12/3/2008


	Integrated Community Service Partnerships

Site Application



	Description of Organization: 


	Name of Organization, Agency or Entity

	
	     

	Administration Contact
	(Responsible for affiliation agreement signature)

	
	Name
	     


	
	Title
	     

	
	Address
	     

	
	     

	
	

	Phone
	     

	Email
	     

	Clinical Contact
	(Responsible for clinical oversight of student extern)

	
	Name
	     

	
	Title
	     

	
	Address
	     

	
	
	     

	
	
	     

	
	Phone
	     

	
	Email
	     

	

	
	 FORMCHECKBOX 
 FQHC

	
	 FORMCHECKBOX 
 IHS Facility

	
	 FORMCHECKBOX 
 Tribal Organization

	
	 FORMCHECKBOX 
 Other Public Health Agency
	     

	
	 FORMCHECKBOX 
 Other
	Please provide a brief description of the Organization

	
	     

	
	     

	
	     

	
	     

	
	     

	Accreditation (JCAHO etc)
	     

	Does your program currently participate with other dental schools or residency program for rotations?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	If yes, please list schools or programs.
	

	
	     

	
	     


	Description of Dental Clinical Operation 


	Please provide information on ALL clinical sites in which the students would be providing care.  If applicable, please fill this page out for each additional site.

	

	Site Name
	     

	Location Address, City, State, Zip
	     

	Number of dental operatories
	     
	

	Number of dentists providing care at this site
	     
	

	
	

	During a typical clinical day or week, please provide the staffing patterns for this site.

	
	# of Dentists 
	# of Hygienists 
	# of Dental Asst
	Operation Hours

	Monday
	     
	     
	     
	     

	Tuesday
	     
	     
	     
	     

	Wednesday
	     
	     
	     
	     

	Thursday
	     
	     
	     
	     

	Friday
	     
	     
	     
	     

	Saturday
	     
	     
	     
	     

	
	
	
	

	Does your clinic utilize EFDA’s?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	If so, how many?
	     

	
	
	
	

	Please indicate any specialists that you have providing care at this site and describe the amount of time they are in the clinic.

	

	
	 FORMCHECKBOX 
 Pediatric Dentist
	Time at site?
	     

	
	 FORMCHECKBOX 
 Oral Surgeon
	Time at site?
	     

	
	 FORMCHECKBOX 
 Endodontist
	Time at site?
	     

	
	 FORMCHECKBOX 
 Periodontist
	Time at site?
	     

	
	
	
	

	Average Daily Encounters
	     
	

	Languages Spoken
	     
	

	
	
	

	Relative Distance to other sites which student would be providing care.

	     

	Additional comments regarding the clinical operation of this site.

	     ​​


	Policies, Procedures and Standards of Care



	Sites participating in the ICSP program must have Policies and Procedures in place that ensure quality of care for the patient and safety for the student.  In certain cases, if these policies and procedures are not in place at this time, ASDOH can work with the site to develop them before student placement.  Please indicate the Policies and Procedures in place at this time at the site.

	

	 FORMCHECKBOX 

	An ongoing QA program that includes chart audits or reviews, patient satisfaction surveys and a mechanism for corrective action.

	 FORMCHECKBOX 

	Radiation Control

	 FORMCHECKBOX 

	Infection Control including Needle stick protocol

	 FORMCHECKBOX 

	Biohazard Control and disposal of hazardous waste

	 FORMCHECKBOX 

	HIPPA and patient confidentiality policy

	

	It is extremely important that sites participating in the ICSP program exhibit a Philosophy of Care and Standards of Care similar to that of ASDOH that includes among other things, standards such as comprehensive care for patients, patient rights and responsibilities, informed consent, continuity of care, appropriate referral, provision for medical emergencies etc.  To the best of your ability, please describe the Philosophy and Standards of care practices at your site.  (A copy of the ASDOH Philosophy and Standards of Care is available by contacting the ICSP program at the school.)

	     ​​


	Services Provided



	Please indicate if the following services are provided at the site(s) at which the students will be providing care.

	

	 FORMCHECKBOX 
 Operative
	(please indicate materials used)

	
	 FORMCHECKBOX 
 Composite

	
	 FORMCHECKBOX 
 Amalgam

	
	 FORMCHECKBOX 
 Glass Ionomer

	
	 FORMCHECKBOX 
 Other
	     

	
	

	 FORMCHECKBOX 
 Fixed Prosthodontics
	

	
	 FORMCHECKBOX 
 Crown and Bridge

	
	 FORMCHECKBOX 
 Veneers

	
	 FORMCHECKBOX 
 Implants

	
	

	 FORMCHECKBOX 
 Removable Prosthodontics
	

	
	 FORMCHECKBOX 
 Complete Dentures

	
	 FORMCHECKBOX 
 Partial Dentures

	
	

	 FORMCHECKBOX 
 Oral Surgery
	

	
	 FORMCHECKBOX 
 Routine Extractions

	
	 FORMCHECKBOX 
 Surgical 3rd Molar Extractions

	
	

	 FORMCHECKBOX 
 Periodontics
	

	
	 FORMCHECKBOX 
 Scaling and Root Planing

	
	 FORMCHECKBOX 
 Periodontal Surgery

	
	

	 FORMCHECKBOX 
 Endodontics 
	(Please indicate endo file and obturation system being used)

	
	 FORMCHECKBOX 
 Rotary Endo

	
	 FORMCHECKBOX 
 Hand Instrumentation

	
	 FORMCHECKBOX 
 Lateral Condensation

	
	 FORMCHECKBOX 
 Warm Gutta Percha System

	
	 FORMCHECKBOX 
 Thermafill

	
	 FORMCHECKBOX 
 Other (please describe)
	     

	
	

	 FORMCHECKBOX 
 Pediatric Dentistry
	

	
	

	 FORMCHECKBOX 
 Preventative
	

	
	 FORMCHECKBOX 
 Prophy

	
	 FORMCHECKBOX 
 Fluoride Gel

	
	 FORMCHECKBOX 
 Fluoride Varnish

	
	 FORMCHECKBOX 
 Nutritional counseling

	
	 FORMCHECKBOX 
 Xylitol Gum Distribution


	Patient Population Served



	Age
	(Please indicate the approximate percentages of total patient encounters)

	     %
	Infants – Toddlers (0 – 3)

	     %
	Children (3 – 12)

	     %
	Adolescents (12 – 21)

	     %
	Adults (21 – 62)

	     %
	Seniors (62 +)

	
	

	Payer Mix
	(Please indicate the approximate percentages of total patient encounters)

	     %
	Sliding Fee Scale

	     %
	Medicaid, CHIP

	     %
	Private Insurance

	     %
	Self-pay (non sliding fee scale)

	     %
	Other
	     

	
	
	

	Please provide any other comments you would like regarding the patient population that the site(s) serve. (i.e. Homeless, HIV/Aids, Migrant Farm Workers, Special Needs, etc.)

	     


	Other Clinical Activities



	Please describe any other clinical activities that your site(s) are involved in, in which the student might participate.  (i.e. BPHC Collaboratives, School based projects (screenings, varnish & sealants), Head Start Projects, OHI/Nutritional counseling, Hospital based care, etc.)

	     


	Student Clinical Experience



	Please use this page to provide a narrative on the clinical experience that your organization proposes for the student(s).  Must include information on (but not limited to):

1. Work schedule – Please list days and hours the students will work at the clinic.

2. Availability of auxiliaries.

3. Number of sites at which the student will be assigned

4. Type and number of patients the student can expect to be assigned.

5. Method of assigning patients and procedures – i.e. if the student can expect to have their own schedule of patients or be assigned patients from the faculty’s daily schedule.

6. Any other clinical activities the student can expect such as special needs patients or working with specialists.


	(Note:  Students have many choices for rotation options.  This is an opportunity to describe an attractive rotation opportunity for the student.) 
     

	

	Number of Students per rotation
	     
	

	Frequency of Students per rotation
	 FORMCHECKBOX 
 Year Round
	 FORMCHECKBOX 
 Partial Year

	Months of the year preferred (if any)
	     


	Plan for Housing and Local Transportation



	ASDOH or the students will provide transportation to the site.  Outside of the Arizona, the student will require housing accommodations.  If the site cannot directly provide for housing or a housing stipend, it may be necessary to partner with other agencies such as local AHECS, SEARCH program, etc.  Furthermore, local transportation may be necessary if the student is not able to drive to the site from Arizona.  Please describe your organizations plan to arrange for housing and local transportation.  Must include information on (but not limited to):
1. Specific housing arrangements – apartment, dorm, host housing, extended stay hotel etc.

2. Roommates – number of possible roommates, single-sex and/or co-ed, sharing of living quarters

3. Furnishings – please detail furnishings available and any that the student must bring with them

4. Distance to clinical site(s).

5. Availability of carpooling, ride sharing or public transportation.

6. Any financial expectations of the student for the housing.

7. Any other assistance offered by the clinic to the student – gas card, stipend etc.


	     


	

	Participating Clinicians



	Please list below the names of the clinicians that would be participating in the supervision of the student and would need credentialing, training and faculty appointment.

	

	     
	

	     
	

	     
	

	     
	

	     
	

	     
	

	     
	

	     
	

	     
	


Send application (electronic submission preferred) to:
Marcia Arbizu, MBA
Associate Director ICSP Program 

Arizona School of Dentistry & Oral Health

5850 East Still Circle

Mesa, Arizona 85206

marbizu@atsu.edu
480-219-6099
480-219-6180 (fax)
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