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Post Treatment Instructions 

Please follow the instructions as indicated. If any abnormal or persistent 
symptoms are experienced, please contact this office. 

Office Phone # (206) 248-1339 
Dr. Kenner’s after hour’s phone # (206) 295-1793 

 
Extraction 
1. Do not rinse mouth today. Tomorrow, rinse mouth gently every 3 to 4 hours 
(especially after meals) using one quarter teaspoon of salt to a glass of warm 
water. 
Continue rinsing for several days. 
 
2. Some bleeding is to be expected following extractions. If persistent bleeding 
occurs, place gauze pads over bleeding area and bite down firmly for one-half 
hour. Repeat as needed. 
 
3. __Tylenol 325mg-650mg every 4 hours 
 __Advil 400mg every 4 hours 
If any other medication has been prescribed, take as instructed. 
 
4. Swelling and stiffness in the affected area is normal and should not cause 
alarm. 
 
5. An ice bag or a cold, moist cloth should be applied against outside of face 
around affected area for 5 minutes on and 10 minutes off for one hour. 
 
6. Keep tongue and fingers away from socket area. 
 
7. A liquid or soft diet is advisable during the first 24 hours. 
 
8. Small, sharp bone fragments may be felt through the gums during healing. 
These generally break away or work themselves out, however if they become 
annoying, they can be removed. 
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Acknowledgement of Receipt of Notice of Privacy Practices 

I certify that I have received a copy of Dr. Kenner’s Notice of Privacy Practices. The Notice of Privacy 
Practices describes the types of uses and disclosures of my protected health information that 
might occur in my treatment, payment for services or in the performance of office’s health care 
operations.  The Notice of Privacy Practices also describes my rights and Dr. Kenner’s duties with 
respect to my protected health information. The Notice of Privacy Practices is posted in the facility. 

Dr. Kenner reserves the right to change the privacy practices that are described in the Notice of 
Privacy Practices.   If privacy practices change, I will be offered a copy of the revised Notice of 
Privacy Practices at the time of my first visit after the revisions become effective.  I may also obtain 
a revised Notice of Privacy Practices by requesting that one be mailed to me. 

DISCLOSURE AUTHORITY 

In addition to the allowable disclosures described in the Notice of Privacy Practices, I hereby specifically 
authorize disclosure of my protected health care information to the persons indicated below.

SPOUSE/PARTNER: PLEASE SPECIFY NAME: YES NO 

IMMEDIATE FAMILY: MOTHER, FATHER, SIBLINGS, CHILDREN

PLEASE SPECIFY NAME(S): 

YES NO 

OTHER: PLEASE SPECIFY NAME(S): YES NO 

________________________________________             ________________________________________
Name of Patient                                                                               Signature of Patient or Guardian 

___________________________                                      ________________________________________
Date                                                                                                     If Guardian, Relationship to Patient

OFFICE USE ONLY BELOW THIS LINE 

RECORD OF ACKNOWLEDGEMENT NOT OBTAINED  
PROVIDED PRIOR TO 
TREATENT? 

YES NO 

DATE PROVIDED: 
 
REASON FOR DENIAL: 

 
NEEDED MORE TIME TO REVIEW NOTICE OF PRIVACY 
PRACTICES. 
WANTED TO CONSULT WITH ANOTHER PERSON, BEFORE 
SIGNING. 
UNABLE TO SIGN. 

REASON NOT GIVEN. 
OTHER (EXPLAIN): 

Acknowledgment of Receipt of Privacy Practices
My signature conforms that I have been informed of my rights to privacy regarding my protected
health information, under the Health Insurance Portability & Accountability Act of 1996
(HIPAA). I understand that this information can and will be used to:

	�� 	 Provide and coordinate my treatment among a number of health care providers who may

	�� 	 be involved in that treatment directly and indirectly.

	�� 	 Obtain payment from third-party payers for my health care services.

	�� 	 Conduct normal health care operations such as quality assessment and improvement 
activities.

I have been informed of my dental providers Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my protected health information. I have been
given the right to review and receive a copy of such Notice of Privacy Practices. I understand
that my dental provider has the right to change the Notice of Privacy Practices and that I may
contact this office at the address above to obtain a current copy of the Notice of Privacy
Practices.

I understand that I may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations and I understand that you are
not required to agree to my requested restrictions, but if you agree then you are bound to abide
by such restrictions.

	 Name of Patient		  Signature of Patient or Guardian

	 Date	 if Guardian, relationship to Patient




