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g 1 1 8890 Cal Center Driv
. fICCESS DENTHL Pm‘;ﬂﬁ:rg;i:;ntlal Sacramenta, CA 95826-3200

Please Iype or print clearly. Each dentist must complefe o separate form. Denfists must submit separate form for each location where they practice.

PROVIDER INFORMATION

PERSONAL Title °DBS. TID.MD.  Specialty: ) Onhodontist 1 Pedodonfist [ Periodontist 1 Oral Swigery (O3 Endodonfist  Todoy's Dote

Lost Nome First Nome Middle Initiol Gender [ Mde - Femok
Date of Birth Sodial Security # License # License Expiration
Dental Schoo! Name Year Groduated DEAH DEA Expiration

Professionol Work Hislary

BOARD STATUS  Ae you Board Certitied? [ No 1. Yes Il o, ore you or fave you been Boord Eligihle? [ Ho [ Yes
Year of Board Cerificction {if applicoble) Are you an ADA Member? T Mo “3Ves
PROFESSIONAL LIABILITY INSURANCE FOR LAST 5 YEARS (use o sepoiate sheet if recessary). IMPORTANT: Please attach o copy of curenl malpractice insurance cover page(s)
showing nome and address of carrier, doctor's nome, expiration dole, and imits of licbility:
Current Carrier Policy # Liits Exp. Dote

Previous {arrier Policy # Limits Exp. Dote

HOSPITAL ADMITTING PRIVILEGES: Do you have hospital privileges? TiNo [ Yes (please complete below)

Hospita! Nome Address Phone
Piotice Name : Phione Fax
Address ity Stale Tip Cade
taling Address (if differant from above) {ity State Tip Code
Principal Owner(s) Pringipa’ Contact(s)
legal Entity {check one) O Coporation [ Parmership (5 Soe Prapsiefor Tax 1D Humber {TIN) or Emptoyer 1D Number (EIN)

FACILITY DETAIL
Facility Locotion {check ong): [ Professional Bullding (3 Stand-olone Building (3 Shapping Center

Number of Accessible Parking Spaces: Handicap Accessible? OYes ONo Near Public Tronsit? OYes Oho
Wailing Room Capacity: Pufien! Education Materials Avaflabla? [1Yes 11 No Drinking Fountain? Ul¥es Mo
Humber of Operatories: Expansion Capobiitty? OYes Oho Credit Cords Aceepted? O Yes  TIHo
Number of Stondord ¥:-Ray Machine: Ponorex? OYes Oha

taborctory Capabilities (check off that apply): [ Pouring Models [ Minor Repois [ Fobricate Dentwies () Fabricate Crawns

Feciify uses computer(s) fer (check ol that agply): Practice Mancgement (5 Appainfment Scheduling [ Insurance Billing (EDI) T3 Accounts Receivoble 7 Computers not vsed
EMERGENCY CARE ‘

Emergency Tefephone Number (including aren code): Haw is 24-hour coverage provided?

Access Provider Credential 08101



CAPACITY/AVAILABILITY ' :

Office Stff (indicate in FTES): Denfiss: Hygienisis: Assistants: Receptionisls: Operatories:
Office Hours: Mo Tues: Wed: Thurs: Fri: Sat: Sun:
Total Maximum Copacity (number of patients): At what pescentage of your Total Maximum Capacity are you eperafing?

Foreign Langucqes Spoken (st in order of fluency):
hecess/Appointment Availchility: — Inifial:

wks} Routine; {wks) Hygiene: (wks) Emergency: (hrs)

(

Averoge Waiting Time in Office with Appointment; Appointments per denfist per doy:

Daes office have a broken cppsintment or o show appaintment peficy? (desaribe):

CONFIDENTIAL INFORMATION
NOTE: Any “YES” answer to the following questions requires that you supply a brief explanatery statement. Please use a separate sheet as necessary.
1. Are you now or have you ever been imvalved in any malpractice suit or arbitratian, or has oy setilement ever been paid by you or paid on your behalf? OJYES [N

IF YES, please explain for each su, arbitrafion, or setlement (whether open or closed) oll defails inclucing dates of incidents, filings, setfements; undedying Total
circumstances; your role and legal slotus (defendant, co-defendant, ather); subsequent events {including patient outcome); professional libility insurer involved: — Numbers D
omounts paid, cuent slatus, and totl numbers,

D

. Hos your professional ligbility Tnsurance ever been denied, suspended, canceled, or not renewed? C1YES [1ND

L)

. Have you ever hud any one of the following items denied, revoked, suspended, not renewed, placed on probatian, subjected to disciplinary action, or oferwise LIYES 1N
limited or curlciled; or have you voluntarily relinquished any item in onticipation of any of these actions; or ure any of these actions pending with respect te any
of the following irems?

* State license CTYES [JHO
* DEA, (DS, or other applicable narcofic registrotion C1YES [ NO
* Hospital or other healthcare facflisy stalf membership or priviieges OYES O KO
* Piofessional orgarization membership OYES O Ko
» Medicoid or other government program, participotion OYES OGN
o HMO, PPO, or ather monaged care plon OYlS ONo
* Employment os o healitrcare provider by a militory service, hospitol, HMO, or other health-<ase organization. OYES TN
4. Do you have any physical or mental impairment or condition that, with or without accommedation, would make you urnable te perform the esseatial functians of OYeS N
0 pracfificner in your oreq of practice ar unable fo perform such essential functions without  Cfrect threat ta the hesith and safety of ofhers?
5. Considering the essential fanctions of o proctitioner in your area of practice, are you suffering fram any communicable health condition thet could pose o OYes 2N
significont heatth and safety risk fo your patients?
6. Within the past five years up to and including the present, have you ever hod o chemical dependency or substance chuse problem that might adversely offect OYes gON
your ability to competently and sofely perform the essential functions of o practitioner in your crea of practice?
7. Have you ever been convicted of o crime (other than o fraffic offense), or are you cumently under indictment for on olleged crime? CIYES [T WO
8. Hove you ever been subject 1o any pearteview typ of action? OYES 23K

NOTE: Any “NO” answer to the following questions requires that you supply a brief explanatory statement. Please use a separate sheet as necessary.

1. Does yau: office utilize proper infection control end barier techniques? OYES ON
2. Doas your office comply with OSHA requirements? OVYS TN
3. Does your office have 24-hour emergency service ar otherwise canscientiously make ormangements for emergency care, such s an answering service or OYES ON

mochine wilh your hame phona number, for your patients of record?

REQUIRED SUBMISSIONS : :
Attoch READABLE COPIES of the following: O3 State Dentol License {waet size only) [ DEA Cerlificate (1 Professfonal Liakility Insurance Declorctions Page [ Resume
(5 Speciotty Cerfficate (if appficable) (3 ¥Ry Certificcte ([ CPR Cerfficate [ Generl Anesthesia License (i appficable) (5 Bourd Certfication (if oppiicable) (3 RDA License i agplicabie)

| authorize Access Dental fo consult with professional liability carriers, and other persons er entifies o obtain infarmation concerning my professional qualifications, induding
competence, ethics and other quulifications. |, the undersigned, thereby certify that the information requested by Access Dental is truthful, correct and complete in oll respects,
ond | further understand that the intentional submissien of folse or misleading informetion or the withholding of relevant information is grounds for termination as a parficipating
denfist with the dental plan. The undersigned hereby ogrees to nofify Access Dentol of any chonges in the above informafion.

Dentist's Signature (no signoture stamps) Date

Access Provider Credential 08/01



ASSOCIATE DENTIST INFORMATION : .
PERSONAL  Tile 0.0.S. ODMD. Specialty: T Orhodonfist ) Pedodontist [ Periodontist [ Oral Surgery (1 Endodonfist  Todoy's Dote

ost Name First Name Middle Initicl Gender [ Mole [ Female
Dote of Bith Sociol Security # License # License Expiration
Dental Sthool Nome Yeor Graduated DEA# DEA Expiration

Prafessional Wark History

BOARD STATUS Are you Boord Certified? [JNe O VYes If no, are you or have you been Boord Eligible? [ide 1Yes
Year of Boord Cerfification (if applicable) Are you an ADA Member? T No [ Yes

PROFESSIONAL LIABILITY INSURANCE FOR LAST 5 YEARS (use o separare sheef if necessary). IMPORTANT: Please ottoch a capy of curent malpiactice insurance cover poge(s)
showing name and address of arrier, doctor's nome, expiiofion date, end limits of liobiliry.

Cunent Carier Policy # 7 © Limits Exp. Dale

Previous Carrier Policy # Limits Exp. Dote

CONFIDENTIAL INFORMATION

NOTE: Any “YES” answer to the following questions requires that you supply o brief explanatory statement. Please use u separate sheet as necessary.

1. Are you now or have you ever been involved in ony malproctice suil or crbilration, or has any serllement ever been paid by you or paid on yeur baholf? OYEsS 5K
If YES, please explain for each suit, atbitiation, or setilement {whether open or closed) all details including dates of incidents, fiings, serflements; underlying Talol
circumstonces; your role and legal stalus {defendant, co-defendan, ather); subsequent events (including patient ovicome); professioncl fohility insurer involved: ~ Numbers D

omounts paid, current status, and fofcl numbers.

2. Has your professiona! fiahility insurance ever baen denied, suspended, conceled, or ot renewed? Yes ON
3. Have you ever had ny one of the following ifems denied, revoked, suspended, not renewed, ploced on probation, subjected to disciglinary oction, o otherwise HIYES [N
limited or curtaied; or have you voluntarlly relinguished any ifem in antidpotion of any of these acfions; or are any of these actions pending with respect fo any
of the following items?
* Stote license CIYES DOND
¢ DEA, (DS, or alher applicable narcoti registralion CHLYES T ND
* Hospilal or ofher health-are facility sraff membership or privileges I YES LI NO
e Prafessional organizaticn membership CIYES O NO
= Medicaid or other governmen! program partidpation OYs TN
* HMO, PPO, or other monageo care plon TIYES  C1ND
* Employment o5 o hea!tfrcore provider by ¢ militory service, hospital, MO, or other health-care orgenization. CJYES OHK
4. Do you have ony physice! or mental impeirment or candition thes, with or withaut occemmodation, wou'd moke you unablz fo perform the essenlial functions of OYES TN
o pracitioner in your area of practice or unable te perform such essential functions without a direct threat to the health and safery of others?
5. Considering the essential functions of u practifioner in your area of practice, are you suffering from any communicable heaith condition that coud pase ¢ OYES O NG
significont health and safety risk ta your patients?
6. Within the past five years up o and including the present, have you ever had a chemicol dependency or substance abuse problem that might adversely affect OYEs [N
yeur ability to competently and safely perform she essential furclions of a precfifioner in your area of proctice?
7. Have you ever been convicted of o crime (other than a faffic offense), or are you cutrently under indictment for cn alleged crime? OYES [IND
8. Hove you ever been subject to any peerreview type of oction? OYes [N

REQUIRED SUBMISSIONS

Attach READABLE COPIES of the following: O State Dental License (waffet size onfy) 71 DEA Cerfilicote O3 Professione Liabilty Insuronce Declurations Page Resume
L Speciofy Certficate (i appficable} T3 XRoy Certficate (J (PR Certficcte (2 Generol Anesthesia License (i appficable) [0 Bomed Certiication ( applicable) 7 RDA license # appicable)

| authorize Access Dental fo consult with professional liablity corriers, and othes persons or entiies to obtoin information concerming my professional qualfications, including
compefence, ethics and ofher qualifications. |, the undersigned, thereby certify that the information requested by Access Deatcl s truthful, correct ond complete in all respects,
and ! further understand hat the intertional submission of folse or misteading information or the withholding of retevont information is grounds for termination os o participaling
dentist with the dentol plan. The undersigned hereby agrees o nofify Access Dental of any changes in the above information.

Dentist's Signature (ne signature stomps) Date

Access Provider Credential 08101



. ASSOCIATE DENTIST INFORMATION

PERSONAL Tile [ D.D.S. C1D.MD. Specialty: T10nhedontist (1 Pedodontist [ Periodontist 3 Oral Surgery [ Endodontist  Today's Dofe

Last Mome First Nome Middle: Initial Gender [ Mde [ Femals
Dole of Birth Social Security # License # License Expiralion
Dental Sthoal Home Year Graduated DEA# DEA Expiration

Professional Wark History

BOARD STATUS Are you Boaord Certified? CINo  TYes Il no, are you or have you been Boord Elighls? TiNo [ Yes
Year of Boord Certification (i opplicable! Are you an ADA Member? TSHo O Yes

PROFESSIONAL LIABILITY INSURANCE FOR LAST 5 YEARS (use o seporate sheet if necessary). IMPORTANT: Please attach a copy of current malpractie insurance cover page(s)
showing name and address of carrier, dectar's name, expiration dote, ond limits of liabiliy.

Current Carrier Policy # Limits Exp. Dote

Previaus Carrier Palicy # Limits Exp. Dale

CONFIDENTIAL INFORMATION

ROTE: Any “YES” answer to the following questions requires that you supply a brief explanatory statement. Please use a separate sheet os necessary.

1. Are you now or have yeu ever been invalved in any malpiactice suit or arbitiation, or has any settlement ever been paid by yau or paid an your hekalf? OYES [N
If YES, please explain for each suit, arbitration, or setlement (whether epen or closed) all details including dates of incidents, filings, serlements; underlying Totcl
circumstances; your role und tegal stotus (defendant, co-defendont, other); subsequent events (including patient outcome); professional liability insurer involved; ~ Numbers I:]

amounts paid, curren? status, ond total numbers.

~a

. Has your professional liobility Insurance ever been dered, suspended, canceled, or nor renewed? OYS O

. Have you ever had any one of the following items denled, revoked, suspended, not renewed, placed on probation, subiected to distiplinary action, or otherwise OYES [N
fimited or curtailed; or have you voluntarily relinguished any item in anticipation of any of these actions; or are any of these octions pending with respect to any
of the following items?

c

* Stale license OYES [O KO
» DEA, (DS, or olher applicable narcotic registration CIYES TIND
* Hospiral or other heal-care fociity stoff membership or privieges CJYES [1NO
* Professional organization membership CYS DN
* Medicoid or other govemment program participation OYES ON
= HMG, PPO, or ather monaged core plan [YES ONO
« Employment os o healifrcare provider by o military service, hospital, HMY, or other healibccre organizaticn. CYE ONo
4. Do you have any physical or mentol Impairment or cendition that, with or without accommodation, would make you unable to perform the essential funcficns of O YES O N
o procitioner in your orea of practice or unoble to perform such essenticl functions without o direct thread to the health cnd safety of others?
5. Considering the essential functions of a pracfitioner in your area of practice, are you suffering from any communicable health condition that could pose o DY ON
significant health and safety risk to your patients?
6. Within the past five years up to and including the present, have you ever had a chemical dependency r substonce abuse problem that might odversely Ffect OYes ONo
your ability to competently and safely perform the essential functions of a practifioner in your orea of practice?
7. Have you ever been convicted of o crime {other than o traffic offense), or are you currentfy under indictment for cn olleged cime? CIYES O N
8. Hove you ever been subject fo any peerreview type of action? O YS (I N

REQUIRED SUBMISSIONS
Atfach READABLE COPIES of the following: [ Stale Dental license (woflet size only) O DEA Certifcate [ Professional Linbility Insurance Declorations Page 7 Resume
= Specialty Certficate (# appficable) (3 XRay Cerfficate 1 CPR Centficate (3 General Anesthesia License (i apphicable) [ Board Certfication (i apolicoble) (3 RDA License opplicable)

| uthorize Access Dental to consulf with professional liability corrers, and effer persons or entities to obtuin information concerning my professional qualificafians, including
competence, ethics and other qualiications. |, the undersigned, thereby cerfify that the information requested by Access Dental is truthful, correct and complete in all respects,
and [ futher understand that the infenfional submission of fatse or misleading informaticn o the withholding of relevant information is grounds for tesmination os o parficipating
dentist with the dentol plan. The undersigned heieby agrees to nofify Access Dental of any changes in the above information.

Denfist’s Signature (no signafure stamps) Dote

Access Provider Credential 08101



8890 Cal Center Drive
= Sacramento CA 95826

‘LM H E [: E 5 5 [I E " TH l_ 1-800-270-6743 extension

5491

FACILITY SELF ASSESSMENT QUESTIONNAIRE

Name of Office: Date:
Office Number: Telephone #

FACILITYAND EQUIPMENT

N/A  YES NO
1. Treatment rooms clean, neat, and free from dirt. | O
2. Amalgamators covered to prevent spillage of mercury. (] | ]
3. Spill kit available if using bulk mercury. U {1 [l
4. Prescription drugs dispensed on facility are documented, and securely locked. O [l I:I
5. Needles, syringes, & prescription pads stored securely. 1 O
6. Well-maintained eyewash station with hot water disconnected. O ]
7. Nitrous oxide if provided, includes a scavenger system. O (] ]

ADMINISTRATION AND ACCESSIBILITY

1. Emergency same-day appointments when necessary. 1 ]
2. New patient appointments avaitable within 3 weeks. O U
3. Documentation of two attempts to follow-up on broken appointments. O O
4. Waiting in office under 30 minutes from appointment time. U ]
5. Availability of evening and after hours appointments. O Il
6. Recall program in place. o O
7. Sufficient staff for a timely delivery of care. O U

STERILIZATION AND INFECTION CONTROI.

1. Use autoclave, venled chemiclave; dry heat or chemical sterilization. ] ]
2. Weekly spore testing documented. 1 O
3. Stafl use of gloves, masks, eyewear, and protective attire. O |
4. Sterile gloves used when doing surgical procedures. | O ]
5. Staff washes hands before treating each patient. O O
6. Staff wears new gloves for each patient. ] |
7. Face shields and protective eyewear disinfected after each patient. O O
8. Gowns are changed when soiled with blood or other body fluids. O OJ
9. Protecttve attire is removed on leaving work areas, O OJ
10. Impervious barriers are used on impossible to clean and disinfect areas. O O
11. Hard surfaces in operatories disinfected between patients & at end of the day. O [}
12. Staff is knowledgeable in sterilization procedures, heat vs. disinfectant. ] O
13. Nitro gloves or a higher-grade utility gloves are used when cleaning instruments. O |
14. Color changes on instrument bags indicating proper sterilization. U] U
15. Sterile coolant is used during surgical procedures. ] | O
16. Dental hand pieces flushed, bagged and sterilized between patients. [:] O
17. Disposable objects designed for single use are not resterilized and reused. O ]
18. Cold sterilization solutions are labeled with name, dilution and expiration date. O O

ASSESSMENT CONTINUTED ON BACK

[R¥]



STERILIZATION AND INFECTION CONTROL con't

N/A  YES NO
19. Needles are recapped using scoop technique or mechanical device. O [l O
20. Anti- retraction valves installed in the dental units, O O
21. Hand pieces and waterlines flushed for 30 seconds between patients. [l O
22. Sharps are deposited in a rigid leak-proof container. | O
23. Infectious waste disposed of according to state and local regulations. O ]
24. Fixer and developer disposed of properly. O {1
25. Scrap amalgam stored in plastic screw type container using a suitable liquid. 4 O
LABORATORY
1. Splash shield used in laboratory. O 0O Ul
2. Ragweels, burs, and instruments sterilized between cases. | ] O
3. Lathe-pan lining and pumice changed between cases. O ] O
4. Proper infection control for impressions, dentures, and equipment. U ] I}
RADIOLOGY
1. Equipment registered and certificate available. O ]
2. Intact lead apron with a thyrotd collar used during procedures. ] O
3. Only licensed operators use the equipment. O [
EMERGENCY PROCEDURES
I. Emergency kit available, no expired items, labeled with an inventory of medications. O ]
2. Staff involved in direct patient care aware of location & content of emergency kit. 1 J
3. Portable emergency oxygen, tank full, with positive pressure valve or ambu bag. O O
4. Emergency evacuation routes posted. ] ]
5. Doors are marked NO EXIT if not an egress and possibility of confusion exists. ] U ]
6. Fire extinguishers have certificates attached and are checked and current. O O
7. First aid kit available and complete. O O
OSHA GENERAL SAFETY STANDARDS
1. Chemicals inventoried / MSDS COLLECTED. | O
2. Secondary containers labeled. [l O
3. Hepatitis B Vaccinations offered and documented. ] O
4. Exposure control and post-exposure plan available. O [
5. Written emergency evacuation plan exists. O [l
6. Contaminated laundry stored and laundered appropriately. O | U
7. Training documented in office manual. O O
8. Required posters displayed. 0 ]
9. Form 300 available and posted in April. (N/A ONLY FOR UNDER | | STAFF MEMBERS) [ ] O O
Notes:

Dentist Signature Date




