
APPENDIX CP 2

   Phoenix College Dental Clinic
Important Information for Our Patients

Dental Hygiene Clinic 
Dental hygiene students perform cleanings, take radiographs (x-rays), administer dental anesthesia, 
give fluoride treatments and apply sealants.  They also perform oral cancer exams, check your blood 
pressure, and pulse and give homecare tooth brushing instructions.  The Dental Hygiene Clinic is a 
teaching clinic: therefore, patients receiving dental hygiene care will be participating in the teaching 
program. Only patients whose care is suitable for teaching purposes are eligible for treatment in the 
clinic.  New Patients require an initial evaluation or assessment appointment to determine if they are 
eligible.  Patients not offered dental hygiene treatment will be referred for treatment to a dentist of 
their choice.  Some patients may initially qualify for treatment and later, after initial therapy is 
completed, may no longer be considered appropriate as teaching cases; in this case, services will be 
discontinued, and a referral will be provided.  The dental hygiene faculty reserves the right to 
refuse or discontinue treatment. Dental hygiene treatment will be performed by a student and will 
be supervised faculty.  Treatment received in our clinic requires significantly more time than care 
provided in a private dental practice. 

• Most appointments are approximately three hours in length.  For adults, multiple appointments are
usually required.

• For children under 18 years of age, a parent or legal guardian must remain in the clinical facility
during the appointment and must sign the Consent for Treatment form.

• Individuals who have difficulty reading or speaking English must provide an interpreter at every
appointment.

• Scheduling maintenance visits will be the patient’s responsibility.

• Patients are responsible for all personal items brought into the Phoenix College dental clinic.

Phoenix College will not be responsible for any lost or misplaced personal items.

Patientôs Right and Responsibilities 

1. Patients of our facility will be given considerate, respectful and confidential treatment. Mutual
respect from patients towards the dental clinic team members (faculty, students, dentists, and staff) is
expected. Our goal is to complete any treatment started; however, as an educational facility,
we must work within certain constraints and limitation.  The educational setting makes it
impossible for us to consistently provide patients with long-term care.  We will be happy to give
you referral information for dental procedures we cannot provide.  Upon your request and consent,
we will send your radiographs to the dentist of your choice for a nominal duplicating fee.

2. Our facility is closed approximately FIVE months per year (winter, spring and summer breaks,
and all other observed holidays).  Due to this limited schedule, we suggest and encourage you to
maintain relationships with dental practitioners in the community to ensure that all your dental needs
can be met.

3. You will have access to complete and current information about your condition and will be
required to give your consent for treatment.  You will be provided with an explanation for
recommended treatment, alternatives, the option to refuse treatment, and the expected outcome of
various treatments.

4. Payment is required prior to services being rendered.  We will give you a receipt to send to your

insurance company for reimbursed of fees.  Fees are honored until the care plan is complete and/or

for the duration of the academic year.

Thank you for choosing an educational facility for your dental needs.  Our Dental 
Assisting and Dental Hygiene Programs are accredited by the Commission on Dental 
Accreditation of the American Dental Association and we take pride in offering dental care 
that meets the highest standards of the professions.  We would like to take this 
opportunity to explain the policies and procedures of our clinical teaching facility. 

Page 1revised 1/10/19













 
PATIENT INFORMATION                                Today’s Date__________  
          Female___    Male___        
Name ____________________________________________         Single___ Married___   Minor___    AGE: ______ 

            Last                                        First                                          Middle I. 
Mailing Address___________________________________________________________      Birthdate ___/___/___ 
                                Street                                       Apt/Space#               City              State          Zip Code 
 
Contact Information:  Telephone: (       ) ___________ (       ) _________ (       ) __________ (       ) ___________ 
                                                                              gement needs. 

 
FAMILY INFORMATION   -

Address :     

Street                           City                Zip Code 
(__)____________  (___)__________   (____)__________ 
  Home Telephone         Work Telephone               Cell Phone 
Birth Date (Month/Day/Year)________________________ 

 

Mother  (or Wife) - please circle 
__________________________________________ 
Last Name                      First                                Middle 
__________________________________________ 
Address :     Street                           City              Zip Code 
(__)____________  (___)__________   (____)__________ 
  Home Telephone           Work Telephone        Cell Phone 
Birth Date (Month/Day/Year)_______________________ 
 

 
EMERGENCY CONTACT -  Who shall we contact (friend/family) if you are in need of assistance while in our facility? 
 NAME______________________________________________RELATIONSHIP TO YOU____________________ 

TELEPHONE # (     ) _____________ ADDRESS_____________________________________________________ 
                                                                                         Street                                               City                             Zip Code 

DENTAL INFORMATION 
Reason(s) for this dental appointment?  ___ Cleaning  ___Examination  ___Emergency  ___Consultation  
Do you have a specific dental problem? ___Yes ___ No     If yes, please explain: _____________________________ 
Name of previous or current dentist: _______________________________________________________________ 
Date of last dental x-rays: ______________________      16 – 20 small films ____     Panoramic film___ 
 
AUTHORIZATION 
I understand that Phoenix College Dental Programs and Clinic exist to teach students skills in dental assisting and dental hygiene, 
that all services offered in the clinic are for this purpose and that several appointments may be necessary for completion of 
treatment.  I give permission for my patient records and photographs to be used in this educational setting. 
 
I also understand that I am responsible for all costs and dental treatments I receive in this facility.  Upon being informed of each 
procedure, I authorize the administration of such medications and performance of diagnostic and therapeutic procedures as may 
be necessary for appropriate dental care.  The information on this page and the dental/medical histories are correct to the best of 
my knowledge.  I grant the right to release my dental/medical histories and other information about my dental treatment to third 
party payers and/or other health professionals. 
 
I have read and understand the information contained in the separate patient information sheet provided. 
 
X __________________________________________________________     ______________ 
    Signature    (If patient is a Minor, Parent or Guardian)                                                                          Date Signed                  
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HIPAA PATIENT CONSENT FORM 

Our Notice of Privacy Practices provides information about how we may use and disclose protected health 

information about you. The Notice contains a Patient Rights section describing your rights under the law. You 

have the right to review our Notice before signing this Consent. The terms of our Notice may change. If we 






