NAVAL HEALTHCARE SUPPORT OFFICE JACKSONVILLE

GENERAL DENTISTRY - CORE PRIVILEGES

Comprehensive dental examination, consultation, and treatment planning including the use of radiographs, photographs, diagnostic tests, impressions, jaw relation records, and diagnostic casts

*
Preliminary diagnosis, initial treatment, or stabilization of


oral manifestations of systemic disease

*
Management of odontogenic infections and diseases through


pharmacologic means and incision and drainage

*
Post mortem dental exam for purposes of identification

*
Preventive dentistry services

*
Sedation and analgesia (oral) (patients over 12 years old)

*
Restorative dentistry; inlays, onlays, amalgams, composites,


bonding, veneers, pin or post retention

*
Pulp caps, pulpotomy, pulpectomy

*
Occlusal adjustment (limited)

*
Provisional splinting

*
Occlusal splint

*
Root planing

*
Apexification and apexogenesis

*
Gingivectomy and gingivoplasty

*
Gingival curettage

*
Complete or partial dentures; new, reline, rebase, repair,


immediate (uncomplicated)

*
Crown, retainer, and pontic (uncomplicated) services not


increasing the vertical dimension of occlusiion

*
Post and core procedures

*
Tooth extraction (routine) including vertical or mesioangular,


high partially encapsulated third molars

*
Post trauma replantation

*
Alveoloplasty concurrent with extractions

*
Repair traumatic wounds (less than 2 cm and not crossing


vermilion border)

*
Local anesthesia

*
Soft tissue excision/biopsy

*
Foreign body removal in the treatment of acute trauma

*
Osteitis and pericoronitis treatment
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GENERAL DENTISTRY - CORE PRIVILEGES

(Continued)


*
Complete uncomplicated, nonsurgical root canal therapy for


permanent teeth

*
Bleaching of discolored teeth

*
Space maintenance

*
Removable orthodontic appliances to effect minor tooth


movement or habit correction
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