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Introduction
Dental caries is the most common 

chronic disease affecting children in the 
United States.1 The U.S. Department of 
Health and Human Services’ Surgeon 
General’s report, Oral Health in 
America, noted that the rates of dental 
caries were especially high among 
children living in families with incomes 
below the federal poverty level.2 As 
summarized by the Kaiser Commission 
on Medicaid and the Uninsured, the 
Dye et al., study on oral health trends in 
the US1 indicated that: “[children ages 
6-19] in families with income below 
the federal poverty level have twice 
the prevalence of dental caries that 
higher-income children do, the extent 
and severity of their decay are more 
extreme, and their disease is more likely 
to be untreated”.3  Inequities in oral 
disease burden are also reflected in oral 
healthcare access and utilization: 60% of 
children in low income families had no 
dental visit in the past year, compared to 
40% of children in families at least two 
times above the federal poverty limit.3  
Expanding access to oral healthcare 
through Medicaid and the Children’s 
Health Insurance Program (CHIP) has 
been widely touted as one means to 
address these health inequities. In order 
to significantly improve access to oral 
healthcare services through Medicaid 
and CHIP, however, healthcare providers 
other than dentists would need to be 
involved given dentists’ low participation 
in such programs.4  Following the Surgeon 
General’s report in 2000, the American 
Academy of Pediatrics issued a statement 
in 2003 calling for pediatricians and 
pediatric health care professionals to 
develop a knowledge base to perform oral 
health risk assessments on all patients 
beginning at six months of age.5 Despite 
initiatives from Medicaid’s Early Periodic 
Screening, Diagnosis, and Treatment  
(EPSDT) program, which is intended to 
provide dental screenings and treatment 

services for eligible Medicaid patients, 
the lingering problem of accessing these 
dental services from current dental 
providers still remains.6 

The Institute of Medicine has recently 
provided two reports on oral health in 
children, with one report−Improving 
access to oral health care for vulnerable 
and underserved populations–describing 
approaches to improving access to 
care through involvement of primary 
care physicians, with a particular 
emphasis on pediatricians.7 Increasing 
pediatricians’ involvement in oral health 

prevention during well-child care visits 
may improve the quality of oral health 
in a child who has difficulty obtaining 
professional dental care.8 Since 2000 
there have been three national surveys of 
pediatricians and their roles in providing 
oral health care: Lewis et al in 1999,9 
Ismail et al., in 2000,10 and Lewis et al., 
in 2008.11 These studies show that  while 
pediatricians view their roles seriously 
and support the provision of oral health 
care services, their actual practices lack 
such commitment.11 The most commonly 
cited reason for such a gap between 
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ABSTRACT
Objectives:
Children in poverty have limited access to oral healthcare. One approach to reduce 
such health inequities is to expand the involvement of primary care physicians 
in the provision of oral healthcare. The purpose of this study was to assess 
pediatricians’ knowledge, attitudes, and professional experiences regarding oral 
health in children, and to determine their willingness to incorporate preventive 
dental education and procedures into their practices.

Methods:  
We conducted a survey of pediatricians in Tennessee to assess their knowledge, 
attitudes, and professional experiences regarding oral health, and to determine 
their willingness to incorporate preventive dental education and procedures into 
their practices.

Results:
Of the 450 providers randomly selected for survey distribution, 107 returned 
completed surveys (response rate, 23.8%). The majority of respondents reported 
that they are likely to examine children’s teeth during well-child care visits, but 
only a minority use preventive techniques such as application of fluoride varnish.  
Pediatricians receive very little education on oral health during medical school and 
residency programs.  

Conclusions:
Expanding oral healthcare access through primary care physicians will require 
adequate training in medical school, residency, and in continuing education 
courses. 
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attitudes and practices is a lack of clinical 
training in oral health. This is reflected 
in the responses to knowledge-based 
questions: e.g., Lewis et al reported 
that two-thirds of respondents observed 
caries in their patients at least monthly, 
90% believed they had an important role 
to play in children’s oral 
health, 85% stated they 
were likely or very likely 
to examine a child’s teeth 
for cavities and provide 
preventive counseling, yet 
only 9% answered knowledge 
questions accurately.9  

In the state of Tennessee, 
where over 750,000 children 
are enrolled in the state’s 
managed care Medicaid 
program known as TennCare, 
pediatricians can apply 
to become eligible for 
Medicaid reimbursements for 
preventive dental procedures 
through DentaQuest, the 
current (as of October 1, 
2013) manager for dental 
benefits under TennCare.  
After completing an online 
course, non-dentist providers 
may bill for fluoride varnish 
and a dental screening once 
every six months for children 
two through four years of 
age.12

Though pediatric 
medicine is a creative avenue 
for increasing access to 
oral care, there is still much 
ambiguity surrounding the 
extent of requisite knowledge 
pediatricians have from 
medical training concerning 
oral health in children. Little 
is known about the extent 
to which pediatricians are 
actively participating in 
preventive dental education 
or procedures in Tennessee. 
The recent update from the 
U.S. Preventive Services 
Task Force regarding oral 
health care provision by 
primary care physicians 
concluded that; “There is no direct 
evidence that screening by primary 
care clinicians reduces early childhood 
caries”;13 however, given that previous 
work has shown a lack of accurate 

knowledge regarding oral health care, the 
potential impact primary care physicians 
may have on reducing caries warrants 
further study. The purpose of this project, 
therefore, is to assess pediatricians’ 
knowledge, attitudes, and professional 
experiences in Tennessee regarding oral 

health in children, and to determine their 
willingness to incorporate preventive 
dental education and procedures, such 
as the application of fluoride varnish or 
dental sealants, into their practices. 

Methods
Data collection for this study involved 

a statewide, mailed survey of a sample 
of practicing pediatricians in Tennessee. 
The survey instrument was previously 
validated and utilized,9 and permission 
was provided by the survey author for 

use in this study. The survey 
included sections on provider 
demographic and practice 
information, knowledge and 
familiarity with preventive 
therapies, current anticipatory 
guidance and assessment 
practices, and opinion on 
the role of the pediatrician 
in promoting oral health, 
experience with dental 
problems, and barriers to 
professional dental care, and 
fluoride varnish application. 

Using the Health 
Professional Licensing 
reports from the Tennessee 
Department of Health, 
450 of the 1319 currently 
practicing (part, or full-time) 
pediatricians in Tennessee 
were randomly selected 
for inclusion in this study. 
Participants in the study 
were mailed the three-page 
questionnaire, as well as a 
pre-paid postage envelope for 
participants to return their 
survey. The survey responses 
were anonymous, and no 
identifying information was 
otherwise noted or requested. 
Two separate mailings 
were conducted in order to 
improve the response rate. 
This study was approved 
by the institutional review 
board at the University of 
Tennessee, Knoxville. Data 
were entered into an Excel 
spreadsheet and subsequently 
analyzed in Stata version 12.0 
( © copyright 1984-2013, 
StataCorp, College Station, 
Texas).

Results
Of the 450 randomly selected 

providers to whom surveys were 
distributed, 111 participants returned 
completed surveys and four participants 

Table 1 - Practice and provider characteristics, 
Tennessee Pediatricians, 2013

Provider Characteristics Respondents
(n = 107)

Years in practice: mean (SD)a 17.4 (11.7)

Board Certified: 100%

Hours of instruction in oral health: mean (SD)
     Medical school
     Residency
     CME

2.1 (3.1)
2.2 (2.9)
1.0 (1.8)

Respondents with no instruction in oral health: 
     Medical school
     Residency
     CME

36.5%
30.8%
48.6%

Hours per week providing patient care: mean (SD) 35.0 (13.1)

Number of patients seen per week: mean (SD) 90.1 (43.0)

Location of practice: 
     Suburban
     Urban
     Rural

37.2%
51.4%
11.4%

Type of practice: 
     Group private practice
     Solo private practice
     Staff model HMO
     Other

59.4%
11.3%
0.0%
29.3%

Compensation: (mean)
     Fee-for-service
     Capitation
     Fixed salary
     Other

63.7%
4.6%
17.2%
6.3%

Approximate percentage of patients who: (mean)
Received Medicaid

     Are uninsured or self-pay
     Are immigrants
     Non-English speaking

40.4%
10.0%
11.4%
9.9%

Racial/Ethnic distribution of patients: (mean)
     White
     African-American
     Latino
     Asian/Pacific Islander
     Native American

58.3%
25.3%
11.5%
3.9%
1.0%

a SD: Standard Deviation Table after Lewis et al.,9
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returned blank copies stating that they 
had retired; thus, the overall response 
rate was 23.8%. 
Demographic data, 
including information 
on practices and patient 
base, are shown in 
Table 1.

On average, 
respondents reported 
having been practicing 
for 17.4 years after the 
successful completion 
of medical school and 
residency. Information 
gathered on a typical 
work schedule shows 
that respondents 
averaged 35.0 working 
hours per week in which 
they cared directly 
for an average of 90.1 
patients. Roughly one-
third stated they had 
not been instructed in 
oral health in medical 
school (36.5%), during 
residency (30.8), or 
through continuing 
medical education 
courses post-graduation 
(48.6%).

Respondents’ 
answers to the four 
knowledge questions 
are shown in Table 
2. Respondents who 
answered questions 
on bottle-fed children 
and cavity-causing 
bacteria transmission 
were correct at high 
percentages – 88.8% 
and 74.8%, respectively; 
however, when 
asked questions in 
the areas of fluoride 
supplementation and 
dental sealants, the 
percentage of correct 
responses fell to 32.7% 
and 27.6%, respectively. 
In total, only 6.0% of 
respondents answered 
all four questions 
correctly.

An overwhelming 
majority of respondents reported to be 
familiar with dental sealants (84.1%), 

yet only 53.3% felt comfortable enough 
with this technology to explain it to a 

patient (data not shown). In comparison, 
only 57.9% of pediatricians felt familiar 

with fluoride varnish. Despite this 
statistic, 82.2% were willing to suggest 

an appropriate 
reimbursement rate. 
The average, suggested 
reimbursement rate 
was $23.35. Eighteen 
percent either did not 
state a reimbursement 
amount or responded 
that no amount could 
entice them to apply 
fluoride varnish.  As 
shown in Table 3, 
only 27.2% agreed 
or strongly agreed 
that the application of 
fluoride should be part 
of a routine well-child 
care check, yet a much 
higher percentage 
(97.2%) agreed that an 
assessment for dental 
problems should be 
included during a 
routine check-up. 

The extent to which 
pediatricians reported 
they were likely or very 
likely to incorporate 
additional anticipatory 
guidance and 
assessment practices 
are shown in Table 4. 
Notably, 86.8% would 
examine the child’s 
teeth for cavities, while 
only 14.2% were likely 
to inquire about the 
mother’s dental health. 

Approximately one-
third of respondents 
reported having seen 
caries in infants (36.5%) 
and school-aged 
children (40.6%) at least 
once per month, while 
24.3% and 37.7% saw 
caries at least once per 
week in these children, 
respectively (data not 
shown).

Respondents found 
it to be much more 
difficult to refer patients 
who received Medicaid 
(34.7%), were uninsured 

and had an emergent dental problem in 
the evenings or weekends (46.4%), or 

Table 2 - Response to Knowledge Questions, Tennessee 
Pediatricians, 2013

Question Correct
Response

Percent 
Responding

Correctly
(n = 107)

Only bottle-fed children get early childhood 
caries

False 88.8%

A 3-month-old baby living in a non-fluoridated 
area needs fluoride supplementation

False 32.7%

Cavity-causing bacteria can be transmitted 
between mother and child

True 74.8%

Dental sealants are usually applied to a child’s 
primary teeth

False 27.6%

Questions and table after Lewis et al.,9

Table 3 - Opinions of Dental Procedures in the Pediatric 
Office, Tennessee Pediatricians, 2013

Should the following be a part of routine well-child 
care?

Percent 
Agreeing 

or Strongly 
Agreeing
(n = 107)

Assessment for dental problems during the physical 
examination

97.2

Counseling on the prevention of dental problems 94.4

Application of fluoride varnish 27.2

Referral to the dentist at 12 months of age 40.2

Questions and table after Lewis et al.,9

Table 4 - Current Anticipatory Guidance and Assessment 
Practices, Tennessee Pediatricians, 2013

How likely are you to do the following in a well-child 
care visit?

Percent Likely 
or Very Likely

(n = 107)
Inquire whether a child is taking a bottle to bed 87.7

Examine a child’s teeth for cavities 86.8

Counsel on going to the dentist 95.3

Counsel on the importance of tooth-brushing 95.3

Assess fluoride intake 48.1

Inquire about the mother’s dental health 14.2

Questions and table after Lewis et al.,9
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were uninsured and needed a sliding 
payment scale (56.4%) (Table 5). In 
comparison, only 17.7% of pediatricians 
found it difficult to refer individuals 
who had private insurance to a dentist, 
and only 34.0% found it difficult to refer 
patients who had developmental disability.  

Discussion
This study confirms previous findings 

that pediatricians overwhelmingly believe 
that they play an important role in the oral 
health of children, and their involvement 
could serve as an important approach to 
reducing oral health inequities. Although 
limited to Tennessee pediatricians, this 
is the first study to assess primary care 
physicians’ knowledge, attitudes, and 
practices regarding 
oral healthcare since 
the two IOM reports in 
2011, and thus may have 
important implications 
for implementing the 
recommendations 
of those reports. 
The vast majority of 
Tennessee pediatricians 
responding to the 
survey reported that 
they are likely to 
include anticipatory 
guidance in oral health 
and participate in 
assessment practices 
such as examining 
children’s teeth for 
cavities during well-
child care visits. Despite 
the supportive attitudes 
and practices, this study 
also confirms earlier 
findings which indicate 
that pediatricians receive very little 
education on oral health during medical 
school and residency programs. This lack 
of education is reflected in the responses 
to the knowledge questions in this study, 
showing that only 6% of respondents 
answered all four questions correctly. 
Pediatricians from all practice types 
noted that they encounter dental decay in 
children on a routine basis and often times 
have difficulty referring their patients 
to dentists. While most pediatricians 
are likely to participate in anticipatory 
guidance and assessment practices, few 
felt the need to inquire about the mother’s 
oral health or examine the fluoride intake 

of the child. As suggested by Lewis et 
al., some pediatricians avoid addressing 
fluoride altogether out of the concern 
that it is no longer appropriate, given that 
fluoride can be consumed in other avenues 
such as communities with fluoridated 
water.9 

Consistent with the national survey 
conducted in 2000, Tennessee providers 
also seemed ambivalent about assuming 
greater involvement in oral health despite 
large support in incorporating oral 
health components within well-child 
care checks. Many of them were willing 
to provide a reimbursement rate for 
fluoride varnish application (82.2% of 
respondents), while only 57.9% reported 
being familiar with the technology, and 

even fewer (27.2%) felt that fluoride 
varnish application should be a routine 
component in well-child care. As 
described by Lewis et al., pediatricians 
were given a statement on the purpose of 
fluoride varnish, told the length of time 
and ease of its application, and how little 
the material cost, yet many still did and 
do not commit to its distribution. This 
information suggests a lack of confidence 
on behalf of the pediatrician, mainly 
due to limited exposure to oral health in 
medical training. In addition, there were 
several respondents who commented that 
they felt the application of fluoride was 
ultimately the dentists’ responsibility, 

which may suggest that medical providers 
are unaware of the barriers to accessing 
dental care. 

In Tennessee, non-dentist providers 
who are currently contracted with a 
TennCare managed care organization 
and also contracted with DentaQuest (the 
dental benefits manager  for TennCare) 
may participate and be reimbursed for the 
Non-Traditional Fluoride Varnish  and 
Dental Screening.12 Current maximum 
allowable reimbursement rates are $19.50 
for a Fluoride Varnish application and 
$12.00 for a Dental Screening; in order 
to be reimbursed, both services must be 
provided at the time of the child’s medical 
visit. Non-dentist providers such as 
pediatricians are required to complete an 

online training course 
in order to participate 
and be reimbursed.

Policy statements 
from the American 
Academy of Pediatrics  
(most recently 
Preventive Oral 
Health Interventions 
for Pediatricians) 
recommend that 
pediatricians 
incorporate oral 
health assessment in 
their practices.14  The 
pediatric residency 
requirements from the 
Accreditation Council 
for Graduate Medical 
Education, the body in 
charge of overseeing 
postgraduate medical 
education, includes 
pediatric dentistry as 
an elective rotation; 

however, there is no mention otherwise 
regarding competencies related to oral 
health.15 Studies suggest, though, that 
adequate oral health training during 
medical education and pediatric residency 
have the potential to impact children at 
great risk for oral health problems who 
might not have access to a dental home, 
and that it is possible to train pediatricians 
to a level proficient enough to recognize 
and refer children who have dental 
disease.16,17

Besides poor oral health literacy rates 
among pediatricians, a second barrier 
limiting the expansion of pediatrician 
involvement in oral health is seen in 

Table 5 - Barriers to Accessing Care – Problems with 
Referring to Professional Dental Care, Tennessee 
Pediatricians, 2013

How difficult is it to refer patients who:

Percent 
Reporting 

Difficult or Very 
Difficult
(n = 107)

Have private insurance and have an emergent dental 
problem on night/weekend

17.7

Have significant developmental disability 34.0

Are ≤ 2 years old 28.3

Receive Medicaid 34.7

Are uninsured and have an emergent dental problem on 
night/weekend

46.4

Are uninsured and need a sliding payment scale 56.4

Questions and table after Lewis et al.,9
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the difficulty pediatricians face in 
referring their patients to dentists. More 
specifically, participants in this study 
reported that uninsured or Medicaid 
patients are roughly two times more 
difficult to refer compared to patients 
with private insurance. Respondents 
reported that 40.4% of their office 
compensation came in the form of 
Medicaid dollars–a percentage rarely 
seen among most private dental offices. 
The national survey of pediatricians 
conducted in 2009 indicated that 74% of 
pediatricians cited the lack of dentists 
who accept Medicaid as a “moderate to 
severe barrier for zero to three-year-old 
Medicaid-insured patients to obtain dental 
care.”11 Furthermore, studies show that 
the three main reasons dentists limit or 
deny seeing Medicaid patients are: “low 
reimbursement rates, administrative 
requirements, and patient related issues 
(e.g. missed appointments).”4 As history 
has shown, dentists will continue to limit 
the amount of Medicaid patients they will 
see until reimbursement rates become 
competitive;18 until then, children’s oral 
health in vulnerable and underserved 
areas will continue to be problematic 
unless innovations are made among non-
dental health providers.

There are two main limitations to this 
study. First, the low response rate limits 
the generalizability of the study results. 
Time constraints limited the number of 
survey mailings to two times. A higher 
response rate will be needed to make 
conclusive generalizations; however, 
the results in the state of Tennessee, 
based on the limited response, are still 
similar to the study findings of national 
surveys. Second, data obtained from 
the surveys were self-reported and there 
was no attempt to verify information; 
therefore, information relating to office 
visits, working hours, percentages of 
reimbursement, etc., is all subject to the 
accuracy of the provider. 

In summary, increasing access to 
oral health services for underserved 
populations continues to challenge 
the current healthcare system. The 
consequences of a lack of adequate dental 
care are immense and offer enough 
reason for non-dentist providers, such as 
pediatricians, to become involved in the 
overall oral health of a child. Pediatricians 
in Tennessee, as elsewhere, have shown 
a commitment to addressing the oral 

health needs of children; however, lack 
of training and barriers to referral for 
dental care inhibit what pediatricians 
actually provide. Medical schools and 
postgraduate training programs should 
seek alternative and more effective ways 
to train medical providers in preventive 
oral health methods so they can be 
confident and competent in carrying out 
their commitment to their patients’ overall 
health and well-being, including oral 
health. Widespread improvements in such 
training can be one important approach to 
reducing oral healthcare inequities.
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1. What is the most commonly cited reason for the gap that exists 
between pediatricians’ attitudes and practices in regards to 
their role in providing oral health care to children: 
a. Low reimbursement rates from Medicaid
b. The ability of pediatricians to refer their patients to 

dentists who have insurance, regardless if the patient has 
Medicaid or private dental insurance.

c. Pediatricians’ lack of clinical training in oral health in both 
medical school and residency programs.

d. Low rate of dental caries present in pediatrician offices

2. Which statements are true:

Statement 1 – Currently, Tennessee provides a way in which 
non-dental providers can apply to become eligible for 
Medicaid reimbursements for preventive dental procedures.

Statement 2 – The overwhelming majority of pediatricians 
believe they play an important role in a child’s overall health 
but not specifically a child’s oral health.

Statement 3 – Increasing pediatrician involvement in oral 
health prevention during well-child care visits may improve 
the quality of oral health in a child who has difficulty 
obtaining professional dental care.

Statement 4 – According to the Accreditation Council for 
Graduate Medical Education, pediatricians receive little or 
no education on dental services in either medical school or 
residency.
a. 1, 2, 4
b. 1, 4
c. 3, 4
d. 1, 3, 4

3. Which of the following is false:
a. The majority of pediatricians seen in this study were 

willing to provide a reimbursement rate for applying 
fluoride varnish in their offices despite a low reporting of 
pediatricians’ knowledge of use of fluoride.

b. The majority of Tennessee pediatricians responding to the 
survey reported that they are likely to include anticipatory 
guidance in oral health and participate in assessment 
practices such as examining children’s teeth for cavities 
during well-child care visits.

c. The majority of Tennessee pediatricians responding to 
the survey correctly answered each of the four questions 
testing requisite knowledge in preventive dental 
treatments.

d. The majority of Tennessee pediatricians responding to the 
survey were unlikely to inquire to the oral health of the 
patient’s mother during a well-child check.

4. Which of the following are barriers that limit the expansion of 
pediatrician involvement in oral health as noted in this study?
a. Pediatricians often have difficulty referring their patients 

to dentists.
b. Oral health literacy rates among pediatricians are low.
c. Lack of private practice dental offices participating in 

Medicaid compared to that of a pediatricians’ office.
d. All of the above. 

5. Statement 1 - In order to be eligible for reimbursement, 
a non-dental provider who has completed online training 
must provide both a dental screening and fluoride varnish 
application at the time of the child’s medical visit.

Statement 2 - Participants in this study reported that uninsured 
or Medicaid patients are roughly two times more difficult to 
refer compared to patients with private insurance.
a. Both statements are true.
b. Both statements are false.
c. Statement 1 is true and Statement 2 is false.
d. Statement 1 is false and Statement 2 is true.

ADA CERP Recognized Provider

The Tennessee Dental Association is an ADA CERP Recognized Provider. (November 2015 through December 2018)

ADA CERP is a service of the American Dental Association to assist dental professionals in identifying quality providers 
of continuing dental education. ADA CERP does not approve or endorse individual courses or instructors, nor does it 
imply acceptance of credit hours by the boards of dentistry. 

Concerns or complaints about a CE provider may be directed to the provider or to ADA CERP at www.ada/org/goto/cerp

This exam is also available online. If you take the exam online, you can pay with a credit card and print out your  
certificate in a matter of minutes. Visit the TDA’s website at www.tenndental.org

Questions for Continuing Education Article - CE Exam #70
Publication date: Fall/Winter 2015. Expiration date: Fall/Winter 2018.
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2995-2 • Pediatricians and the Oral Health Needs of Children: One Potential Means for Reducing 
          Oral Healthcare Inequities - Answer Form

All checks should be made payable to the Tennessee Dental Association. Return the Exam Form and 
your check or credit card information to: 

Tennessee Dental Association at 660 Bakers Bridge Ave., Suite 300 in Franklin, TN 37067 
The form may be faxed to 615-628-0214 if using a credit card (use your TDA/Bank of America card, MasterCard or Visa ONLY):

Signature: 

Card #:                                                                                                                                                                              Exp. Date: 

Three-digit CVV2 Code (on back of the card following the card number): 

Name as it appears on the card: 

Do not write in this space - for TDA Administration purposes only

   Check #:           CC    Paid w/doctor’s CC

Circle the correct letter answer for each CE Exam question:

ADA ID Number (Dentist Only): 

License Number of RDH: 

Registration Number if RDA: 

Name (Last/First/Middle):  

Office Address: 

City/State/Zip: 

Daytime Phone Number :    (                    ) 

Component Society (TDA Member Only): 

Dr. 

(Auxiliary Staff: Please provide name of Employer Dentist)

Please complete the following course evaluation. These answers do not affect the grading process. 
Assess your mastery of the material  Full  Partial  No

Your comprehension of material  Excellent  Fair  Poor

Appropriateness of the material  Excellent  Fair  Poor

Was the material adequately in-depth?      Yes  No

Additional feedback should be emailed to the TDA at tda@tenndental.org

Answer Form for TDA CE Credit Exam #70:
Pediatricians and the Oral Health Needs of Children: One Potential Means for Reducing Oral Healthcare Inequities 

Publication date: Fall/Winter 2015. Expiration date: Fall/Winter 2018.

Cost per exam per person is $15.00.  If you correctly answer four of the five questions, you will be granted one (1) continuing education 
credit. Credit may not apply toward license renewal in all licensing jurisdictions. It is the responsibility of each participant to verify the CE 

requirements of his or her licensing or regulatory agency. This page may be duplicated for multiple use. Please print or type.

1. a b c d

2. a b c d

3. a b c d

4. a b c d

5. a b c d
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