
UW Oral Medicine – DECOD Program 

Health Sciences Building   1959 NE Pacific Street Room B323 

Box 356370 Seattle, WA 98195‐6370            Phone: 206‐543‐4619 Fax: 206‐221‐5276 

SCHOOL OF DENTISTRY 
DEPARTMENT OF ORAL MEDICINE 

Dear DECOD applicant: 

Thank you for considering us for your oral health care needs. We look forward to receiving your application 
packet. 

In order to process your application in a timely manner, please complete and return the following documents i 
n this packet and the summary report from Primary Care Physician.

Forms in packet 
 Patient Registration Form (1 page)
 About You Form (2 pages)
 Health Questionnaire (2 pages)
 Medication List (1 page)
 Health Care Decisions Information (1 page)
 Consent for Routine Dental Treatment (1 page)
 Care Agreement (1 page)
 Financial Agreement (1 page)
 Notice of Privacy Practices Acknowledgment (1 page)
Forms to obtain from Primary Care Physician
 Annual Physical Examination Report (2-3 page summary)– Please obtain a copy for the most recent exam 
done within the last three years from your Primary Care Physician. 

Other documentation to include 
 Copy of your Apple Health card and/or any other insurance information for your records, if applicable.

Please be advised that Apple Health has enhanced dental benefits for adults with developmental
disabilities who have a DD classification under the Medicaid program. Patients with a DD classification
under Medicaid are typically eligible for DECOD services.

PLEASE NOTE:  Incomplete and unsigned documents may result in processing and approval delays. 
PLEASE NOTE: Prolonged absences from the DECOD Clinic may require re‐application to the program. 

You may use the prepaid, self‐addressed envelope when returning these required documents. Upon receipt, we 
will review your application for DECOD Program eligibility and contact you or your representative.  

About the initial appointment: Zoom Teledentistry 
If accepted as a patient, you will be given an initial appointment via Zoom Teledentistry for initial assessment. 
This will consist of two appointments: 1) new-patient intake phone call, and 2) Zoom Teledentistry. This helps us 
plan for how we can best support your needs when you come to the clinic in person. 

Please see UW DECOD Clinic Teledentistry Appointment Guide for details of these two appointments. 

In-person clinic appointment will be scheduled after completion of these two appointments. Please plan ahead 
if you need assistance locating the clinic.

Thank you for your application. We look forward to serving you. 

Sincerely,  
Renee Takeuchi, Patient Care Coordinator 
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UW Dental Education in Care of People with Disabilities (DECOD) 

Patient Name:____________________________     Date of birth: _____________   

Date form filled out: _____________ Height: ___________ Weight: ___________ 

Havehad any of the following?

 Surgery, serious Illness or hosipitalization?      Please specify: ________________

Yes No	 Radiation or Chemotherapy? Please specify: ___________________________ 

Are you allergic to any medications, foods, or other substances? 

Yes No If yes, please specify: _____________________________________________ 

Are you taking or have you taken the following? 

Yes No Steroid Medications? Please specify: _________________________________ 

Yes No	 Oral bisphosphonates? 

Fosamax/Alendronate Didronel/Etidronate Boniva/Ibandronate 

Actonel/Risdeonate Skelid/Tiludronate Other ________________ 

Yes No	 IV bisphosphonates? 

Bonefos/Clodronate Aredia/Pamidronate Reclast/ Zoledronic Acid 

Zometa/Zolednronic Acid Other_________________ 

Yes No	 Other Antiresorptive Bone Medications 

Denosumab/Prolia/Xgeva Other ___________________ 

Yes No	 Blood thinners?
 

Coumadin/Warfarin Plavix/Clopidogrel bisulfate
 

Other ___________________
 



 
 

  

   

 
 

  
  
  
   
  

 
 

  
 

  
  

  
 
 

   
  
  
  
  
  

 
  
  
  
  

 
 

 
   
  
  
  
  
  

 
 

  
  
  
   
  
  

   
  

 
 
 

  
  
  
  
   
  

 
 
 

 
  
  
  
   
  
  

 
   

  
  
  

  
  
  

 
  

 
 

  
  
  
  

 
  

 
 

  
  

  
  

 
  
  
  
  
   
  
  
  
   
   

 
 

  
   
  
  
  
  
  
  

 
  
  
  
  
  
  
   
   
  

  
   
   
 

  
 

  
  
  
  
   
  

UW Dental Education in Care of People with Disabilities (DECOD) 

Patient Name: ____________________________________  Date of birth:_____________

Do you have any of the following diseases, problems or symptoms? Check all that apply.

Developmental or Intellectual 
Disability 
□ Intellectual disability
□ Down syndrome
□ Cerebral palsy
□ Autism / ASD
□ Other syndrome:

___________________
□ Other developmental

disability:
___________________

Neurologic or Nerve Problems 
□ Seizures / Epilepsy

(describe):
____________________
____________________

□ Dementia
□ Stroke or TIA
□ Multiple sclerosis
□ ALS
□ Traumatic brain injury
□ Parkinson’s disease

Mental Health Condition 
□ Depression
□ Bipolar disorder
□ Anxiety
□ Obsessive Compulsive

Disorder
□ Post-traumatic stress

disorder
□ ADD/ADHD
□ Schizophrenia
□ Anorexia
□ Bulimia
□ Pica
□ Other: _____________

____________________
Vision, Hearing, Skin Conditions 
□ Blind
□ Vision impairment
□ Deaf
□ Hearing loss
□ Psoriasis
□ Other: _____________

Respiratory/Lung Problem 
□ Aspiration Risk

___________________
___________________
___________________

□ Asthma
□ Emphysema/COPD
□ Recurrent pneumonia
□ Sleep apnea
□ Snoring
□ Other ______________

____________________
____________________
____________________

Heart/Blood Pressure 
□ High blood pressure
□ Heart murmur
□ Artificial heart valves
□ History of heart surgery
□ Heart attack
□ Other ______________

____________________
Diabetes/Endocrine Condition 
□ Diabetes

o Type 1
o Type 2

□ Hypothyroidism
□ Hormone replacement
□ Other thyroid disorder

___________________
□ Other ______________

___________________
___________________

Muscle, bone, connective tissue 
□ Arthritis
□ Osteoporosis
□ Taking bisphosphonates

___________________
□ Other _____________

____________________
Women Only 
□ Are you pregnant?
□ Are you trying to

become pregnant?
□ Are you nursing?

Blood/Hematologic and Cancer 
□ Anemia
□ Bleeding disorder
□ Sickle cell trait
□ Sickle cell disease
□ Deep vein thrombosis
□ Cancer
□ Leukemia
□ Lymphoma
□ Multiple myeloma
□ Other _______________

____________________
____________________

Immune and Infectious 
□ Immune compromise
□ HIV
□ AIDS
□ Hepatitis _________
□ MRSA
□ Cold sores
□ Other ______________

Gastrointestinal and Kidney 
□ Heart burn / reflux
□ GERD
□ Chronic constipation
□ Liver cirrhosis
□ Chronic Hepatitis
□ Renal failure
□ Renal insufficiency
□ Dialysis
□ Other ______________

Smoking, Alcohol, Drugs 
□ Do you smoke?
□ Do you drink?
□ Do you use drugs for

recreational purposes?
□ Do you have problems

with alcohol or
alcoholism?

□ Do you/have you used
□ Cocaine
□ Marijuana
□ Methamphetamine
□ Other _____________



 
 

  

  

 

    

    

    

    

    

    

    

    

    

    

    

 

Dosage Frequency Reason Taking Drug Name

UW Dental Education in Care of People with Disabilities (DECOD) 

Patient Name:___________________________________     Date of birth: _________________

Medication List
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Consent for Routine Dental Treatment
 

UW School of Dentistry – DECOD Program
 

Information 

Routine dental treatment may include examinations, xrays, cleanings and fluoride, fillings, sealants, 

dentures, and crowns, among others. It also includes the use of local anesthesia (“numbing” of the teeth 

and mouth). The care that is able to be provided in the clinic setting may be limited by the ability of the 

patient to tolerate treatment in an office setting. In such cases, your provider may recommend 

alternative forms of treatment depending on the treatment needs. 

Routine dental care does not include surgery (such as the removal of teeth), general anesthesia, or 

medical immobilization (such as the use of a papoose board). If needed, additional consent(s) will be 

requested. 

If you have questions regarding routine dental procedures, you may talk to your dental provider 

in-person during a dental appointment or over the phone by calling the DECOD clinic. 

Consent 

I consent to routine dental treatment for the patient named below. 

I have had the chance to ask questions and have my questions answered regarding routine dental 

treatment. 

If any unexpected problems arise during care, I further consent for the dental provider(s) to manage 

these conditions as needed. 

I understand that this consent does not include consent for surgical procedures, general anesthesia, or 

medical immobilization. If needed, additional consent(s) will be requested. 

I understand that I can withdraw this consent at any time. If consent is withdrawn during a procedure, 

my provider is authorized to find a safe stopping point prior to ending the treatment. To withdraw my 

consent, I will need to inform my dental provider(s). 

Patient’s name (printed) 

_____________________________________________

Patient signature (if own guardian) Date

_____________________________________________ 

Guardian signature (if patient has guardian) Date

Patient Name:____________________________________________ Birth date:_____________



Patient Name:   _____________________________________________ Birth date: ______________



Patient Name: ________________________________________________ Birth date: ______________



Patient Name:_______________________________________________ Birth date:_____________



Patient Name:_______________________________________________ Birth date:_______________
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