
 
Dr. Terry Holder, DMD 

Practice Limited to Pediatric Dentistry 
Hospital Member Profile 

 
Member Name: _________________________________ 

ID Number: __________________________________ 

Provider Name: _______________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Factors: 

         

           

 
1) Age MD Letter 

 
Points 

  

4)  Health Complications(Documented 

with 

       
Patient/Member could have multiple) 

 
Age 0-3 

  
12 

     
Points 

 
Age 4-5 

  
10 

  
Autism 

  
12 

 
Age 6-7 

  
6 

  
Moderate Retardation 10 

 
Age 8-9 

  
2 

  
Asthma/Breathing Problems 10 

 
Age 10 

  
0 

  

Heart/Blood Pressure 
Problems 10 

       
Mild Retardation 

 
8 

 
2)  Services Required(Total of Teeth Restored or Extracted)  Anxiety/ Situational Anxiety 5 

 

**Sealants and X-rays are not a valid 
service 

      

       
Hysteria 

  
5 

 
Services 13 + 

 
12 

  
Allergies 

  
5 

 
Services 10-12 

 
10 

      

 
Services 7-9 

 
8 

  
5) Documented Conduct Disorders 

 
Services 4-6 

 
6 

  
(Documented with MD Letter) 

 

           

 
3) Previous Anesthesia Attempted 

  
ADD (313.0) 

 
5 

 
(by GP or Pedodontist) 

   
ADHD (314.0) 

 
5 

           

 
Oral Sedation Unsuccessful 5 

      

 
Nitrous Oxide Unsuccessful 3 

      

 

Local Anesthetic  
Unsuccessful 1 

      

           

 
Total Points: _______________ 

      

           

 
Scoring:  

         

           

 
Eligible for Hospital Sedation 30 points or more 

    

           

 
Contact Person:   Yolanda Luna 

      

   
(404) 545-5068 

      



 

 

 

Hospital Dentistry 

 

Please call to schedule surgery: 

Yolanda Luna 

Surgery Coordinator 

Direct (404) 545-5068 

Fax (678) 444-4181 

 

 

 

 

 



 

 
Thank you for choosing Dentistry for Children of GA, LLC to  care for your child’s continued Oral 

Health Care.  It has been recommended that your child have their dental treatment completed in 

the Operating Room under General Anesthesia with Dr. Terry Holder, D.D.S.   

Please read thoroughly to address any concerns you may have.  

 

This procedure is considered to be Outpatient Surgery at the following Hospital: 

 

      Children’s Healthcare of Atlanta- Satellite Surgery Center 

 2620 Satellite Blvd, Duluth, GA  30096  

 

General Information: 

Please be advised that your child’s records must be reviewed by Dr. Holder himself in order to 

proceed with your child’s Dental Surgery.  Please contact Yolanda Luna in order to coordinate 

your child’s Dental Surgery.  Please be aware that our goal is to make your child as comfortable 

as possible while caring for their Dental needs.  In order to accomplish this, it is important that 

each parent be a part of this process for Dental Surgery.  We encourage you to contact our 

Surgery Coordinator directly if unable to keep your appointed surgery date.  Please 

be aware if you are not able to keep the appointment, we will not be able to 

reschedule your child’s treatment in a Hospital setting and you may be in violation of 

Georgia State Law 

 

Coverage and Cost: 

The Hospital will need your Medical Insurance information to cover expenses for the OR time, 

anesthesia gas, supplies, medications and standard recovery time.  It is your responsibility to 

contact your Medical Insurance regarding any Pre-Authorization that may be required prior to 

the surgery date.  If your Medical Insurance is different than your Dental Insurance, you will 

also need to contact your Dental Insurance Provider if Pre-Authorization is required.  You will 

receive an estimate before you leave the office the day you are referred to the Hospital. Generally 

Commercial Insurance Providers cover 80% of Basic services, and 50% of Major services. To 

know exactly what your insurance will pay, please contact your Dental Insurance Provider. 

Please note, estimates given in the office are not a guarantee of payment.  Your 

estimated out-of-pocket is due by the day of your child’s surgery.  We do accept 

payment installments that must be arranged through our Surgery Coordinator prior 

to scheduling surgery.  All arrangements must be paid in full a week prior to the 

surgery date. 

 

 

 



 

 

 

 

Procedures: 

Once you have a surgery date, your child will need a current History and Physical Form 

completed by their Primary Physician prior to their Hospital Visit.  Please be aware you 

must contact their Primary Physician in order to schedule their Pre-Op appointment.  

This exam is only valid for 30 days.  If your child is under the care of a specialist, a 

clearance letter may be required. All documents required for surgery should be faxed two 

weeks prior to scheduled date. Please keep a copy of these forms for your records. 

 

 

Under most circumstances Dr. Holder does not require an evaluation with your child prior to 

their Hospital visit. If necessary, additional x-rays may be taken at the time of their visit.  Any 

changes regarding your child’s original diagnosed treatment will be discussed with you the day of 

the surgery. 

 

Contact: 

If you have any further questions or concerns regarding your child’s Hospital Surgery, please 

contact Yolanda Luna. 

 

Direct Number: (404) 545-5068   

Direct Fax: (678) 444-4181 

Email: yolanda.luna@d4c.com  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 



 
Dear Parent or Guardian of _____________________ 

 

Your child has severe teeth decay and needs to be treated in a Hospital.  We are pleased that you 

have chosen our practice to provide this care for your child.  You will be contacted by our Surgery 

Treatment Coordinator, Yolanda Luna in the next week.  Once you schedule a convenient time 

for you and your child to come in to the “OR” it is very important that you keep this 

appointment. 

 

Severe tooth decay can lead to a dangerous disease.  In 2007, a 12 year-old boy named Deamonte 

Driver died from a dental abscess caused by tooth decay.  The infection in his tooth spread to his 

blood and his brain, killing him.  Deamonte’s death should  never have happened, and would not 

have happened, if his tooth decay had been treated earlier. 

 

It is clear you want the best for your child, but making the procedure appointment is only the 

first step.  For the good of your child, you must keep this appointment after it has been 

scheduled.  If you do not keep this appointment, that could be considered child neglect under 

Georgia State Law.  We are required by law to report child neglect to the Georgia Division 

of Family and Children’s Services (DFCS).  Therefore, if you do not keep the appointment, we 

may be required to report you DFCS. 

 

At Dentistry for Children of GA, LLC we care deeply about your child.  We want your child to get 

the best care possible and to be healthy and happy.  When we see a child with severe decay, we 

worry  due to the dangerous condition.  We know you also want your child to be healthy, and we 

look forward to working with you to make sure that happens. 

 

We look forward to seeing you and taking care of your child.  If you are unable to keep your 

appointed surgery date, please contact Yolanda within 48 hours at (404) 545-5068, so that we 

may try to find another surgery date available.   

 

If you have any further questions, please feel free to call us. 

 

Thank you, 

 

 

Dr. Charlie Coulter 

Chief Dental Officer 

Dentistry for Children, Inc. 

 

 

 



 
Dr. Terry W. Holder, DMD 

Limited to Pediatric Dentistry 

Dentistry for Children of GA, LLC 

 

Preparation for Dental Treatment in the Hospital 

Consent Form 

 
 

 

Dear Parent, 

 

__Dentistry for Children of GA, LLC____ has recommended that your child’s dental treatment be completed, in one visit, while 

your child is asleep under General Anesthesia.  This recommendation was made for one or more of the following reasons:  

1. The dentist has attempted completing the treatment in our office using either analgesia (nitrous) or Non-IV conscious 

sedation (Versed), and your child was uncooperative or had a difficult time. 

2. The child’s dentist feels that he/she is too young to tolerate dental treatment in a dental office setting. 

3. Your child has physical or neurological limitations and can be considered a child with special needs.  

4. Your child has medical problems. 

 

Once you have agreed to the recommendation and treatment course the following steps will take place. 

Step I:  The same day your child is referred to Dr. Holder, a member of our staff will contact Yolanda; she will then access your 

child’s dental records, including the pending treatment, insurance information, and Medical History Updates, and will 

immediately send the information to Dr. Holder. 

Step II:  Once Dr. Holder receives your information, and decides on the appropriate length of time he needs to cater to all of your 

child’s pending treatment, Yolanda will then contact you to further explain the process to you, and set up all appointments 

necessary if you haven’t yet scheduled surgery. 

Step III: The History and Physical Form needs to be completed by your child’s Primary Physician.  The History and Physical 

is mandatory 30 day prior to dental surgery date.  Please be aware if you are not able to keep the appointment, we 

will not be able to reschedule your child’s treatment in a Hospital setting and you may be in violation of Georgia 

State Law. 

 

UNLESS OTHERWISE ADVISED, YOUR CHILD IS TO HAVE ABSOLUTELY NOTHING TO EAT OR DRINK 

BEFORE YOU ARRIVE AT THE HOSPITAL ON THE DAY OF THE TREATMENT.    

**”A SIMPLE WAY TO REMEMBER THIS IS “NOTHING TO EAT OR DRINK AFTER MIDNIGHT”.  

 

                               _______________________________________                                  _____________________ 

                               Parent Signature                                                                           Date 

 

Please feel free to contact Yolanda with any questions or concerns.  

Contact # (404) 545-5068 or at yolanda.luna@d4c.com 



 PLEASE CIRCLE THE CORRECT ANSWER OR FILL IN THE BLANK

1. Child's general health is:      GOOD      FAIR      POOR         Immunizations up to date?    NO    YES

 Had chicken pox?    NO    YES        Recent exposure to chicken pox?    NO     YES      Date: 

2. In the past 3 months, has he/she had a cold, cough, fever, sore throat?    NO    YES        Any complaints now?    NO    YES

 If yes, explain 

 Has your child had a respiratory treatment in the last 3 months?    NO    YES   When   REASON 

3. List previous dates of hospitalization(s) and reasons for the hospitalizations (include surgery) of your child.

 DATE  __________  REASON   DATE   REASON 

 DATE  __________  REASON   DATE   REASON 

 Previous visit to CHOA?    NO    YES       REASON 

4. Has the child ever had a general anesthetic?    NO    YES        Were there any serious problems?    NO    YES   Explain 

 ________________________________________________   Has any family member had any serious problem with anesthesia?    NO    YES

 If yes, explain 

5. Allergies: (medication/food/latex)?    NO    YES      To what? _______________________________________________________________________

           ____________________________________  Reaction: ________________________________________________________________________

6. Does the child currently take any medicines/vitamins/herbs?    NO    YES       List 

    REASON 

 Aspirin or ibuprofen last 7 days?    NO    YES       Last time given:   REASON 

 What medications does he/she take occasionally? 

7. Has the child been tested for sickle cell?    NO    YES      The child (Does / Does not) have sickle cell disease or trait (Circle correct choice)

8. Please check box if the child has had any of the following. If yes to any of the following questions please provide name of Specialist.

PRE-ANESTHETIC HISTORY SHEET (PLEASE PRINT)

65
00

-0
1S

R
 (

8/
12

)

Children's Healthcare of Atlanta

at Scottish Rite

Name 

Date of Birth 

MRN# 

Account/HAR# 

Informant  

Phone #  

Relationship to Child:  

Date  Time 

DATE OF SURGERY_____________________        CHILD’S AGE_______________  SEX    M    F     HEIGHT   WEIGHT 

SURGEON         OPERATION 

PATIENT IDENTIFICATION

*(A) HEART OR BLOOD PROBLEMS. . . . . . . . . . . . . . .       NO      YES

 9 Heart Defect 9 Bleeding Problems

 9 Heart Murmur 9 Any Blood Transfusions

 9 Other___________________________________

*(B) LUNG OR BREATHING PROBLEMS . . . . . . . . . . . .       NO      YES

 9 Asthma/Wheezing, When______ 9 Croup, When______

 9 Bronchiolitis/Bronchitis, When______ 9 Cystic Fibrosis

 9 Pneumonia, When______

 9 Other___________________________________

*(C) NERVOUS SYSTEM PROBLEMS. . . . . . . . . . . . . .       NO      YES

 9 Convulsions, Seizures, or Fits

 9 Cerebral Palsy 9 Hydrocephalus

 9 Down's Syndrome 9 Myelomeningocele

 9 Developmental Delay 9 Autism

 9 Other___________________________________

*(D) DIGESTIVE SYSTEM PROBLEMS . .  . . . . . .. . . . . .       NO      YES

 9 Hepatitis 9 Intestines or Bowels

 9 Liver 9 Gastro-Esophageal Reflux

 9 Stomach 9 Overweight

*(E) GLANDULAR PROBLEMS . . . . . . . . . . . . . . . . . . .       NO      YES

 9 Diabetes 9 Thyroid

 9 Other___________________________________

 (F) 9 BIRTH PROBLEMS .................................................   NO  YES
 9 Prematurity______ Wks Early Birth Weight ____________
 9 Artificial Ventilation Needed? Apnea monitor_____ Last used____
 9 Is child twin?   9 triplet?_____   Brain Bleed _____________
 9 Other ___________________________________________
*(G) KIDNEY OR BLADDER PROBLEMS
 9 Explain _________________________________
  (H) IF MENSTRUATION HAS STARTED ..............................      NO  YES
 Date of last menstrual period __________________
 Is there any possibility of pregnancy? .........................   NO      YES
*(I) MUSCLE OR BONE/JOINT PROBLEMS ........................   NO      YES
 9 Muscle Disorder
 9 Bone Disease
 9 Joint Disease          9 Rheumatoid Arthritis
 9 Other
  (J) TEETH ........................................................................          NO      YES
 9 Any loose? ______________________________
 9 Any missing? ____________________________
 9 Any chipped or capped? ____________________
 9 Dental Appliance Type ________________
*(K) CANCER/CHEMOTHERAPY .........................................          NO      YES
  (L) HEARING AID/GLASSES/PROSTHESIS/CONTACTS .....          NO      YES
*(M) OTHER HEALTH PROBLEMS OR SYNDROMES ............          NO      YES
 Explain ___________________________________
  (N) MENTAL HEALTH PROBLEMS .....................................   NO  YES
 Explain ___________________________________
  (O) IS CARETAKER OF PATIENT PREGNANT? ....................          NO      YES
  (P)  Has this child or anyone in your household been 

diagnosed with VRE, TB, Pertussis or MRSA? .............          NO      YES

STAFF ONLY

FORM:  ___ Received    ___ Complete    ___ NOS    ___ Problem

Reviewed and cleared by:    Date   Time 

PCP Name   Phone #   BMI 

34474-08

**Parent Must Complete in Office



 

 

 

 
 

 

 

Dear Parent, 

After coordinating your child’s Dental surgery, you will need to call your Pediatrician and make an 

appointment for his/her Pre-OP.   The “History and Physical” form is only valid for 30 days prior 

to the surgery Date.  Please take the "History and Physical" form provided by our staff to your 

Pediatrician on the Pre-op appointment date.  If the patient visits a different Medical Specialist, we will 

need a clearance letter for Outpatient Dental Surgery.   Once the form is completed by your Pediatrician, 

please send the form via fax to (678) 444-4181.  Please save the original copy for your records.   If you 

have any questions, please call at (404) 545-5068.  

  

  

Thank you, 

 

Yolanda Luna 
Surgery Coordinator 

Dentistry for Children, LLC 

yolanda.luna@d4c.com 

Direct number:  (404) 545-5068 

Fax:  (678) 444-4181 

 

 

 

 

 

 

 

 

 

 



***Please fax once completed to (678) 444-4181


