
TO:  All Colorado Dental Association Members

The Dentists Professional Liability Trust Board, on 12-9-87 , approved
requirements for the use of  dental implants.  The Trust' s concern in
arriving at these requirements w as to provide t wo types of protection.
First, we wished to protect those members who do not w ork w ith
implants by being f iduciarily responsible t o see that  this is a shared risk.
Secondly, we would protect the Trust  by requiring those dentists w ho
do work w ith implants to meet some current and ongoing education
qualif icat ions,  and thereby assure that the liability risk to t he Trust
would not be as great.

To allow f or the use of implants (ceramic or any metallic fix ture
surgically placed in alveolar bone or basal bone excluding periodontal
bone graf ting materials, ridge augmentation materials and endodontic
stabilizer implants), t he dent ist  must  meet t he follow ing requirements.

A. Only Federal Drug Administ ration approved implants w ill be
accepted.

B. Sixty-four (64) hours of  continuing education before
coverage w ill begin.  All hours must be completed w ithin
the past f ive years.  These 64 hours must  be document ed
to include:
1. Thirty-two (32) hours of  general implantology w ith

emphasis on:
a.  dental anatomy
b.  pharmacology
c.  biomaterials and biomechanics
d.  medical evaluation criteria
e.  wound healing and repair
f.  periodontics

2. Sixteen (16) hours in clinical instruct ion, a portion of
which must include hands on experience in the
system utilized.

3. Sixteen hours (1 6) in t he restorat ive phase, a portion
of which must include experience in t he system
utilized.  Four (4) hours total can be obtained by
video, CD, internet or self -test review ed art icles.

C. Ongoing continuing education consisting of t welve (12) hours in
every twenty-four-(24) month per iod. M ay be in any of the areas
list ed in sec tion B-1 above, but should include coverage of recent
research or developments in one or more of t hese areas. Four (4)
hours total can be obtained by video, CD, internet or self -test
reviewed art icles.

(over)



D. Peer Review
The Trust Board w ill have the right to evaluate the  implant ologist
individually  as to requirement s being met .

E $500.00 increase in premium.  This increase in premium w ill be w aived
once this coverage has been carried for t hree (3) consecutive years wit h
no implant  claims.

To allow for the use of the restorative phase of implants, t he dentist must meet the
fo llow ing requirements:

A. Fourteen (14) hours of cont inuing education before coverage will begin.
All hours must be completed w ithin t he past f ive years.  These 14 hours
must be documented to include the follow ing:

1. general overview of  implantology
2. wound healing and repair of implants
3. restorative design, function,  and occlusion
4. restorative technique, i.e., lab support

B. Minimum of t welve (12) hours in 24  months of cont inuing education i.e.,
study clubs, seminars, courses. Four (4) hours total can be obtained by
video, CD, internet or self -test review ed art icles.

C. At this time t he Trust  w ill  provide coverage of the restorat ive phase w ith
no additional increase in premium.

SUPPLEMENT

A. Documentation concerning implants and the restorat ive phase must
include certificates or lett ers of  completion w ith signat ures from course
directors.  These documents must verify requirements set by  the Trust .

B. A specific informed consent document  is no longer required but  the use
of  one is strongly advised for both phases of  implant  coverage.
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REPORT FORM

THE DENTISTS PROFESSIONAL LIABILITY TRUST

 EDUCATION REQUIREMENTS FOR THE USE OF IMPLANTS

In accordance, wit h the requirements governing the cont inued use of  dent al
implants, please submit verif ication of cont inuing education courses completed.
Documentation must include certificates of courses completed and/or letters
of completion with signatures of course directors.  All hours must be
completed within the past five years.  Please categorize the contents of t he
courses as listed below.  Copy, if  additional report f orms are needed.

SURGICAL PHASE EDUCATION REQUIREMENTS

 1. General Implantology including anatomy, diagnostic 
 evaluat ion,  pharmacology,  wound healing,  biomaterials 

and periodont ics.  
(32 hrs. required)

Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________

1. Clinical and hands on experience including training in t he 
system utilized.  (16 hrs. required)

Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________

2. Restorative phase including training in the system utilized. 
(16 hrs. required)

Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________
Course_______________________Dat e_____________Hrs___________



RESTORA TIVE PHASE EDUCATION REQUIREMENT

1. General Implantology including a general overview, w ound healing and
repair, restorative design and funct ion, occ lusion and restorat ive
technique and lab support.  (14  hrs. required)

Course______________________Dat e_____________Hrs___________
Course______________________Dat e_____________Hrs___________
Course______________________Dat e_____________Hrs___________
Course______________________Dat e_____________Hrs___________

I am applying for Implant coverage for:

9 Surgical Phase (complete front  side of this form)

9 Restorative Phase (see above)

Signature___________________________

Date___________________________

Approved:

Not Approved:

Reasons:

By________________________

Date______________________

R ev  0 1 / 1 8 /2 0 0 6



IMPLANT PATIENT-PROSTHETIC INFORMATION AND CONSENT FORM

Patient: 
Date   : 

1. I,                             authorize Dr. (s)_______________________________ to const ruct
a dental prosthesis for use with my surgical implant  as indicated by the diagnostic studies and/or
evaluations already performed.

2. I have discussed w ith Dr. (s)                                                           the risks
associated w ith the surgical implant  and have consented to that  procedure.

3. Alternatives to implant surgery  and the implant prosthesis have been explained to me,
including their  risks.   I have tried or considered these alternative t reatment methods and their risks,
but I desire an implant and an implant prosthesis to secure and/or replace my missing teeth.

4. I am aware that the practice of dentistry  and dental surgery is not an exact science
and I acknowledge that no guarantees have been made to me concerning the success of my
implant prosthesis and t he associated treatment and procedures.  I am aware that the implant
surgery and/or prosthesis may fail, w hich may requi re corrective surgery or the removal of the
prosthesis or implant w ith possible surgery associated w ith t he implant removal.

5. As w ith any dental prosthesis, there are possible complications of  which I should be
aware.   These include, but  are not limited to t he follow ing:  the presenting condit ions may result
in compromised bridge w ork  or compromised occlusion requiring additional care and treatment;  risk
of prost hetic and/or material failure;  loss of permanent teeth;  allergic reactions to metals; loss of
the prosthesis and/or implant if dental disease develops due to improper home care or  other
reasons;  loss of the implant and/or prosthesis if systemic disease develops; and wear or breakage
of the implant component and/or prosthesis.  The development of any of  these aforementioned
risks may result in the need for surgical removal of the implant and the use of alternative forms of
treatment.  I have been advised that bone grafting and /or guided tissue regeneration may be
necessary.

6. I have been advised that t he use of t obacco, alcohol and/or sugar may affect  the
implant and the prosthesis and may limit  the success of t his treatment.  I agree that I w ill follow
my dentist' s instructions for home care, oral hygiene and agree to follow my dentist' s instructions
for professional dental cleaning, follow -up care and treatment once the prosthesis has been placed.



IMPLANT PATIENT-PROSTHETIC INFORMATION AND CONSENT FORM

7. I certif y that I have read, have had explained to me, and fully understand the
foregoing consent to implant prosthesis and that it  is my intention to have the foregoing prosthesis
const ruc ted as stated.  I have been advised that inf ormation concerning the longevity of  the
part icular implant  and t he prosthesis to be used may not  be available.  How ever, I have discussed
this as well as the nature of t he implant product to be used w ith my doctor and I consent to the
procedure know ing it s risks and limitations.    

Patient

Doctor

Witness (if  available)

Parent or Guardian if patient
is minor

Dated: Time:
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IMPLANT PATIENT - PROSTHETIC INFORMATION AND CONSENT FORM

PATIENT: 
DATE: 

1. I, , authorize Dr.  t o  cons t r u c t  a  d e n t a l
prosthesis for use w ith my implant (s).

2. Al ternat ives t o an implant  supported and/or retained prosthesis have been explained to me.  I have
tried or considered these alternative treatment methods and their risks, but I desire implant and
implant prost hesis to secure and/or replace my missing teeth.

3. As w ith any dental prosthesis, there are possible complications of w hich I should be aw are.  These
include, but  are not limited to:

- Risk of  Prosthet ic and/or material f ailure;
- Loss of permanent teeth;
- Loss of prosthesis and/or implant  due to periodontal disease,  other oral disease, or oral

manif estat ions of  syst emic  disease;
- Compromised bite relationship;
- Compromised est hetics;

The development of  any of t hese risks may result in t he need for surgical removal of t he implant and
the use of  alternat ive f orms of  treatment .  I have been advised that  bone grafting and/or guided tissue
regeneration may be neccessary.

4. I am aw are that  the prac tice of  dentistry and dental surgery is not an exact science and I
acknow ledge that  no guarantees have been made to me concerning t he success of my implant
prosthesis. I am aware that t he implant surgery and/or prosthesis may fail, which may require
corrective surgery or the removal of  the prosthesis or implant w ith possible surgery associated w ith
the  implant removal.

5. I have been advised that t he use of tobacco or alcohol may aff ect t he implant and/or the prosthesis
and limit  the success of  this t reatment .  My dent ist  has provided instruct ions f or home care and oral
hygiene and I understand the importance of  follow ing my dent ist ’s inst ruct ions f or professional dental
cleaning; as well as follow -up care and treatment.

6. I agree that  I have read, had explained to me and understand the consent to implant prosthesis.  I
have been given the opportunity  to ask questions concerning the nature of t he treatment and the risks
involved.  I consent  to t he procedure know ing it s risks and limitations.

PATIENT DOCTOR

WITNESS (if  available) PARENT OR GUARDIAN (if minor)

DATED: TIME:

R EV :  1 1 / 1 4 /0 1


