
Audit Worksheet: 

 Date of Audit: 

 Person(s) Conducting Audit: 

Patient Name: 

Date of Service(s): 

Date of last comprehensive Medical and Dental History:  

 Last comprehensive exam done at a reasonable time:  Y/N 

 History updated at all visits:  Y/N 

(Histories should be reviewed, documented, and any modifications of treatment necessary as a result of 

the medical condition of the patient should be noted and followed) 

 

Chief Complaint(s) 

Why is the patient in your office? 

If no problem is stated, record the reason for the visit.  “I need a checkup.” 

(Be aware that the chief complaint may change so make note each visit) 

 

Documented Detailed Clinical Examination 

Remember, an oral cancer screen is mandatory when reporting most examinations for reimbursement.  

Make note that the screening was conducted and the result. 

Hard and soft tissue exam of all areas indicated: Y/N 

Soft tissues:  Lips, gingiva, buccal mucosa, tongue palate (oral cancer screening) 

(Standard of care remains a visual and tactile examination) 

Periodontal evaluation/charting for the patients establish your office's protocol 

(All periodontal patients and patients who are at greater risk of periodontal disease. 

Smokers, diabetics, pregnant ladies, etc.) should have a compete periodontal charting done at 

each maintenance visit without exception. 

Hard tissues: Bone and teeth, noting any concerns and how the issue presents 

The record should be complete and specify what information was evaluated to determine the 

treatment recommended/provided 

 



Radiographs/Photograph: 

 Need noted (Medical necessity *why they were taken*) 

 What images were taken 

 That they were read 

 That the images were of diagnostic quality 

Establish necessity for the radiograph (NOT because the insurance pays for them) 

 

Normal Findings and Abnormal findings recorded including: 

Caries 

 Lesions 

Development of dentition for children (normal/abnormal) 

Assessment of the anatomy noting any concerns 

TMJ evaluation as indicated 

Noted Caries Risk Assessment:  CAMBRA 

 

Definitive diagnosis established and noted before all treatment is provided:  Y/N 

Treatment Plans should address all abnormalities  

Complete documentation includes the diagnostic tools used to arrive at that definitive diagnosis 

Diagnosis should list the location and extent of the pathology 

 

Informed consent obtained: Y/N  

(I strongly suggest the office contact the malpractice carrier for guidance, implementation 

recommendations and supporting documentation for informed consent)   

 

Refusal of any kind or request to modify treatment noted:  Y/N 

 

Treatment provided: Y/N 

 Including: 

Anesthesia used 



  Location and amounts of anesthesia 

  Service provided 

  Materials and techniques used 

  Depths and extent of treatment, where indicated 

 

Post-operative instructions given:  Y/N 

 By whom 

  (A copy of standard post op instructions should be maintained in the practice handbook) 

 

Reason for next appointment noted:  Y/N 

 

All phone conversations noted:  Y/N 

 Conversations with business staff 

Conversations with clinical staff 

Conversation with the doctor 

Conversation with the referring doctor re that patient 

 

Cancelled/Missed Appointments noted: 

 

Doctor and staff signatures present: 

 

 

Additional Supported Information as indicated: 

  

All prescriptions written documented:  Y/N 

List prescriptions separately and include number and strengths 

Indicate what the prescription is to treat 

Inform the patient of any possible side effects 

What to do if they experience any untoward effects from the medications 



(Check with your state regarding the Rx. database) 

 

Copies of all dental lab prescriptions included:  Y/N 

 

Note any referrals if made:  Y/N 

Where was the patient referred? 

Reason for the referral 

Lack of compliance  

 

Establish and record the expectations from the patient 

Ask questions like:  

Once we take care of your concerns, how would you expect things to look and feel? 

Determine if the expectations are reasonable and inform the patient what is possible 

and what can be expected 

 

 

 

Audit Summary of findings for this patient: 

 All indicated notations made?  Y/N 

Actions taken to address opportunities for improvement: 

 

 

 

 

 

 


