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PATIENT REGISTRATION

Welcome! We would like to take this opportunity to welcome and thank you for joining our dental practice. We appreciate 
your confidence in us and we will do everything possible to provide you with the finest dental care. Please fill out these forms 
completely. The better we communicate, the better we can care for you. Your satisfaction is our success.

Our office is committed to meeting or exceeding the standard of infection control mandated by OSHA, the CDC and the ADA.

Patient Name (Last, First, Middle Initial) Date of Birth Social Security Number Sex 
Male   Female

How do you prefer to be addressed? Marital Status 
Single    Married

Address City State Zip

Home Phone:

Work Phone:

Cell Phone:

Confirm appointments? 
Yes      No

If yes, how would you like your confirmations? 
E-Mail OR Text OR Call - Home  Work   Cell

E-Mail Address (print clearly)

Employer Occupation Relationship to Insured 
SELF    SPOUSE    CHILD    OTHER

     PRIMARY DENTAL INSURANCE CARRIER  SECONDARY INSURANCE CARRIER

Insured Name Insured Name

Date of Birth Date of Birth

Social Security Number Social Security Number

Insurance Company Group Number Insurance Company Group Number

Employer Occupation Employer Occupation

WHO SHOULD BE NOTIFIED LOCALLY IN CASE OF EMERGENCY?

Name Relationship Phone Number

REFERRED TO THIS OFFICE BY

Friend, Family Member, Other Provider

Phone Book  Internet   Insurance   Other

Notes

ASSIGNMENT OF BENEFITS

ASSIGNMENT AND RELEASE: I hereby authorize my insurance benefits to be payable directly to the undersigned dentist and I am 
financially responsible for non-covered services. I also authorize the doctor to release any information necessary or requested.

I authorize treatment of the above-named person and agree to pay all fees charged for such treatment. I agree to pay all charges for 
members of my family and myself, shown by statements, promptly upon presentation thereof, unless credit agreements are agreed upon in 
writing.

Signed Date
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MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. 
Health problems that you may have, or medication that you may be taking, could have an important interrelationship 
with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician’s care now? O Yes   O No If yes, please explain:

Have you ever been hospitalized or had a major 
operation? O Yes   O No If yes, please explain:

Have you ever had a serious head or neck injury? O Yes   O No If yes, please explain:

Are you taking any medications, pills, or drugs? O Yes   O No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? O Yes   O No

Have you ever taken Fosamax, Boniva, Actonel or any 
other medications containing bisphosphonates? O Yes   O No

Are you on a special diet? O Yes   O No Women: Are you...

Do you use tobacco? O Yes   O No       Pregnant/Trying to get pregnant?          Nursing?

Do you use controlled substances? O Yes   O No       Taking oral contraceptives?

Are you alergic to any of the following?

      Aspirin            Penicillin            Codeine            Acrylic            Metal            Latex            Local Anesthetics            Sulfa Drugs

      Other     If yes, please explain:

Do you have, or have you had, any of the following?

AIDS/HIV Positive

Alzheimer’s Disease

Anaphylaxis

Anemia

Angina

Arthritis/Gout

Artificial Heart Valve

Artificial Joint

Asthma

Blood Disease

Blood Transfusion

Breathing Problem

Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Sores/Fever Blisters

Congenital Heart Disorder

Convulsions

Cortisone Medicine

Diabetes

Drug Addiction

Easily Winded

Emphysema

Epilepsy or Seizures

Excessive Bleeding

Excessive Thirst

Fainting Spells/Dizziness

Frequent Cough

Frequent Diarrhea

Frequent Headaches

Genital Herpes

Glaucoma

Hay Fever

Heart Attack/Failure

Heart Murmur

Heart Pacemaker

Heart Trouble/Disease

Hemophilia

Hepatitis A

Hepatitis B or C

Herpes

High Blood Pressure

High Cholesterol

Hives or Rash

Hypoglycemia

Irregular Heartbeat

Kidney Problems

Leukemia

Liver Disease

Low Blood Pressure

Lung Disease

Mitral Valve Prolapse

Osteoporosis

Pain in Jaw Joints

Parathyroid Disease

Psychiatric Care

Radiation Treatments

Recent Weight Loss

Renal Dialysis

Rheumatic Fever

Rheumatism

Scarlet Fever

Shingles

Sickle Cell Disease

Sinus Trouble

Spina Bifida

Stomach/Intestinal Disease

Stroke

Swelling of Limbs

Thyroid Disease

Tonsillitis

Tuberculosis

Tumors or Growths

Ulcers

Venereal Disease

Yellow Jaundice

Have you ever had any serious illness not listed above?   O Yes  O No    If yes, please explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can 
be dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE
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Photography Consent 

I,  give my consent to Jefferson L .Clark, DDS, MS and his staff to take radiographs 
of dentition and/or photographs of the head and neck areas, including the profile, face, teeth, smile, and intraoral 
features, pre-, during, and post-treatment for the purposes of internal office use in dental records or for use in treatment 
planning, education, publication in professional journals, and/or advertising. I understand that my identity will be blurred 
in most cases and that my personal information will be protected.

I hereby waive any right that I may have to inspect or approve the finished product(s) and advertising copy to which the 
photographs may be applied.

I have a right to restrict the use of photographic images as indicated here:

I hereby warrant that I am of legal age and have the right to contract my own name, or I am not of legal age and my 
parent/ legal guardian whose signature is witnessed below is executing this release. I/my guardian has read the above 
consent prior to its execution, and I/my guardian am/is fully familiar with the agreement. 

Patient Name: Date:     

Patient Signature:

Witness: Date:      

Witness Signature:

Provider: Date:      

Provider Signature:         
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Jefferson Lee Clark, DDS, MS, Inc. 
2350 Professional Dr., Suite 100, Roseville, CA 95661 

916-783-0122 (P) 
916-783-6127 (F) 

office@drclarck.pro

CONSENT FOR TREATMENT

I hereby authorize Dr. Clark or designated staff members to take X-Rays, study models, photographs, and if needed, 
other diagnostic aids deemed necessary by the doctor to make a thorough diagnosis.

Upon such diagnosis, I authorize Dr. Clark to perform all recommended treatment mutually agreed upon by me and to 
employ assistance as required to provide proper care.

I agree to the use of anesthetics as necessary. I fully understand that using anesthetics has certain risks, such as 
accelerated heart rate, and, if given to a drug addicted patient, anesthetic may cause a heart attack. These risks are 
very low, but must be listed and acknowledged by me.

I also understand that the need for additional restorations is sometimes detected as treatment progresses. In removing a 
defective filling or decay, a tooth may need a more complex restoration for adequate strength. In any healing art such as 
medicine or dentistry, the response of living tissues to treatment cannot always be predicted.

I also agree to be responsible for payment of all services rendered on my behalf or my dependents. I understand 
that payment is due at the time of services unless other arrangements have been made. I also understand that any 
insurance will be billed as a courtesy, but in the event that payments are not made by my insurance company I will be 
held responsible and a late charge could be added after my account has aged over 90 days. I agree to authorize 
assignment of benefits from the insurance company for payment directly to Dr. Clark. 

You will receive a summary of diagnosed treatment. This will give you a good idea as to the condition of your mouth, 
and, it will list the approximate costs of having the needed treatment completed. In the final analysis, the exact costs will 
be based on the treatment that was actually completed and the fees routinely charged for such procedures.

APPOINTMENTS

When an appointment is scheduled we reserve that time especially for you. There are many times when our patients 
require urgent or emergency treatment and therefore need an appointment as soon as possible. When patients give the 
office advance notice of their need to cancel a scheduled appointment, this time can then be allocated to those patients 
with immediate needs. In this way the office can best serve the needs of ALL patients. 

AT LEAST 24 HOURS NOTICE MUST BE GIVEN IF CANCELLATION IS ABSOLUTELY NECESSARY. 
OTHERWISE A CANCELLATION CHARGE OF $50.00 WILL BE ASSESSED.

DENTAL MATERIALS

I HAVE RECEIVED A COPY OF THE DENTAL MATERIALS FACT SHEET AS REQUIRED BY LAW. 

INITIALS:
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

We respect our legal obligation to keep health information that identifies you private. We are obligated by law to give you notice 
of our privacy practices. This Notice describes how we protect your health information and what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or disclose your health information is for treatment, payment or health care 
operations. Examples of how we use or disclose information for treatment purposes are: setting up an appointment for 
you; examining your teeth; prescribing medications and faxing them to be filled; referring you to another doctor or clinic 
for other health care or services; or getting copies of your health information from another professional that you may 
have seen before us. Examples of how we use or disclose your health information for payment purposes are: asking 
you about your health or dental care plans, or other sources of payment; preparing and sending bills or claims; and 
collecting unpaid amounts (either ourselves or through a collection agency or attorney). “Health care operations” mean 
those administrative and managerial functions that we have to do in order to run our office. Examples of how we use 
or disclose your health information for health care operations are: financial or billing audits; internal quality assurance; 
personnel decisions; participation in managed care plans; defense of legal matters; business planning; and outside 
storage of our records.

We routinely use your health information inside our office for these purposes without any special permission. If we need 
to disclose your health information outside of our office for these reasons, we usually will not ask you for special written 
permission. 

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION

In some limited situations, the law allows or requires us to use or disclose your health information without your permission. 
Not all of these situations will apply to us; some may never come up at our office at all. Such uses or disclosures are:

•	When a state or federal law mandates that certain health information be reported for a specific purpose;

•	 For public health purposes, such as contagious disease reporting, investigation or surveillance; and notices to and 
from the federal Food and Drug Administration regarding drugs or medical devices;

•	Disclosures to governmental authorities about victims of suspected abuse, neglect or domestic violence;

•	Uses and disclosures for health oversight activities, such as for the licensing of doctors; for audits by Medicare or 
Medicaid; or for investigation of possible violations of health care laws; 

•	Disclosures for judicial and administrative proceedings, such as in response to subpoenas or orders of courts or 
administrative agencies;

•	Disclosures for law enforcement purposes, such as to provide information about someone who is or is suspected to be 
a victim of a crime; to provide information about a crime at our office; or to report a crime that happened somewhere 
else;

•	Disclosure to a medical examiner to identify a dead person or to determine the cause of death; or to funeral directors 
to aid in burial; or to organizations that handle organ or tissue donations;

•	Uses or disclosures for health related research;

•	Uses and disclosures to prevent a serious threat to health or safety;

•	Uses or disclosures for specialized government functions, such as for the protection of the president or high ranking 
government officials; for lawful national intelligence activities; for military purposes; or for the evaluation and health of 
members of the foreign service;
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•	Disclosures of de-identified information;

•	Disclosures relating to worker’s compensation programs;

•	Disclosures of a “limited data set” for research, public health, or health care operations;

•	 Incidental disclosures that are an unavoidable by-product of permitted uses or disclosures;

•	Disclosures to “business associates” who perform health care operations for us and who commit to respect the privacy 
of your health information;

Unless you object, we will also share relevant information about your care with your family or friends who are helping 
you with your dental care.

APPOINTMENT REMINDERS

We may call or write to remind you of scheduled appointments, or that it is time to make a routine appointment. We 
may also call or write to notify you of other treatments or services available at our office that might help you. Unless you 
tell us otherwise, we will mail you an appointment reminder on a post card, and/or leave you a reminder message on 
your home answering machine or with someone who answers your phone if you are not home.

OTHER USES AND DISCLOSURES

We will not make any other uses or disclosures of your health information unless you sign a written “authorization form.” 
The content of an “authorization form” is determined by federal law. Sometimes, we may initiate the authorization 
process if the use or disclosure is our idea. Sometimes, you may initiate the process if it’s your idea for us to send your 
information to someone else. Typically, in this situation you will give us a properly completed authorization form, or you 
can use one of ours.

If we initiate the process and ask you to sign an authorization form, you do not have to sign it. If you do not sign the 
authorization, we cannot make the use or disclosure. If you do sign one, you may revoke it at any time unless we have 
already acted in reliance upon it. Revocations must be in writing. Send them to the office contact person named at the 
beginning of this Notice.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION

The law gives you many rights regarding your health information. You can:

•	Ask us to restrict our uses and disclosures for purposes of treatment (except emergency treatment), payment or health 
care operations. We do not have to agree to do this, but if we agree, we must honor the restrictions that you want. 
To ask for a restriction, send a written request to the office contact person at the address, fax or E Mail shown at the 
beginning of this Notice.

•	Ask us to communicate with you in a confidential way, such as by phoning you at work rather than at home, by 
mailing health information to a different address, or by using E mail to your personal E Mail address. We will 
accommodate these requests if they are reasonable, and if you pay us for any extra cost. If you want to ask for 
confidential communications, send a written request to the office contact person at the address, fax or E mail shown at 
the beginning of this Notice.

•	Ask to see or to get photocopies of your health information. By law, there are a few limited situations in which we can 
refuse to permit access or copying. For the most part, however, you will be able to review or have a copy of your 
health information within 30 days of asking us (or sixty days if the information is stored off-site). You may have to pay 
for photocopies in advance. If we deny your request, we will send you a written explanation, and instructions about 
how to get an impartial review of our denial if one is legally available. By law, we can have one 30 day extension 
of the time for us to give you access or photocopies if we send you a written notice of the extension. If you want 
to review or get photocopies of your health information, send a written request to the office contact person at the 
address, fax or E mail shown at the beginning of this Notice.



Page 7

•	Ask us to amend your health information if you think that it is incorrect or incomplete. If we agree, we will amend the 
information within 60 days from when you ask us. We will send the corrected information to persons who we know 
got the wrong information, and others that you specify. If we do not agree, you can write a statement of your position, 
and we will include it with your health information along with any rebuttal statement that we may write. Once your 
statement of position and/or our rebuttal is included in your health information, we will send it along whenever 
we make a permitted disclosure of your health information. By law, we can have one 30 day extension of time to 
consider a request for amendment if we notify you in writing of the extension. If you want to ask us to amend your 
health information, send a written request, including your reasons for the amendment, to the office contact person at 
the address, fax or E mail shown at the beginning of this Notice.

•	Get a list of the disclosures that we have made of your health information within the past six years (or a shorter period 
if you want). By law, the list will not include: disclosures for purposes of treatment, payment or health care operations; 
disclosures with your authorization; incidental disclosures; disclosures required by law; and some other limited 
disclosures. You are entitled to one such list per year without charge. If you want more frequent lists, you will have 
to pay for them in advance. We will usually respond to your request within 60 days of receiving it, but by law we 
can have one 30 day extension of time if we notify you of the extension in writing. If you want a list, send a written 
request to the office contact person at the address, fax or E mail shown at the beginning of this Notice.

•	Get additional paper copies of this Notice of Privacy Practices upon request. It does not matter whether you got 
one electronically or in paper form already. If you want additional paper copies, send a written request to the office 
contact person at the address, fax or E mail shown at the beginning of this Notice.

OUR NOTICE OF PRIVACY PRACTICES

By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change it. We reserve the right 
to change this notice at any time as allowed by law. If we change this Notice, the new privacy practices will apply to 
your health information that we already have as well as to such information that we may generate in the future. If we 
change our Notice of Privacy Practices, we will post the new notice in our office, have copies available in our office, 
and post it on our Web site. 

COMPLAINTS

If you think that we have not properly respected the privacy of your health information, you are free to complain to us or 
the U.S. Department of Health and Human Services, Office for Civil Rights. We will not retaliate against you if you make 
a complaint. If you want to complain to us, send a written complaint to the office contact person at the address, fax or E 
mail shown at the beginning of this Notice. If you prefer, you can discuss your complaint in person or by phone. 

FOR MORE INFORMATION

If you want more information about our privacy practices, call or visit the office contact person at the address or phone 
number shown at the beginning of this Notice.
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Jefferson Lee Clark, DDS, MS, Inc. 
2350 Professional Dr., Suite 100, Roseville, CA 95661 

916-783-0122 (P) 
916-783-6127 (F) 

office@drclarck.pro

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient name: 

Patient address: 

Patient phone number: 

I authorize the professional office of my dentist named above to release health information identifying me [including if 
applicable, information about HIV infection or AIDS, information about substance abuse treatment, and information about 
mental health services] under the following terms and conditions:

1. Detailed description of the information to be released: CLAIM INFORMATION AND PROFESSIONAL 
CORRESPONENCE AND XRAYS WITH OTHER TREATMENT PROVIDERS

2. The purpose(s) for the release: TO ALLOW FOR COORDINATION OF CARE AND INSURANCE CLAIM 
PROCESSING

3. Expiration date or event relating to the individual or purpose for the release: UPON TERMINATION OF CARE, 
UNLESS OTHERWISE REQUESTED BY PATIENT

It is completely your decision whether or not to sign this authorization form.  We cannot refuse to treat you if you choose 
not to sign this authorization.  

If you sign this authorization, you can revoke it later.  The only exception to your right to revoke is if we have already 
acted in reliance upon the authorization.  If you want to revoke your authorization, send us a written or electronic note 
telling us that your authorization is revoked.  Send this note to the office contact person listed at the top of this form.

When your health information is disclosed as provided in this authorization, the recipient often has no legal duty to 
protect its confidentiality.  In many cases, the recipient may re-disclose the information as he/she wishes.  Sometimes, 
state or federal law changes this possibility.  

I HAVE READ AND UNDERSTAND THIS FORM.  I AM SIGNING IT VOLUNTARILY.  I AUTHORIZE THE DISCLOSURE 
OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Dated: 

Patient signature: 

If you are signing as a personal representative of the patient, describe your relationship to the patient and the source of 
your authority to sign this form:

Relationship to Patient: 

Print Name: 

Source of Authority:
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THE FACTS ABOUT FILLINGS

The following content is provided by

DENTAL BOARD OF CALIFORNIA 
1432	Howe	Avenue	•	Sacramento,	California	95825 

www.dbc.ca.gov

CALIFORNIA DEPARTMENT OF CONSUMER AFFAIRS 
5/04

Dental Materials Fact Sheet

What About the Safety of Filling Materials?

Patient health and the safety of dental treatments are the primary goals of California’s dental professionals and the Dental 
Board of California. The purpose of this fact sheet is to provide you with information concerning the risks and benefits of 
all the dental materials used in the restoration (filling) of teeth.

The Dental Board of California is required by law* to make this dental materials fact sheet available to every licensed 
dentist in the state of California. Your dentist, in turn, must provide this fact sheet to every new patient and all patients of 
record only once before beginning any dental filling procedure.

As the patient or parent/guardian, you are strongly encouraged to discuss with your dentist the facts presented 
concerning the filling materials being considered for your particular treatment.

*Business and Professions Code 1648.10-1648.20

Allergic Reactions to Dental Materials

Components in dental fillings may have side effects or cause allergic reactions, just like other materials we may come 
in contact with in our daily lives. The risks of such reactions are very low for all types of filling materials. Such reactions 
can be caused by specific components of the filling materials such as mercury, nickel, chromium, and/or beryllium alloys. 
Usually, an allergy will reveal itself as a skin rash and is easily reversed when the individual is not in contact with the 
material.

There are no documented cases of allergic reactions to composite resin, glass ionomer, resin ionomer, or porcelain. 
However, there have been rare allergic responses reported with dental amalgam, porcelain fused to metal, gold alloys, 
and nickel or cobalt-chrome alloys.

If you suffer from allergies, discuss these potential problems with your dentist before a filling material is chosen.

Toxicity of Dental Materials

Dental Amalgam

Mercury in its elemental form is on the State of California’s Proposition 65 list of chemicals known to the state to cause 
reproductive toxicity. Mercury may harm the developing brain of a child or fetus.

Dental amalgam is created by mixing elemental mercury (43–54%) and an alloy powder (46–57%) composed mainly of 
silver, tin, and copper. This has caused discussion about the risks of mercury in dental amalgam. Such mercury is emitted 
in minute amounts as vapor. Some concerns have been raised regarding possible toxicity. Scientific research continues 
on the safety of dental amalgam. According to the Centers for Disease Control and Prevention, there is scant evidence 
that the health of the vast majority of people with amalgam is compromised.

The Food and Drug Administration (FDA) and other public health organizations have investigated the safety of amalgam 
used in dental fillings. The conclusion: no valid scientific evidence has shown that amalgams cause harm to patients with 
dental restorations, except in rare cases of allergy. The World Health Organization reached a similar conclusion stating, 
“Amalgam restorations are safe and cost effective.”
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A diversity of opinions exists regarding the safety of dental amalgams. Questions have been raised about its safety 
in pregnant women, children, and diabetics. However, scientific evidence and research literature in peer-reviewed 
scientific journals suggest that otherwise healthy women, children, and diabetics are not at an increased risk from dental 
amalgams in their mouths. The FDA places no restrictions on the use of dental amalgam.

Composite Resin

Some Composite Resins include Crystalline Silica, which is on the State of California’s Proposition 65 list of chemicals 
known to the state to cause cancer.

It is always a good idea to discuss any dental treatment thoroughly with your dentist.

Dental Materials – Advantages & Disadvantages

The durability of any dental restoration is influenced not only by the material it is made from but also by the dentist’s 
technique when placing the restoration. Other factors include the supporting materials used in the procedure and the 
patient’s cooperation during the procedure. The length of time a restoration will last is dependent upon your dental 
hygiene, home care, and diet and chewing habits.

DENTAL AMALGAM FILLINGS

Dental amalgam is a self-hardening mixture of silver-tin-copper alloy powder and liquid mercury and is sometimes 
referred to as silver fillings because of its color. It is often used as a filling material and replacement for broken teeth.

Advantages

•	Durable; long lasting

•	Wears well; holds up well to the forces of biting

•	 Relatively inexpensive

•	Generally completed in one visit

•	Self-sealing; minimal-to-no shrinkage and resists leakage

•	 Resistance to further decay is high, but can be difficult to find in early stages

•	 Frequency of repair and replacement is low

Disadvantages

•	 Refer to “What About the Safety of Filling Materials”

•	Gray colored, not tooth colored

•	May darken as it corrodes; may stain teeth over time

•	 Requires removal of some healthy tooth

•	 In larger amalgam fillings, the remaining tooth may weaken and fracture

•	Because metal can conduct hot and cold temperatures, there may be a temporary sensitivity to hot and cold.

•	Contact with other metals may cause occasional, minute electrical flow

COMPOSITE RESIN FILLINGS

Composite fillings are a mixture of powdered glass and plastic resin, sometimes referred to as white, plastic, or tooth-
colored fillings. It is used for fillings, inlays, veneers, partial and complete crowns, or to repair portions of broken teeth.

Advantages

•	Strong and durable

•	 Tooth colored
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•	Single visit for fillings

•	 Resists breaking

•	Maximum amount of tooth preserved

•	Small risk of leakage if bonded only to enamel

•	Does not corrode

•	Generally holds up well to the forces of biting depending on product used

•	 Resistance to further decay is moderate and easy to find

•	 Frequency of repair or replacement is low to moderate

Disadvantages

•	 Refer to “What About the Safety of Filling Materials”

•	Moderate occurrence of tooth sensitivity; sensitive to dentist’s method of application

•	Costs more than dental amalgam

•	Material shrinks when hardened and could lead to further decay and/or temperature sensitivity

•	 Requires more than one visit for inlays, veneers, and crowns

•	May wear faster than dental enamel

•	May leak over time when bonded beneath the layer of enamel

GLASS IONOMER CEMENT

Glass ionomer cement is a self-hardening mixture of glass and organic acid. It is tooth-colored and varies in translucency. 
Glass ionomer is usually used for small fillings, cementing metal and porcelain/metal crowns, liners, and temporary 
restorations.

Advantages

•	 Reasonably good esthetics

•	May provide some help against decay because it releases fluoride

•	Minimal amount of tooth needs to be removed and it bonds well to both the enamel and the dentin beneath the 
enamel

•	Material has low incidence of producing tooth sensitivity

•	Usually completed in one dental visit

Disadvantages

•	Cost is very similar to composite resin (which costs more than amalgam)

•	 Limited use because it is not recommended for biting surfaces in permanent teeth

•	As it ages, this material may become rough and could increase the accumulation of plaque and chance of 
periodontal disease

•	Does not wear well; tends to crack over time and can be dislodged

RESIN IONOMER CEMENT

Resin ionomer cement is a mixture of glass and resin polymer and organic acid that hardens with exposure to a blue 
light used in the dental office. It is tooth colored but more translucent than glass ionomer cement. It is most often used for 
small fillings, cementing metal and porcelain metal crowns and liners.

Advantages
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•	Very good esthetics

•	May provide some help against decay because it releases fluoride

•	Minimal amount of tooth needs to be removed and it bonds well to both the enamel and the dentin beneath the 
enamel

•	Good for non-biting surfaces

•	May be used for short-term primary teeth restorations

•	May hold up better than glass ionomer but not as well as composite

•	Good resistance to leakage

•	Material has low incidence of producing tooth sensitivity

•	Usually completed in one dental visit

Disadvantages

•	Cost is very similar to composite resin (which costs more than amalgam)

•	 Limited use because it is not recommended to restore the biting surfaces of adults

•	Wears faster than composite and amalgam

PORCELAIN (CERAMIC)

Porcelain is a glass-like material formed into fillings or crowns using models of the prepared teeth. The material is tooth- 
colored and is used in inlays, veneers, crowns and fixed bridges.

Advantages

•	Very little tooth needs to be removed for use as a veneer; more tooth needs to be re- moved for a crown because 
its strength is related to its bulk (size)

•	Good resistance to further decay if the restoration fits well

•	 Is resistant to surface wear but can cause some wear on opposing teeth

•	 Resists leakage because it can be shaped for a very accurate fit

•	 The material does not cause tooth sensitivity

Disadvantages

•	Material is brittle and can break under biting forces

•	May not be recommended for molar teeth

•	Higher cost because it requires at least two office visits and laboratory services

NICKEL OR COBALT-CHROME ALLOYS

Nickel or cobalt-chrome alloys are mixtures of nickel and chromium. They are a dark silver metal color and are used for 
crowns and fixed bridges and most partial denture frameworks.

Advantages

•	Good resistance to further decay if the restoration fits well

•	 Excellent durability; does not fracture under stress

•	Does not corrode in the mouth

•	Minimal amount of tooth needs to be removed

•	 Resists leakage because it can be shaped for a very accurate fit

Disadvantages
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•	 Is not tooth colored; alloy is a dark silver metal color

•	Conducts heat and cold; may irritate sensitive teeth

•	Can be abrasive to opposing teeth

•	High cost; requires at least two office visits and laboratory services

•	Slightly higher wear to opposing teeth

PORCELAIN FUSED TO METAL

This type of porcelain is a glass-like material that is “enameled” on top of metal shells. It is tooth-colored and is used for 
crowns and fixed bridges

Advantages

•	Good resistance to further decay if the restoration fits well

•	Very durable, due to metal substructure

•	 The material does not cause tooth sensitivity

•	 Resists leakage because it can be shaped for a very accurate fit

Disadvantages

•	More tooth must be removed (than for porcelain) for the metal substructure

•	Higher cost because it requires at least two office visits and laboratory services

GOLD ALLOY

Gold alloy is a gold-colored mixture of gold, copper, and other metals and is used mainly for crowns and fixed bridges 
and some partial denture frameworks

Advantages

•	Good resistance to further decay if the restoration fits well

•	 Excellent durability; does not fracture under stress

•	Does not corrode in the mouth

•	Minimal amount of tooth needs to be removed

•	Wears well; does not cause excessive wear to opposing teeth

•	 Resists leakage because it can be shaped for a very accurate fit

Disadvantages

•	 Is not tooth colored; alloy is yellow

•	Conducts heat and cold; may irritate sensitive teeth

•	High cost; requires at least two office visits and laboratory services


