peer review resolution.

To reiterate your rights, your opportunity to supply all evidence is at the initiation of the peer review process
and at the meeting with your component peer review committee. Neither the appeal mechanism nor Judicial
Council proceedings provide a mechanism to rehear or reexamine the evidence presented during the initial review
process.

Please notify the committee on the enclosed Dentist Will/Will Not Attend Meeting Form whether or not you wish to
attend the peer review 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 amount
of time available to hear the cases before it.

The review committee will examine your patient’s dental records and, if necessary, will examine your patient before
making a decision. This decision, after approval and finalization by CDA, will be set forth in a letter of resolution
which will be addressed to your patient and copied to you on the date of release. All resolution letters must are sent
to CDA for approval; therefore, no interim or tentative decision may be given to you before such approval.

It has been our experience 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 the peer review committee, please advise CDA in writing of its resolution within ten (10) working
days from the date of this letter.

If you would like to purchase a copy of the CDA Peer Review Manual or CDA’s Quality Evaluation Manual (both
utilized in the peer review process), please contact 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 correspondence that would initiate legal proceedings while this review is in
progress, or notification that arbitration will be or has commenced. With the initiation of legal action or
arbitration by the patient, our review immediately ceases. If you intend to assert your rights to arbitrate this case
pursuant to an arbitration agreement with the patient, you must notify CDA of this fact in writing within ten (10)
working days from the date of this letter. If you fail to notify CDA of your right to arbitration, you waive the right
to challenge the peer review process or any decision of the peer review committee on the basis of the arbitration
agreement.

Please note - If this case has an outstanding balance or has been turned over for collection, please hold in abeyance
any collection procedures until the peer review committee has completed its review.

Should the committee find in favor of the patient and should you be requested to refund, you have the option of
submitting 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, the paying entity 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 carrier and/or personal attorney for legal advice.
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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 in cases initiated in a 24-month period,
or a finding of grossly inadequate or grossly inappropriate treatment, or 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 Form (executed)

C: (Insurance Carrier, 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 (CDA) was recently contacted for assistance from the above-mentioned patient.
Upon receipt of this information, the patient was requested to complete the following:

1. Request for Review Form: This form includes a summary of the data pertinent to the complaint.

2. Patient Agreement Form: This form states that CDA member-dentists have an obligation, by virtue of their
membership, to abide by decisions of duly constituted committees, and, requests that the patient sign a
statement agreeing to abide by the committee’s decision in this matter.

3. Authorization for Use and Disclosure of Health Information Form: By signing this 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 the peer review committee in resolving this problem, you are requested to provide, on the enclosed
Treating Dentist Reply Form, your side to this dispute. Also, please provide all pertinent data which will enable a
complete review; including (if applicable), study models, a copy of the original treatment record, financial records, a
single patient ledger, all radiographs, copies of relevant insurance forms, and other information which you think will
assist the committee. Your treatment records must be typed and transcribed verbatim. Please complete and
return the enclosed forms, including all pertinent information to California Dental Association, Council on Peer
Review, P.O. Box 13749, Sacramento, CA 95853-4749 within ten (10) working days from the date of this letter.

The review committee will evaluate all the available evidence and make a final determination. The decision will be
approved and finalized by CDA, and will be issued by CDA in the form of a letter of resolution which will include
the rationale for the decision. If the committee determines that the initial request involves a specific benefit
exclusion of the insurance policy and/or a contract limitation, the committee and CDA have no power to ask a
carrier to allow benefits. 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 the CDA Council on Peer Review
Appeals Panel. This appeal must be mailed within thirty (30) calendar days of 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,
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 committee wishes 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 committee comprises your only chance to
present your "side of the story". The 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 be provided 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 of the peer review committee, you 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 your rights have been protected:
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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, your opportunity to supply all evidence is at the initiation of the peer review process and at
the meeting with your component society peer review committee. Neither the appeal mechanism nor Judicial
Council proceedings provide a mechanism to rehear or re-examine the evidence presented during the initial review
process.

Consequently, you are invited to attend a portion of the peer review committee’s meeting to discuss this matter.
Please notify the committee on the enclosed 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 amount of time
available.

The peer review committee will examine your patient’s dental records and, if necessary, will examine your patient
before making a decision. This decision, after approval and finalization by CDA, will be set forth in a letter of
resolution which will be addressed to the patient and copied to you and the carrier on the date of release. All
resolution letters must be approved by CDA. Therefore, no interim or tentative decision may be given to you before
such approval.

If you intend to assert your rights to arbitrate this case pursuant to an arbitration agreement with the patient, you
must notify CDA of this fact in writing within ten (10) working days from the date of this letter. If you fail to notify
CDA of your right to arbitration, you waive the right to challenge the peer review process or any decision of the peer
review committee on the basis of the arbitration agreement.

It is our intent to review this matter as soon as possible. Therefore, 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 Information Form (executed)

C: Insurance Carrier
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Treating Dentist Reply Form

IMPORTANT -- This must be typewritten or legibly 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 in regard 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 I.D. Number:

Insured’s 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: ________________ (years or months)

7. Describe type of service(s) rendered:

________________________________________________________________________
________________________________________________________________________

8. Date initial dental service rendered:

9. Date of last visit to your 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?

12. What is the current status of the patient’s account?

Has the account been turned 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.



CDA Peer Review Manual Forms/Form Letters

7-35 Rev: 12/10/10

Form #15

Tooth No. or Fee for Patient Ins. Balance
Procedure Description Service Payment Payment Owing
_____________________ _______ _______ _______ ________
_____________________ _______ _______ _______ ________
_____________________ _______ _______ _______ ________
_____________________ _______ _______ _______ ________
_____________________ _______ _______ _______ ________
_____________________ _______ _______ _______ ________
_____________________ _______ _______ _______ ________

13. Were x-rays taken by you? Yes _______ No ________ Elsewhere ________

14. If a denture case, was it: Immediate _________ Conventional __________
Date of insertion

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, dentist’s name

17. Were you aware of the patient’s dissatisfaction? 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? Yes___ No___

Has arbitration been initiated? Yes___ No___

It is imperative that you notify CDA staff immediately should you receive a 90-day notice
of intent to sue, or any other legal correspondence that would initiate legal proceedings while this review is
in progress, or notification that arbitration will be or has commenced.

If you intend to assert your rights to arbitrate this case pursuant to an arbitration agreement with the patient,
you must notify CDA of this fact in writing within ten (10)
working days from the date of CDA’s notification and response request letter that accompanied this form.
If you fail to notify CDA of your right to arbitration, you waive the right to challenge the peer review
process or any decision of the peer review committee on the basis of the arbitration agreement.

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

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

22. Are you the owner of your practice: Yes _____ No _____; or Associate in a practice? Yes ____ No _____
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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 employment status.

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

This document was signed this day of , in

, .
City State

________________________________________________________
Dentist’s Signature

If possible, please send copies of treatment records and x-rays rather than your originals. Also, please include a copy
of the patient’s health history form.

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

I, Doctor

NO ___ I DO NOT WISH TO HAVE A PERSONAL INTERVIEW WITH THE PEER REVIEW
COMMITTEE. My written response will be fully considered although I am not present.

YES ___ I WISH TO HAVE A PERSONAL INTERVIEW WITH THE PEER REVIEW COMMITTEE.
MAYBE WILL BE TAKEN AS A “YES” RESPONSE.

.
(patient’s name)

(sign here) (date)

Please note: This will be your only opportunity 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 adversarial. It is not a court-like proceeding. You will not have an opportunity to
cross examine 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.
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Carrier Notification Letter

(CDA Letterhead)
Date

Name (Carrier)
Address
City, ST Zip Code

Subject:Patient’s Name:
Patient’s Social Security No.:
Insuring Entity:
Group No.:
Employer:
Dentist:

Dear (Insuring Entity) :

The California Dental Association has received a request for peer review of dental services provided by the above-
named dentist and requires the following information:

1. Is patient currently eligible for benefits? ______Yes ______No

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

Treatment Amount Paid by Carrier Patient’s Portion
____________________ ____________________ __________________
____________________ ____________________ __________________
____________________ ____________________ __________________

3. If a refund is recommended for the treatment under review, will the carrier re-establish patient’s 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 ______No

4. The type of plan (e.g., HMO, PPO, DMO, Capitation, fee-for-service, etc.)

We look forward to receiving your response within fifteen (15) working days from the date of this letter.

Your cooperation is greatly appreciated.

Sincerely,

Council on Peer Review

Enclosure: (Authorization for Use and Disclosure of Health Information Form)
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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 Association (CDA) has received a request for peer review of the dental services proposed or
rendered by a member of our organization. Among other things, your name is mentioned as one of the dentists
visited by the 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 the enclosed Consulting/Subsequent Treating Dentist Reply Form. Including a copy of
the treatment records, financial records, all radiographs, copies of relevant insurance forms, and other information
which you think will assist the committee within ten (10) working days from the date of this letter. Your progress
notes must be typed, and transcribed verbatim. Information obtained regarding matters of this nature are held in
strict confidence within the committee. Please return the completed form, including all pertinent information to the
California Dental Association, Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749 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 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.

Should you fail to comply with a request or recommendation of the peer review committee, you 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: This letter is applicable for CDA members.)
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Consulting/Subsequent Treating Dentist Reply Form

IMPORTANT - This must be typewritten or legibly printed in ink.

PATIENT:

CONSULTING DENTIST’S NAME:

FAX #: PHONE #:

Specialist: Yes ______ No ______ Specialty:

The following information is submitted in regard to the above case:

1. Name of patient:

2. Last known address:

3. Occupation:

4. Age: __________ Sex: _________ Phone Number:

5. Insurance Company:

Address:

Insured Person:

Social Security Number: ___________________ Group I.D. Number

Insured’s Employer:

If insurance coverage is provided by an additional source, please include same information on another sheet

of paper.

6. Date initial dental service rendered:

7. Date of last visit to your office:

8. Describe type of service(s) rendered:

9. What was the total amount charged 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 patient’s account?

12. Were x-rays 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: ________________________

15. Has the patient worn dentures before? Yes______ No______
Number of dentures ________________________

16. Are you aware of patient’s former treating dentist(s)? Yes_______ No_______
If yes, dentist’s name(s)



CDA Peer Review Manual Forms/Form Letters

7-41 Rev: 12/10/10

Form #19

17. Were you aware of the patient’s dissatisfaction with his or her previous dentist?
Yes_______ No_______

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

18. What were the complaints of the patient at the time of initial visit. (Please explain in the patient’s own
words.) ________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

19. What do you feel would be a satisfactory solution to this problem? ____________
________________________________________________________________________
________________________________________________________________________

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

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

This document was signed this day of , _________ in

, .
City State

Dentist’s 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 (Patient):

Recently, the above-named dentist contacted the California Dental Association (CDA) on your behalf requesting the
assistance of the peer review committee in obtaining benefits for you from your insurance company. Before we can
begin the peer review process, further assistance from you is necessary.

A special committee of dentists, known as the “review committee”, will examine your dental records and may wish
to talk to you and your dentist, and, if necessary, examine you 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 cannot direct an insurance company to pay for benefits that are specifically excluded in your policy.

If any party involved in this review does not feel the committee’s decision is fair and can factually demonstrate that
a procedural error occurred, or feels that the decision is arbitrary (not based on facts), they may submit a request for
reconsideration, known as an “appeal”. Once a decision is made 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 services, please carefully read, complete and return the enclosed two forms to the California
Dental Association, Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749 within seven (7)
working days from the date of this letter. The purpose of these forms is explained at the top of each one. All forms
must be completed and received by CDA before we can begin the review process.

Sincerely,

Council on Peer Review

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

C: Dentist
Insurance Carrier
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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 (Patient):

Recently, your insurance carrier named above contacted the California Dental Association on your behalf requesting
the assistance of our peer review committee in determining benefits for treatment rendered to you. Before we can
begin the peer review process, your assistance is necessary.

A special committee of dentists, known as the "review committee", will examine your dental records and may wish
to talk to you and your dentist, and, if necessary, examine you 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 cannot direct an insurance company to pay for benefits that are specifically excluded in your policy.

If any party involved in this review do not feel the committee’s decision is fair and can factually demonstrate that a
procedural error occurred, or feel that the decision is arbitrary (not based on facts), they may submit a request for
reconsideration, known as an "appeal”. Once 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 to use our services, please carefully read and complete the enclosed two forms and return them to the
California Dental Association, Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749 within seven
(7) working days from the date of this letter. The purpose of these forms is explained at the top of each one. All
forms must be completed and received by CDA before we can begin the review process.

Sincerely,

Council on Peer Review

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

C: Dentist
Insurance Carrier
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Form #22
Dentist Notification Letter (Carrier Initiated)

(CDA Letterhead)

Date

Name
Address
City, ST Zip Code

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

Dear (Dentist):

The California Dental Association (CDA) has recently received the enclosed request for assistance from the
above-mentioned carrier. Upon receipt of this information, the patient was requested to complete the following:

1. Patient Agreement Form: This form states that CDA member-dentists have an obligation, by
virtue of their membership, to abide by decisions of duly constituted committees, and, requests
that the patient sign a statement agreeing to be bound by the committee’s decision in this matter.

2. Authorization for Use and Disclosure of Health Information Form: By signing this 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.

Based on the information provided in the insurance company’s letter, this request has been determined to be
appropriate for the peer review system. To assist the peer review committee in resolving this problem, you are
requested to complete and return the enclosed Treating Dentist Reply Form (Form #15). Also, please provide all
pertinent data which will enable a complete review; such as, study models, a copy of the treatment record, all
radiographs, copies of relevant insurance forms, and other information which you think will assist the committee.
Your treatment records must be typed and transcribed verbatim. Please return the completed form, including
all pertinent information to the California Dental Association, Council on Peer Review, P.O. Box 13749,
Sacramento, CA 95853-4749 within ten (10) working days from the date of this letter.

The peer review committee will evaluate all the available evidence and make a final determination. The decision
must be approved and finalized by CDA’s Council on Peer Review, and will be issued in the form of a letter of
resolution which will include the 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 the
CDA Council on Peer Review Appeals Panel. This appeal must be mailed within thirty (30) calendar days of 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, it will only review the procedures followed to determine if they were
fair and whether the decision was supported by the evidence considered. It will not entail a new review of the
evidence.

The peer review committee wishes 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 committee comprises your only chance to
present your “side of the story”. The 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 be provided or used to reveal information in any matter
whatsoever 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 of the peer review committee, you 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 your rights have been protected:
that proper procedures were followed, and that the committee’s decision was supported by the evidence. Should the
matter go to trial, no further evidence regarding the peer review issue will be heard. If you intend to assert your
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rights to arbitrate this case pursuant to an arbitration agreement with the patient, you must notify CDA of this fact in
writing within ten (10) working days from the date of this letter. If you fail to notify CDA of your right to
arbitration, you waive the right to challenge the peer review process or any decision of the peer review committee on
the basis of the arbitration agreement.

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

Consequently, you are invited to attend a portion of the peer review committee’s 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 meeting. Your presentation should be
as concise as possible, since the committee has a limited amount of time available.

The peer review committee will examine your patient’s dental records and, if necessary, will examine your patient
before making a decision. This decision, after approval and finalization by the CDA Council on Peer Review, will
be set forth in a letter of resolution which will be copied to you and your patient on the date of release. All resolution
letters must be approved by the CDA. Therefore, no interim or tentative decision may be given to you before such
approval.

It is our intent to review this matter as soon as possible. Please complete and return the enclosed form(s) including
all pertinent information to the California Dental Association, Council on Peer Review, P.O. Box 13749,
Sacramento, CA 95853-4749 within then (10) working days from the date of this letter.

Sincerely,

Council on Peer Review

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 Information Form (executed)

C: Patient
Insurance Carrier



CDA Peer Review Manual Forms/Form Letters

7-46 Rev: 12/10/10

Form #23
Initial Carrier Response Letter

(CDA Letterhead)

Date

Name (Carrier)
Address
City, ST Zip Code

Subject:(Dentist)/(Patient)
(insured)
(insured’s social security number and group I.D. number)

Dear (Carrier):

Thank you for contacting the California Dental Association (CDA) concerning a peer review of treatment provided,
or about to be provided, by the above-mentioned 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 CDA
member, peer review cannot accept the case. There is a $500 non-refundable 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 testimony, should 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 necessary. Please
respond to the items checked below and return this information to CDA.

________ A description of the problem

________ Delineate the specific questions the review committee
is to address

________ Provide a copy of the dental consultant’s evaluation
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 days in order that 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 letter dated _____________.

A review fee of $500 per case is charged to carriers to offset the cost of peer review that is carrier initiated. A check
in the amount of $500 per case should accompany each request for review, made payable to the California Dental
Association (CDA).

Please send the filing fee, payable to CDA and the review will begin. Should we not receive your check within thirty
(30) working days from the date of this letter, we 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
Patient
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Form #25

Carrier Notification of Incomplete Information
(CDA Letterhead)

Date

Name (Insurance Carrier)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Insurance Carrier):

In order for the California Dental Association (CDA) to proceed with your request for review regarding the dental
treatment provided by the above-mentioned dentist, the following information must be submitted to CDA:

(Check appropriate boxes)

____ Description of the problem

____ Delineation of the specific questions the carrier wants the review committee to address

____ Copy of the consultant’s evaluation of the situation

____ Copies of all correspondence, claim forms, radiographs (if available) and any other
pertinent information related to the request

____ Copy of patient’s benefit contract

Unless the requested information is returned within fifteen (15) working days from the date of this letter, the matter
will be considered closed.

Sincerely,

Council on Peer Review

(copy for tickler file)
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Form #26

Examination Panel Notification Memo
(CDA Letterhead)

Date

To: , DDS
, DDS
, DDS

From:
Peer Review Coordinator

Subject: Peer Review Examining Panel

This is to confirm the meeting of the examining panel for_______________, at _____, at ____________‘s office,
__________________________. If appropriate, the case should be discussed prior to the patient examination.

Please review the case and confirm that the complaint has been filed within the time limitation and that 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 the parties involved in this case, including the patient, treating dentist, or subsequent
treating dentist(s), 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 CDA prior to the 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) and the
appropriate clinical examination worksheets (minimum 3) to CDA within 15 working days following the patient
examination.

The following patients and dentist are scheduled to be examined/interviewed:

Case #1 DDS/Patient
Captain:
Team Members:
Patient 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 (Patient):

A panel of dentists has been formed for the purpose of conducting an examination of 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 donation of valuable 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 the examination process, we are including important information about your dental
examination.

You will be examined by three or more dentists who will make an independent and impartial evaluation of your
dental treatment which you have brought to the attention of the peer review committee.

The prime objective of the peer review system is to offer 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 submitted to the full peer review committee for consideration.

The examining dentists do not make decisions on the resolution of your request for review, and they cannot advise
you of the peer review committee’s final decision since the examination is only one aspect of the review process.
We ask that you refrain from questioning the examining dentists regarding the results of their examination. If you
have additional comments pertinent to your complaint, you should present them during the examination.

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

The results of this examination and the decision of the peer review committee will be communicated to you in
writing. Every effort will be made to bring this matter to a fair conclusion.

Your examination is scheduled for (date, time and location).

Probing of the tissue surrounding the teeth may be necessary in order to render a decision in your peer review case.
If you indicate in the Request for Review Form that you have a medical condition that requires antibiotic
premedication, please contact your physician and notify the California Dental Association peer review staff prior to
your examiniation appointment. It is your responsibility to acquire and take the appropriate medication prior to your
scheduled examination. Failure to do so may require rescheduling of your examination and 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 pursue this matter further, you will be required to file a new request for review.
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Please call the California Dental Association at 800.232.7645 to 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)
CERTIFIED RETURN RECEIPT MAIL

Date

To: Dentist

From: Council on Peer Review

Subject:Peer Review Committee Meeting

The peer review committee meeting at which the Request for Review of the above-mentioned 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 help them in 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 #30
Appeal Criteria Statement (Over-Utilization Case Review)

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

1. Expiration of the tenth (10th) calendar day following the date of the resolution letter, without an appeal
being filed by either party; or

2. The determination of any appeal of this decision, which was filed within ten (10) calendar days 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
becomes final and binding immediately upon 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 committee did not perform a clinical evaluation. A clinical evaluation encompasses written
statements, patient records, clinical evidence (such as radiographs), clinical examination (if applicable), etc.

3. Relevant information exists which, in the exercise of reasonable diligence, could not have been presented to
the peer review committee, prior to the clinical examination and/or dentist interview.

4. The resolution of this case appears contrary to the information presented.
5. The peer review committee made a procedural error in evaluating your case. Peer review manuals are

available online 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 accepted if
written by an attorney on behalf of the appellant. Appeal statements faxed to the Council on Peer Review’s
Appeals Panel will not be accepted. The appeal letter must not be a restatement of the original inquiry but 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, or which result in a "non-resolution" letter are not appealable and,
therefore, do not receive a thirty (30)-day appeal period.

2. Denture cases involving a partial refund will not be an issue subject to appeal.
3. Issues related to incorrect refunds, insurance refunds erroneously omitted, or a patient is no longer covered

by their insurance carrier, are not appealable. Contact the California Dental Association.

If you wish to request an appeal review of the decision reached by the peer review committee, you must, within ten
(10) calendar days from the date of the resolution letter, demonstrate in writing one or more of the
aforementioned criteria. The Appeals Panel will not accept any further information or evidence pertaining to the
appeal after the expiration of the tenth (10th) calendar day following the date of the resolution letter. It is suggested
this request be sent by certified mail. When an appeal request is received at California Dental Association, a letter
acknowledging its receipt will be sent to the parties involved.

All appeal requests MUST be mailed to (FAXES WILL NOT BE ACCEPTED):

California Dental Association
Council on Peer Review-Appeals Panel
Post Office Box 13749
Sacramento, CA 95853-4749

APPEAL REQUESTS SENT TO THE DENTAL SOCIETY OFFICE WILL BE RETURNED.
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Form #34
Notification of Non-Member Dentist

(CDA Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Patient):

This letter is in response to your request for review of the above-mentioned dentist. Since he/she is not a member of
the California Dental Association (CDA), 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 membership.
Therefore, we regret that we are unable to be of service to you.

As an alternative, you may wish to forward your questions to the Dental Board of California which reviews
complaints involving all licensed California dentists. Should you wish to pursue this matter, you may contact the
board by addressing your correspondence to:

Dental Board of California
2005 Evergreen Street, Suite 1550

Sacramento, CA 95815
(916) 263-2300
www.dbc.ca.gov

Sincerely,

Council on Peer Review

C: Dentist
Dental Society
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Form #35

Final Notification to Patient of Dentist Expulsion/Dropped Membership/No Further Action
(CDA Letterhead)

(This form is to be sent ONLY following instruction from CDA’s Council on Peer Review)

Date

Name (Patient)
Address
City, ST Zip Code

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

Dear (Patient):

The California Dental Association (CDA) 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 agreement form and agreed to abide by the
decision reached in connection with the dental treatment rendered by Dr. . In addition, Dr. , by
virtue of his or her membership in CDA, was bound to abide by the peer review decision. However, because
Dr. is no longer a member of CDA, we are unable to act further on this matter.

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

Dental Board of California
2005 Evergreen Street, Suite 1550

Sacramento, CA 95815
(916) 263-2300

www.dbc.ca.gov

We regret that we are unable to be of further service to you.

Sincerely,

Council on Peer Review

C: Dentist
Dental Society
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Notification of Deceased Dentist
(CDA Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Patient):

The California Dental Association is in receipt of your request for a review of the services provided by the
above-mentioned dentist. In reviewing the matter, our records indicate that Dr. __________ is deceased. Therefore,
due to the nature of the peer review system, we are 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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Form #38
Notification of CDA’s Time Limitations

(CDA Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Patient):

The California Dental Association (CDA) is in receipt of your recent letter regarding dental treatment provided by
the above dentist. We must inform you that the time limitation for 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 trust you understand the
difficulty we might have in fairly assessing a situation long after the fact.

Since the complaint was received after the time limitation has expired, the California Dental Association is unable to
assist you in this matter.

By copy of this letter, we are notifying Dr. _____________ of your concerns.

Sincerely,

Council on Peer Review

C: Dental Society
Dentist
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Form #39
Non-Routine Case Memo
(Component Letterhead)

Date

To: Council Member (Name)
Council on Peer Review

From: (Name)
(CDA Council on Peer Review staff)

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

The California Dental Association is in receipt of the enclosed request for review which appears to be non-routine as
follows:

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

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

Attachment

Enclosure: Case File



CDA Peer Review Manual Forms/Form Letters

7-62 Rev: 12/10/10

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 Dental Association (CDA) is in receipt of your request for a review regarding the above-mentioned
party(ies). However, our records indicate that you are not a member of CDA.

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 Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Patient):

The California Dental Association is in receipt of your 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 appropriateness of
dental treatment. A review committee will not comment on a dentist’s fees. 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 cannot be 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 Letterhead)

Date

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

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

Dear (Patient or Dentist):

The California Dental Association has received your request for a peer review of dental treatment provided, or about
to be provided, by the above-mentioned dentist. 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 allow benefits which are specifically excluded in a patient’s
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 purchaser
of the contract.")

Thank you for contacting the California Dental Association.

Sincerely,

Council on Peer Review

C: Dental Society
Dentist or Patient
Insurance Carrier
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Notification of Communication Problem
(CDA Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Patient):

The California Dental Association is in receipt of your letter concerning the above mentioned dentist. We wish to
advise you of the limitations of the peer review system.

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
dentist’s attitude, 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 contacting the California Dental Association.

Sincerely,

Council on Peer Review

C: Dental Society
Dentist (include inquiry)
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Notification of Completed/Altered Treatment
(CDA Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

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

Dear (Patient):

The California Dental Association Peer review committee has completed a review regarding your request to
determine if the quality of care rendered to you by Dr. ___________ was acceptable.

The review committee evaluated the records and radiographs submitted by Dr. ___________ and by your
subsequent treating dentist. The review committee was unable to make a determination on the basis of the records
since the work has been altered or redone, and since it was not possible to evaluate the treatment in question, no
recommendation 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
Dentist
Carrier, if any
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Notification of Litigation or Arbitration
(CDA Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Patient):

Thank you for your recent letter regarding treatment rendered by the dentist named above.

It appears that this matter is presently in or has previously been through [litigation] [arbitration]. A 90-day notice of
intent to file suit is to be construed as litigation and no case in litigation will be accepted into the peer review
system. The peer review system is an alternative to legal proceedings, and cannot be used if [legal proceedings have]
[arbitration has] begun. We have no authority to supersede the decisions of a court of law. This case would not be
appropriate for review in accordance with California Dental Association’s peer review policy.

We appreciate your contacting the California Dental Association and regret 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 Carrier, if any)

Dear (Dentist):

The California Dental Association (CDA) has been informed that, subsequent to a complaint filed by your patient
with the peer review committee, you have initiated [legal action] [arbitration] regarding this matter.

As outlined in Section 3 of the California Dental Association Code of 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 member-dentist who [files a lawsuit] [initiates arbitration] after a peer
review is initiated is in violation of the Code of Ethics, and failure to withdraw such a [lawsuit without prejudice]
[an arbitration] pending resolution of the peer review may compel the Council on Peer Review to forward this
matter to the Judicial Council.

The Council on Peer Review respectfully requests that you withdraw this [lawsuit] [arbitration] within twenty-one
(21) days of the date of this letter and that you provide CDA a [copy of the court's action which you have taken to
withdraw this case] [copy of the action which you have taken to withdraw arbitration]. If, however, our information
is incorrect, please notify CDA within twenty-one (21) days of the date of this letter.

The Council on Peer Review would also like to inform 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 of Civil Procedures Sections 337 and 339.

Sincerely,

Council on Peer Review

C: Dental Society
(Patient)
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Form #47

Notification of Settlement
(CDA Letterhead)

Date

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

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

Dear (Dentist or Patient):

The California Dental Association has been notified by ___________ that an agreement has been reached
concerning the above-mentioned peer review case. We are pleased that this matter has been amicably resolved.

If this information is incorrect, please contact the California Dental Association, Council on Peer Review, P.O. Box
13749, Sacramento, CA 95833-4749 within seven (7) working days from the date of this letter. Otherwise, we will
consider the case closed.

Thank you for contacting the California 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 time peer 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 virtue of his or her membership 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 decision. Therefore, we will proceed with the resolution of this matter and upon completion of
review, CDA will forward its decision to you. Please be advised, should Dr. __________ choose not to cooperate
with the peer review decision, you may not be able to collect on any money that the peer review committee may
award. If Dr. _____________ is unwilling to cooperate, then the actions that the peer review committee can take
against him or her will not include compelling him or her to 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 cooperation and understanding in this matter.

Sincerely,

Council on Peer Review

C: Dental Society
Dentist
Insurance Carrier, if any
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Acknowledgment of 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 in California Dental Association (CDA) and ______________ Dental
Society, we are writing to discuss your membership status as it relates to your pending 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 case. Upon completion of the
review, CDA will forward the approved decision to you.

Thank you for your cooperation in this matter.

Sincerely,

Council on Peer Review

C: Dental Society
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Patient Notification of Failure to Appear
(CDA Letterhead)

Date

Name (Patient)
Address
City, ST Zip Code

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

Dear (Patient):

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

Your failure to appear on both occasions, with no notice, requires us to close the case.

Sincerely,

Council on Peer Review

C: Dental Society
Dentist
Insurance Carrier, if any
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Form #51
Dentist Non-Compliance During Review Letter (First Notice)

(CDA Letterhead)
CERTIFIED RETURN RECEIPT MAIL

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 Form (Form #15)
( ) the completed Consulting/Subsequent Treating Dentist Reply Form (Form #19)
( ) typed, verbatim transcription of treatment notes
( ) copy of original progress records
( ) radiographs
( ) models
( ) billing information (including a single patient ledger)

which was requested for review of the above mentioned 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 (CDA), Section 3, Cooperation with Duly
Constituted Committees:

"A dentist 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 decisions of such
body"

If, for any reason, the committee has been in error in processing this request or if you have been able to resolve this
matter in the interim, please notify the California Dental Association, Council on Peer Review, P.O. Box 13749,
Sacramento, CA 95833-4749 in writing within ten (10) working days from the date of this letter.

Should you not comply within ten (10) working days from the date of this letter, you may be referred to the Judicial
Council.

Sincerely,

Council on Peer Review

C: Dental Society
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Form #52
Dentist Non-Compliance with Resolution Letter (First Notice)

(CDA Letterhead)
CERTIFIED RETURN RECEIPT MAIL

Date

Name
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Dentist):

The California Dental Association (CDA) requested that you refund $__________ to the patient to resolve this
complaint. The appeal period has closed; therefore, the decision has become final.

Please forward your check in the amount of $__________, made payable to _____________, to the California
Dental Association, Council on Peer Review, PO Box 13749, Sacramento, CA 95853-4749 within ten (10) working
days from the date of this letter. Failure to do so may be a violation of Section 3 of the CDA Code of Ethics,
"Cooperation with Duly Constituted Committees”, and may be referred to the CDA Judicial Council for possible
disciplinary action.

Your cooperation is appreciated.

Sincerely,

Council on Peer Review

C: Dental Society
Patient
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Form #53
Dentist Non-Compliance with Resolution Letter (Second Notice)

(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 relationship of your membership status to your pending peer review case(s)
involving the above-mentioned party(ies).

The California Dental Association (CDA) Council on Peer Review (council) wishes to inform you that you agreed to
abide by the peer review committee’s decisions pursuant to CDA’s Code 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 comply, you may be in violation of Section 3 of the CDA Code of Ethics, “Cooperation with Duly
Constituted Committees”, and our committee will have no alternative but to refer you to the CDA Judicial Council
for consideration of possible disciplinary action.

Pursuant to this final decision and the previous discussion, we respectfully request your compliance within ten (10)
working days from the date of this letter, to prevent any further referrals on our part. Thank you for your cooperation
in this matter.

Sincerely,

Council on Peer Review

Enclosure: Resolution Letter

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 Council on Peer 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 should be directed to the CDA Judicial Council at the California Dental
Association, Judicial Council, Post Office Box 13749, Sacramento, CA 95853-4749.

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 Practice)

(CDA Letterhead)

Date

To: , DDS
Chair, Peer Review Committee

From: , DDS
Chair, Council on Peer Review

Subject: , DDS

The following cases were determined to be adverse and were initiated within a 24-month period. The dates
following the case names reflect the initiation dates.

, DDS/ , Patient__________________
(insert date)

, DDS/ , Patient__________________
(insert date)

, DDS/ , Patient__________________
(insert date)

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

(Should there be anything unusual about the dentist’s membership status at the time the cases were initiated and/or
during the review, please make notation of it here, i.e. Please note that Dr. was a pending applicant at the
time these cases were opened, however, he or she was denied membership on .)

Date

Enclosure:
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Form #56
Non-Compliance of Consulting/Subsequent Dentist Letter

(CDA Letterhead)
CERTIFIED RETURN RECEIPT MAIL

Date

Name
Address
City, ST Zip Code

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

Dear (Dentist):

Our records indicate that you have not responded to the California Dental Association’s (CDA’s) request for your
input regarding the above-mentioned peer 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 dentist 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 decisions of such
body"

If for any reason the committee has been in error in processing this request, please notify the California Dental
Association in writing within ten (10) working days from the date of this letter. Should you not comply within ten
(10) working days from the date of this letter, you 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

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

Recently, the California Dental Association (CDA) staff contacted Dr. ____________ concerning non-compliance
with the committee’s recommendation of a refund. The refund has been received at CDA and we are therefore
closing this case.

C: Dentist
Patient
Insurance Carrier, if any
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Form #58

Notification to Committee of Additional Information Received
(CDA Letterhead)

Date

(Name)
Chair, Peer Review Committee
Specialty Review Organization
Address
City, ST Zip Code

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

Dear (Dentist):

Additional information is enclosed for your committee’s consideration in the above referenced peer review matter.

We look forward to receiving the committee’s final 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 III, Responsibilities
of Component and Specialty Peer review committee, Preparation of Resolution Letter.

(Address letter to person initiating complaint)
_____________________________________________
_____________________________________________
_____________________________________________

Subject:__________________, DDS/________________, Patient
Insuring Entity: _________________ (if applicable)
Name of Insured: _________________ Group No: __________
Social Security No.: _____________________

Dear ________________:

This resolution is written regarding a problem that occurred between the above-mentioned parties wherein you asked
the ______________Dental Society and the California Dental Association (CDA) to determine if the (specify
treatment) __________ rendered to you by Dr. ____________ was acceptable (and/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
_______________________(name of organization). (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 expertise of a consultant.

(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 the treatment in 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 review you stated that: (List/summarize all concerns/complaints of initiating party.)
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

(Procedures followed and evidence considered)

The committee has reviewed: your written inquiry; results of the clinical examination, which was performed using
CDA’s Guidelines for the Assessment of Clinical Quality and Professional Performance; information from your
insurance carrier (if applicable); information from your consulting/subsequent treating dentist(s) (if applicable);
and the response from Dr.________. The clinical examination performed on ______________(date) was a thorough
evaluation of the dental treatment in question. Peer Review does not provide for a comprehensive full mouth dental
examination. (If a clinical examination was not performed, explain why. Expand on above and list any
additional evidence as necessary.)

(Address concerns that fall outside the parameter of peer review.)
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
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(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. Therefore, the ruling of the committee is that a refund is not in order. (The
committee must address the patient’s complaint and in a non-clinical 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 the treatment rendered in the amount of
$ ______________. Any additional costs that may be incurred as a result of re-treatment will be your responsibility.
Per the Patient Agreement Form signed by you on ______ (date), you agreed to sign a Release of All Claims Form
should the committee determine that a refund is in order. Therefore, prior to receiving a refund, you will be required
to sign a Release of All Claims.

-or-

It has been determined that the treatment in question meets the guidelines for dental care as set 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 patient’s complaint and provide an
explanation as to why the treatment is acceptable but incomplete.)
______________________________________________________________________________
______________________________________________________________________________

(Refund Information)

Dr. ______________ is instructed to forward his or her check in the amount of $_________ made payable to
______________ (patient’s name) and a check in the amount of $_________ made payable to
______________________ (insurance carrier name, if applicable) to the California Dental Association,
Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749, within ten (10) working days following
the expiration of the appeal period or the determination of any appeal of this decision. Within 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 and the check made payable to the insurance carrier (if applicable) will
be mailed within ten (10) working days of CDA receiving the signed Release of All Claims Form. The check to the
carrier will be mailed to re-establish your eligibility. (In instances where a refund is to be deducted from the
patient’s outstanding balance, or the balance reduced to zero, request that an adjusted statement be sent to
CDA reflecting that fact.)

If corrective treatment is recommended, include the following paragraph: Dr. ______________ is responsible
for your corrective treatment limited to_______________ (periodontal, prosthodontic, endodontic). You will
have 30 working days from the expiration of the appeal period or the determination of any appeal of this decision to
submit a written corrective treatment plan and cost estimate from the dentist of your choice to the California Dental
Association, Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749, for review and approval.
Once the corrective treatment plan and cost estimate have been approved, any additional treatment or fee that is not
further approved by the Peer Review Committee will be your responsibility. (Note: Must include corrective
treatment criteria. See Corrective Treatment Plan and Cost Estimate Approval Letter Form #94 and Appeal
Criteria Statement for Corrective Treatment Plan and Cost Estimate Form #29A). Upon written approval of
the corrective treatment plan and cost estimate, Dr. ____________ will be requested to forward his or her check for
the approved amount to the California Dental Association, Council on Peer Review, P.O. Box 13749,
Sacramento, CA 95853-4749 within fifteen (15) working days. Within ten (10) working days of receiving the
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check from Dr. ___________, CDA will forward a Release of All Claims Form for your signature. Upon receipt of
the signed Release of All Claims, CDA will record and forward the check to you and the case will be considered
closed. If a written corrective treatment plan and cost estimate are not received within the 30-day time period 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.____________’s copy of this letter. The appellant(s)
must within the thirty (30) calendar days from the date of this resolution letter, factually demonstrate in writing
(typed or printed legibly) one or more of the appeal criteria on the enclosed appeal criteria statement.

All appeal requests MUST be MAILED to: OR Overnighted to:
California Dental Association California Dental Association
Council on Peer Review - Appeals Panel Council on Peer Review - Appeals Panel
Post Office Box 13749 1201 K Street, 16th Floor
Sacramento, CA 95853-4749 Sacramento, CA 95814

Facsimile transmissions of appeals will not be accepted. If you choose to appeal the decision of this committee, the
appeal must be postmarked no later than DATE. The decision is not final
until the expiration of thirty (30) days from the date of this letter without an appeal filed, or the determination of any
appeal of this decision.

Thank you for allowing the ______________ Dental Society and the California Dental Association to be of
assistance to you.

Sincerely,

Council on Peer Review

Enclosure: Appeal Criteria

C: Dental Society
Specialty Committee’s Name (if applicable)
Treating Dentist’s Name
Insurance Carrier



CDA Peer Review Manual Forms/Form Letters

7-84 Rev: 12/10/10

Form #60
Resolution Letter Guidelines

The following points are to be used in reviewing the resolution letter. These points are intended to be guidelines.

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

• Does the resolution letter identify all the inquiries contained in the patient’s request for review?

• Does the resolution letter include a statement of evidence considered by the peer review committee
including x-rays, consulting dentist information, periodontal probings, etc?

• Does the resolution letter make reference to the performance and date of a clinical examination? If not,
does it explain why a clinical examination was not performed?

• If the treatment has been found to be acceptable, does the resolution letter address -- in a non-clinical
manner -- each of the patient’s complaints as to why the treatment is acceptable?

• If quality of care does not meet the guidelines of care, has the dentist under review caused further harm to
the patient which will result in corrective treatment? Has this been addressed in the resolution letter?

• Has refund been adequately explained so all parties will understand how the figures have been arrived?

• If applicable, has the carrier been reimbursed?

• If corrective treatment is involved, has an allowance been made for submission of estimates and payment
by the dentist under review?

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

• Is appeal criteria statement included?

• Have all parties been copied on letter?
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Refund Guidelines

The following questions and statements will 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 the treatment 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 treatment?
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 carrier pay on the acceptable treatment? How much?

4. Determine:

a. What is the patient’s financial responsibility for unacceptable treatment?
b. What is the patient’s financial responsibility for acceptable treatment?

5. a. Did the patient make any payments? How much?
b. Is there an outstanding balance on the account? How much?

6. Compute the refund using the following assumptions:

a. If the patient is still covered by the carrier, and the carrier has indicated that benefits will be
reestablished, the carrier will receive a full refund for all benefits paid toward unacceptable
treatment.

b. If the patient is no longer covered by the carrier, the patient will receive a full refund for all
benefits paid by the carrier toward the unacceptable treatment, however, if the patient has an
outstanding balance for acceptable treatment, a full credit for the benefits paid for the
unacceptable treatment by the carrier will be applied towards the patient’s outstanding balance.

c. Any payments paid by patient will be applied 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 the carrier is always mailed immediately following the expiration of the thirty-day appeal
period or the determination of any appeal of the decision and upon receipt of the sign Release of All Claims
Form in order reestablish the patient’s eligibility for that treatment which was found to be unacceptable.

2. Anytime an outstanding balance is to be forgiven and/or reduced, an adjusted ledger card reflecting the
adjustment must be 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 Association guidelines but is
incomplete, a refund/adjustment may be awarded for the portion of the treatment which
was not complete.
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Resolution Addendum Format

(CDA Letterhead)

Doctor:
Patient:

The records in the above case indicate that the patient was examined and/or records were reviewed by (#)
members of the ________________ Dental Society Peer review committee on (date) . These records
were also reviewed by the California Dental Association Council on Peer Review.

The Treatment in Question:

Clinical Evaluation:

Radiographic/Photographic Evaluation:

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

Treatment Notes:

Conclusion:

Peer review committee certifies that 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 treatment, or fraud or billing irregularities, you
could be referred to the CDA Judicial Council for investigation of possible ethical violations.
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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 Form (Form #4),
and Authorization for Use and Disclosure of Health Information (Form #5). We wish to update you on the status of
the above-referenced peer review case.

We are presently in the process of performing an initial screening of the case and contacting all involved parties for
records and input. Once the committee receives all of the information, we will, if necessary, be contacting you to
schedule a patient examination. If an examination is not deemed necessary, we will proceed with the review process
to reach a final determination.

The peer review committee wishes to remind you that utilization of peer review does not stop, interrupt or suspend
the running of the time period for filing for a civil suit against the dentist in question. 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
the dentist after peer review is concluded.

The Peer review committee requests your patience and cooperation as we proceed. In the meantime, if you have any
questions, please feel free to contact the California Dental Association.

Sincerely,

Council on Peer Review

C: Dental Society
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Form #66
Amended Resolution Letter Worksheet

(CDA Letterhead)

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 (Dentist)/Mr./Ms.:

This amended resolution letter is written as a result of the (date) appeal request you submitted to the California
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 of the (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 letter, unless the decision was overturned. If the
decision was overturned, type in the new conclusion(s).

Refund Information:

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

If corrective treatment is recommended, the corrective treatment plan and cost estimate must be submitted to CDA
within thirty (30) working days from the date of the amended resolution letter.

Appeal Criteria Statement:

The amended resolution letter should afford another thirty (30) day appeal period, unless the amended resolution
merely corrects an erroneously calculated refund amount, clarifies a refund/corrective treatment amount, corrects a
typographical error, or any other clarification that does not change the decision of the peer review committee.

Thank you for allowing the California Dental Association to be of assistance to you.

Sincerely,

Council on Peer Review

Enclosure: Appeal Criteria (if applicable)

C: Dental Society
Dentist
Insurance Carrier
Patient, as appropriate
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Form # 68
Carrier Agreement Form

This form is required as it indicates your agreement to be bound by the decision of the peer review committee.

The California Dental Association (CDA) has been requested to review the dental services provided or proposed by
Dr. _____________________ for your insured, ___________________________________. All parties concerned
must consent to the review by the dental society peer review committee and CDA according to CDA’s policies and
procedures.

The CDA will only review over-utilization cases involving member dentists. A dentist, by membership in CDA,
automatically agrees to be bound by the decision reached by the peer review committee and the CDA. Therefore, his
or 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 review of the 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 society’s peer review committee, or CDA’s Council on Peer Review can be
provided or used to reveal information in any manner.

3. The decision reached by the dental society’s peer review committee and CDA or a decision reached by
CDA’s Council on Peer Review’s Appeals Panel on an appeal shall be determinative of any issues involved
in connection with the dental treatment rendered or proposed as described.

4. _______________________________________ (carrier) agrees to abide by the decision of the Peer review
committee in allowing benefits as deemed appropriate by the peer review 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 null and void 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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Form # 69
Request for Additional Information from Carrier

(CDA Letterhead)
CERTIFIED RETURN RECEIPT MAIL

Date

Name(Carrier)
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Insurance Carrier):

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 review will commence.

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 terminated. Thank you very
much for your cooperation.

Sincerely,

Council on Peer Review
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Form #70

Dentist Notification Letter (Over-Utilization)
(CDA Letterhead)

CERTIFIED RETURN RECEIPT MAIL

Date

Name
Address
City, ST Zip Code

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

Dear (Dentist) ______________:

The California Dental Association (CDA) has recently received the enclosed request for assistance from the
above-mentioned insurance company. Based on information provided in the carrier’s letter, this request has been
determined to be appropriate for the peer review system. To assist the peer review committee in resolving this
problem, you are requested to provide, on the enclosed Treating Dentist Reply Form (Form #15), your side of this
dispute. Also, 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 case.
Your treatment notes must be typed and transcribed verbatim.

Pursuant to a resolution passed by the trustees at their March 1984 meeting, these over-utilization reviews must be
completed within 60 working days. Our committee is allowed 20 working days to gather information from parties
involved and submit a letter of resolution. Therefore, it is necessary that you respond to this letter within five (5)
working days from date of receipt. If you are unable to do so, please contact CDA immediately. Failure to do so
will result in the review continuing without benefit of dentist information, as well as a possible referral to the CDA
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 resolution 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 the
CDA’s Council on Peer Review Appeals Panel. This appeal must be mailed certified within ten (10) working days
from the date of the resolution letter. Any decision of an appeal panel is final and binding. If an appeal review is
deemed appropriate, it will only review the procedures followed to determine if they were fair and whether the
decision was supported by the evidence considered. It will not entail a new review of the evidence.

The committee wishes 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 committee comprises your only chance to present your “side
of the story”. The 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 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 decisions of a duly constituted committee. Shouldyou fail to
comply with a request or recommendation of the peer review committee, you may be in violation of Section 3 of the
CDA Code of Ethics, Cooperation with Duly Constituted Committees, and shall be referred to CDA’s Judicial
Council for investigation. The Judicial Council will review the records to assure your rights 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. If you intend to assert your
rights to arbitrate this case pursuant to an arbitration agreement with the patient, you must notify CDA of this fact in
writing within ten (10) working days from the date of this letter. If you fail to notify CDA of your right to
arbitration, you waive the right to challenge the peer review process or any decision of the peer review committee on
the basis of the arbitration agreement.

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

Consequently, you are invited to attend a portion of the peer review committee’s 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 meeting. Your presentation should be
as concise as possible, since the committee has a limited amount of time available.

The review committee will examine your patient’s dental records and, if the committee determines that it is
necessary, will examine your 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 approval and
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 appreciated.

Sincerely,

Council on Peer Review

Enclosure

C: Insurance Carrier
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Form #71
Patient Request for Copy of Records/Radiographs Letter

CERTIFIED RETURN RECEIPT MAIL

Date

Name
Address
City, ST Zip Code

Subject: Patient Records for (name)

Dear (Dentist):

In accordance with Section 1684.1(a)(1) and (2) 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, please do not hesitate to contact me at (phone number).

Sincerely,

(Patient Name)

C: California Dental Association
Dental Society
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Form #72

Release of All Claims

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

[Refund to Patient: Within ten (10) working days of the California Dental Association (CDA) receiving this
executed release, I understand and agree that CDA 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 the California Dental Association (CDA) receiving
this executed release, I understand and agree that CDA will 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 _____.]

[Adjusted Balance: Within ten (10) working days of the California Dental Association (CDA) receiving this
executed release, I understand and agree that Dr. __________ will make an adjustment to my account in the amount
of $________, and that a copy of this credit statement reflecting the adjustment will be forwarded to me by CDA.]

[Corrective Treatment: Within ten (10) working days of CDA receiving this executed release, I understand and
agree that CDA will deliver the sum of $________ to me as payment for my approved corrective treatment. Such
payment shall be made by check number _____.]

Closing Statement: In consideration of the above-referenced [check(s), adjusted balance, and/or carrier refund], I
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 of ______, ________ to the _______
(___) day of ________, ____________, which treatment has been reviewed by the peer review committee.

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

“A general release does not extend to claims which the creditor does not know or suspect to exist in his or
her favor at the time of executing the release, which if known by him or her must have materially affected
his or her settlement with the debtor.”

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

It is understood and agreed that by accepting the above-referenced [checks, adjusted balance, and/or carrier refund] I
am forever giving up any right to pursue a claim in arbitration or court regarding the treatment in question. I 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 suffering or other damages. I also understand that I 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.

I HAVE READ THE FOREGOING RELEASE AND FULLY UNDERSTAND IT.

Signed this day of , _________.

_______________________ (Patient or Patient’s Parent/Guardian)

C: Treating Dentist(s)
Dental Society



CDA Peer Review Manual Forms/Form Letters

7-97 Rev: 12/10/10

Form #73

Release of All Claims Transmittal 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 $__________. The California Dental
Association (CDA) is in receipt of his or her check made payable to you.

Enclosed is the Release of All Claims Form for you to sign and date and forward to the California Dental
Association, Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749, within 15 working days
from the date of this letter. Within ten (10) working 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 15-day period, the check will be returned to
Dr. _______________ and this case will be considered closed.

Should you have any questions, please contact CDA 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 receipt of his or her
check made payable to you in the amount of $_________.

Enclosed is the Release of All Claims Form for you to sign and date and forward to the California Dental
Association, Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749, within 15 working days.
Within ten (10) working 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 15-day period, the check will be returned to Dr.
_______________ and this case will be considered closed.

Should you have any questions, please contact CDA at 800.232.7645.

Sincerely,

Council on Peer Review

Enclosure

C: Dental Society
Dentist
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Patient Notification Letter (Dentist’s Appeal to a Carrier’s Decision)
(CDA Letterhead)

Date

Name
Address
City, ST Zip

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

Dear (Patient):

Dr. has contacted us about the dental treatment you received in his or her office. Per the (Carrier)’s
letter, dated , Dr. has requested an appeal of the decision through the California Dental
Association (CDA). Before we begin the peer review 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 themselves. A special committee of dentists, known
as the Peer review committee, volunteers their time to consider questions about the quality and/or appropriateness of
dental care. Cases may also be submitted for review when there is a question regarding an insurance claim. 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 was completed or one year from the date you recognized that there was a problem, whichever
occurs first.

There is no charge for this service; however, 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 peer review system to handle questions about getting money back for time lost from work or pain
suffered as a result of your treatment. In addition, the peer review system is an alternative to litigation, and cannot be
used if such proceedings have begun, or if the case has already been decided by a court of law. Should any party
involved initiate litigation after the peer review process begins, the peer review action will cease immediately.

The review committee will examine your dental records, and if the committee determines that it is necessary, talk to
you and your dentist separately, and examine you before making its decision. The committee may decide that the
treatment was acceptable; however, if the committee decides the treatment was not acceptable or was not
appropriate, it will make a recommendation to the dentist, such as:

1. The dentist must refund all or part of monies paid by you and/or your insurance carrier so that you may go
to the dentist of your choice and have the treatment redone.

2. If the committee 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 be awarded.

Upon receipt of the peer review’s decision, you, the dentist or the carrier may submit a request for reconsideration,
known as an “appeal”. Once a decision is made on an appeal, it is final and binding, and you may no longer use the
peer review system on this matter.

Please carefully read and complete the enclosed three forms: Patient Agreement Form (Form #4), Authorization for
Use and Disclosure of Health Information Form (Form #5) and Patient Request for Interview Form (Form #90). The
purpose of these forms is explained at the top of each one. All forms must be completed and returned to the
California Dental Association, Council on Peer Review, P.O. Box 13749, Sacramento, CA 95853-4749 within
30 working days from the date of this letter before review process can begin.
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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 such actions 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.

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

Sincerely,

Council on Peer Review

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

C: Dentist
Insurance Carrier



CDA Peer Review Manual Forms/Form Letters

7-100 Rev: 12/10/10

Form #75

Amended Resolution Addendum Format
(CDA Letterhead)

Doctor:
Patient:

This amended resolution addendum is written as a result of the (date) appeal request (name of appellant) submitted
to the California Dental Association Council on Peer Review Appeals Panel.

The records in the above case indicate that the patient was examination and/or records reviewed by #
members of the Peer review committee on (date) .

(If applicable -- In response to the appeal request, the above patient was re-examination and/or records re-reviewed
by member(s) of the Peer review committee on (date) .)

Treatment in Question:

Clinical Examination:

Radiographic/Photographic Evaluation:

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

Treatment Notes:

Conclusion:

Peer review committee certifies that 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 treatment, or fraud or irregular billing you could be
referred to the CDA Judicial Council for investigation of possible ethical violations.





CDA Peer Review Manual Forms/Form Letters

7-102 Rev: 12/10/10

Form #77
CROWNS AND FIXED PARTIAL PROSTHODONTICS

Patient: ___________________________________ Dentist:__________________________________________

Date of Examination: ___________________________ Examiner: _____________________________________

Treatment in Question: __________________________________________________________________________

Radiographs taken at examination? Yes ______ No ______ Date & Type radiograph(s) reviewed: ______________

____________________________________________________________________________________________

Describe radiographic findings: ___________________________________________________________________

_________________________________________________________________________________________

Describe general periodontal health: ________________________________________________________________

Patient’s 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 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 patient is now occurring

Tooth & Treatment Comments/Observations

Perio Pockets

Mobility & Furca

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

Surface Texture R 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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Comments/Observations

Tooth & Treatment

Perio Pockets

Mobility & Furca

Comments/Observations

Shade R S T V (circle one)

Surface Texture R 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 (circle one)

Surface Texture R 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)



CDA Peer Review Manual Forms/Form Letters

7-104 Rev: 12/10/10

Form #78
COMPLETE DENTURE PROSTHODONTICS

Patient: _________________________________ Dentist: ______________________________________

Date of Examination: _________________________ Examiner: _________________________________

Treatment in Question: Upper (Maxillary) / Lower (Mandibular) Denture

Patient’s 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 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

Facial Harmony 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

Peripheral Seal R S T V

Occlusion: (circle one) Comments/Observations

Centric R S T V

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 of Examination: ______________________ Examiner: _______________________________________________

Treatment in Question: ________________________________________________________________________________

Radiographs: Taken at Examination? Yes_____ No ______ Date & Type radiographs reviewed: ___________________

Describe radiographic findings: _______________________________________________________________________

________________________________________________________________________________________________

Describe general periodontal health: ______________________________________________________________________

Patient’s 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 above summary: _____________________________________________________________________

_______________________________________________________________________________________________

Operational Explanation (circle one)
R - Range of excellence
S - Satisfactory
T - Unsatisfactory, future damage is likely to occur
V - Unsatisfactory, damage to patient is now occurring

Maxillary Partial

Mandibular Partial

Comments/Observations

Periodontal Status of Abutments

Clasps
Tooth #s

Replacing
Tooth #s

Design

Saddles

Stability

Retention

Occlusion

(circle one)
R S T V

R S T V

R S T V

R S T V

R S T V
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Form #80
OPERATIVE DENTISTRY

Patient: _____________________________ Dentist: _________________________________________________

Date of Examination: ______________________________ Examiner: _________________________________

Treatment in Question: ________________________________________________________________________

Radiographs taken at examination? Yes____ No____ Date & Type radiographs reviewed: __________________

Describe radiographic findings: ________________________________________________________________

_________________________________________________________________________________________

Describe general periodontal health: ______________________________________________________________

Patient’s 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 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

Tooth / Treatment Comments/Observations

Perio Pockets

Mobility & Furca

(circle one) Comments/Observations

Shade R S T V

Surface Texture R S T V

(circle one) Comments/Observations

Contours R S T V

Marginal Ridge R S T V

Occlusion R S T V

Contacts R S T V

(circle one) Comments/Observations

Margins R S T V
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Tooth / Treatment Comments/Observations

Perio Pockets

Mobility & Furca

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

Surface Texture R S T V

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

Marginal Ridge R S T V

Occlusion R S T V

Contacts R S 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 V

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

Marginal Ridge R S T V

Occlusion R S T V

Contacts R S 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 V

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

Marginal Ridge R S T V

Occlusion R S T V

Contacts R S T V

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

Patient: _______________________________ Dentist: __________________________________

Date of Examination: __________________________ Examiner: ________________________________________

Treatment in Question: __________________________________________________________________________

Radiographs taken at examination? Yes ____ No ____ Date & Type radiographs reviewed:____________________

Describe radiographic findings:

_________________________________________________________________________________________

Describe general periodontal health: _

Patient’s 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 treatment): Yes _____ 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 likely to occur
V - Unsatisfactory, damage to patient is now occurring

Comments/Observations
Root Planning & Sealing

Treatment Plan acceptable / non-acceptable (circle one)

Treatment R S T V (circle one)

Comments/Observations
Gingival Curettage

Treatment Plan acceptable / non-acceptable (circle one)

Treatment R S T V (circle one)

Comments/Observations

Periodontal Surgery Type: gingivectomy flap osseus muco-gingival other_____________

Treatment Plan acceptable / non-acceptable

Treatment R S T V (circle one)
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Form #82
ORTHODONTICS

Patient: Dentist:

Date of Examination: Examiner:

Treatment in Question:

Radiographs taken at examination? Yes No Date & Type radiographs reviewed: ___________________________

Describe radiographic findings:

Describe general periodontal health:

Patient’s 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 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 has now occurred

Diagnosis Comments/Observations
(circle one)

R S T V

Treatment Plan Comments/Observations
(circle one)

R S T V

Examination Findings (clinical or records) Comments/Observations
(circle one)

R S T V

Patient Cooperation Comments/Observations
(circle one)

R S T V

Myofunctional Problems Comments/Observations

Retention Phase Comments/Observations
(circle one)

R S T V
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Form #82
PRETREATMENT CONDITION

Angle
Classification

Right Side
Molar

Cuspid

Left Side
Molar
Cuspid

Class I

Class II Div I

Class II Div
II

Class III

Dental Condition

Arch Length Maxillary Excess Adequate Deficient Amount _____mm

Mandibular Excess Adequate Deficient Amount______mm

Crossbite Right Side Left Side Anterior

Overbite Normal Open Bite____mm Closed bite___mm

Overjet Normal Edge to Edge Excessive____mm

Curve of Spee Normal Reversed Flat Deep

Dentition Primary Mixed Permanent

Midline Maxillary Midline to Midsagital ___________/__________
Mandibular Midline At Rest___________/__________

Occlusion_________/________
Path of Closure Normal Right Lateral Slide Left Lateral Slide Anterior Slide

TMJ Normal
Pain

Click right/left
Deviation right/left

Restricted opening Closed Lock

Lip Posture Normal Together Strained Apart

Lip Tonus Normal Hypotonus Hypertonus

Frenum Normal Heavy Upper/Lower

Tonsils Normal Enlarged Enlarged & Pitted Problem

Eruption Normal Early Late

Profile Normal Retrusive Flat Protrusive

Myofunctional None Tongue Thrust Lip Wedging Mentalis

Habits None Thumb sucking Mouth breathing Fingernail

Hygiene Excellent Good Fair Poor
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Form #82

EXAMINATION FINDINGS

Angle
Classification

Right Side
Molar

Cuspid

Left Side
Molar
Cuspid

Class I

Class II Div I

Class II Div
II

Class III

Dental Condition

Arch Length Maxillary Excess Adequate Deficient Amount _____mm

Mandibular Excess Adequate Deficient Amount______mm

Crossbite Right Side Left Side Anterior

Overbite Normal Open Bite____mm Closed bite___mm

Overjet Normal Edge to Edge Excessive____mm

Curve of Spee Normal Reversed Flat Deep

Dentition Primary Mixed Permanent

Midline Maxillary Midline to Midsagital ___________/__________
Mandibular Midline At Rest___________/__________

Occlusion_________/________

Path of Closure Normal Right Lateral Slide Left Lateral Slide Anterior Slide

Lip Posture Normal Together Strained Apart

Lip Tonus Normal Hypotonus Hypertonus

Frenum Normal Heavy Upper/Lower

Tonsils Normal Enlarged Enlarged & Pitted Problem

Eruption Normal Early Late

Profile Normal Retrusive Flat Protrusive

Myofunctional None Tongue Thrust Lip Wedging Mentalis

Habits None Thumb sucking Mouth breathing Fingernail

Hygiene Excellent Good Fair Poor
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Form #83
ORAL SURGERY

Patient: _____________________________ Dentist: _________________________________________

Date of Examination: ________________________ Examiner: _________________________________________

Treatment in Question: _________________________________________________________________________

Radiographs taken at examination? Yes_____ No ______ Date & Type radiographs reviewed:_________________

Describe radiographic findings: ___________________________________________________________________

_____________________________________________________________________________________________

Describe general periodontal health: _______________________________________________________________

Patient’s 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 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
EXTRACTIONS: (circle one) Comments/Observations

Appropriateness of treatment R S T V

Completeness of Extraction R S T V

Tissue Management R S T V

PATHOLOGY: (circle one) Comments/Observations

Diagnosis R S T V

Surgical Techique R S T V

Referrals and Supportive Care R S T V

TMJ: (circle one) Comments/Observations

Appropriateness of treatment R S T V

Surgical R S T V

Non Surgical R S T V

Appliances R S T V

TRAUMA: (circle one) Comments/Observations

Appropriateness of Treatment R S T V

Diagnosis R S T V

Supportive Care R S T V
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Form #84

Letter to Patient Residing in Another State Regarding Status of Case
(CDA Letterhead)

Date

Patient
Address
City, ST Zip Code

Subject: (Dentist)/(Patient)

Dear (Patient):

Thank you for completing and returning the Request for Review Form (Form #3), Patient Agreement Form (Form #4),
Authorization for Use and Disclosure of Health Information Form (Form #5) and Patient Request for Interview Form
(Form #90). We wish to update you on the status of the above-referenced peer review case.

We are presently in the process of performing an initial screening of the case and contacting all involved parties for records
and input. Once the committee receives all of the information, we will, if necessary, be contacting you to schedule a patient
examination.

If an examination is necessary, you will need to return to California sometime within 120 days of this letter. Please use the
enclosed form to acknowledge your ability to return for the clinical examination and return it to the California Dental
Association (CDA) within 15 days.

If an examination is not deemed necessary, we will proceed with the review process to reach a final determination.

The peer review committee requests your patience and cooperation as we proceed. In the meantime, if you have any
questions, please feel free to contact CDA.

Sincerely,

Council on Peer Review
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Form # 85

Patient Will/Will Not Attend Clinical Form
(Patient Residing in Another State)

I, , Patient

YES ___ I AM ABLE TO RETURN TO CALIFORNIA, IF NECESSARY, FOR A CLINICAL
EXAMINATION OF MY DENTAL TREATMENT.

NO ___ I WILL NOT BE ABLE TO RETURN TO CALIFORNIA FOR A CLINICAL EXAMINATION OF MY
DENTAL TREATMENT.

Patient:

(Sign) (Date)

Please note: If you are unable to return to California for the clinical examination, and it is necessary to conduct
one in order to review the case, the case will be considered closed.

Return within 15 working days to:

California Dental Association
P.O. Box 13749

Sacramento, CA 95853-4749
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Form # 86

Explanation of Clinical Examination

Thank you for attending the clinical examination. Before we begin, we would like you to read the following:

1. The clinical exam is only one aspect of the peer review system considerations.

2. The committee is here to exam your dental work and listen to your concerns. The committee may not comment
on whether or not your treatment meets the standard of care and cannot agree or disagree with your statements
regarding your treatment.

3. The committee examining you today will prepare a report and send it to the dental society office. If you wish to
find out how the case is progressing, please call the dental society and not a member of the panel that is examining
you. This is an examining panel and is not involved in the routine matters of following the case to closure.

4. You will be notified by certified mail of the decision of the committee. Prior to the mailing of the resolution
letter, no one involved in this process is able to comment on the possible outcome.

5. After the clinical examination, if you feel you need to obtain treatment prior to the final resolution of your case,
you may seek treatment from the dentist of your choice. Please note, however, that the financial responsibility for
this treatment is yours, but there may be a reimbursement for the treatment if the final decision is in your favor.

Please sign here, indicating you have read and understood the above.

____________________________ __________________________
Signature Date
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Form #87

Refund Distribution Worksheet

Dates of treatment rendered: From: ____________ To: _____________
Insurance

Treatment Fee Charged Pt. Payment Payment Refund

1) __________ __________ __________ __________ _________
2) __________ __________ __________ __________ _________
3) __________ __________ __________ __________ _________
4) __________ __________ __________ __________ _________
5) __________ __________ __________ __________ _________
6) __________ __________ __________ __________ _________
7) __________ __________ __________ __________ _________
8) __________ __________ __________ __________ _________
9) __________ __________ __________ __________ _________
10) __________ __________ __________ __________ _________

Total: __________ __________ __________ __________ $________

Is treatment in question incomplete? Yes _______ No _______

Is treatment in question ACCEPTABLE up to the point of incompletion? Yes _______ No _______

What portion (%) of the full treatment does this incomplete portion represent? _________ (33%, 50%, 66%, other)

1/3 of Fees ___________
1/2 of Fees ___________
2/3 of Fees ___________

If other, please explain:

Are there any discounts given or charge reversals on unacceptable treatment? $_________
Yes______ No ______

Refund amount to patient: $____________
Refund amount to carrier: $____________
Outstanding balance of patient: $____________
Refund credited balance: $____________
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Form #88A
Notification to Patient of Dentist Referral to Judicial Council

(Non-Compliance with Records)
(CDA letterhead)

Date

Name (Patient)
Address
City, State, 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 time peer 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 virtue
of his or her membership in the CDA, agreed to abide by the peer review decision. The peer review committee had
every confidence that Dr. ________ would assist the peer review committee by providing all pertinent data which
would enable a complete review of your case.

However, Dr. ________has failed to comply with our request to provide copies of relevant records and data in this
matter. Dr. _________’s failure to comply has resulted in a referral to the CDA’s Judicial Council for potential
disciplinary action. Please be advised, however, that the peer review committee, in referring this matter to the Judicial
Council, has exhausted all available options for resolving this matter. As such, it is with regret that we must inform
you that we are unable to review your complaint against Dr. _________ since he has not complied with the
committee’s request. Therefore, this case is now considered closed.

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 cooperation and understanding.

Sincerely,

Council on Peer Review

C: Dental Society
Dentist
Insurance Carrier, if any
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Form #88B

Notification to Patient of Dentist Referral to Judicial Council
(Non-Compliance with Resolution)

(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 time peer 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 virtue of his or her membership in the CDA, agreed to abide by the peer review decision. The peer review
committee had every confidence that both parties would abide by the decision reached.

However, Dr. ___________________ has failed to comply with the resolution of this matter as indicated in the
resolution letter (DATE). Dr. _______________’s failure to comply has resulted in a referral to the CDA’s Judicial
Council for potential disciplinary action. Please be advised, however, that the peer review committee, in referring this
matter to CDA’s Judicial Council, has exhausted all available options for resolving this matter. As such, it is with
regret that we must inform you that we will not be able to enforce the final resolution should the dentist continue to
choose not to comply.

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 cooperation and understanding.

Sincerely,

Council on Peer Review

C: Dental Society
Dentist
Insurance Carrier, if any


