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NOTICE OF PRIVACY PRACTICES

We are required by law to maintain the privacy of protected health information, to provide individuals with notice of our legal duties and privacy practices with
respect to protected health information, and to notify affected individuals following a breach of unsecured protected health information. We must follow the
privacy practices that are described in this Notice while it is in effect. This Notice takes effect 09 /28 /2016 , and will remain in effect until we replace it.
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable law, and to make
new Notice provisions effective for all protected health information the we maintzin. When we make a significant change in our privacy practices, we will change
this Notice clearly and prominently at our practice location, and we will provide copies of the new Notice upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please contact us using

the information listed at the end of this Notice.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

We may use and disclose your health information for different purposes, including
treatment, payment, and health care operations. For each of these categories, we have
provided a description and an example. Some information, such as HiV-related
information, genetic information, alcoho! and/or substance abuse records, and mental
health records may be entitled to special confidentiality p ions under applicabl
state or federaf law. We will abide by these special protections as they pertain to
applicable cases involving these types of records.

Treatment, We may use znd disclose your health information for your treatment. For

we may disclose your health infi ion to 3 specialist providing treatment to
you.
Payment. We may use and disclose your health inf ion to obtain reimbursement
for the treatment and services you receive from us or another entity involved with your
care. Payment activities include billing, collections, claims and

determinations of eligibility and coverage to obtain payment from you, and insurance
company, or another third party. For example, we may send claims to your dental heaith
plan containing certzin health information
Healthcare Operations, We may use and disclose your health information in connection
with our healthcare operati For health perations include quality
and impr iviti ducti ining programs, and i

activities.
tndividuals tnvolved in Your Care or Payment for Your Care. We may disclose your
health information to your family or friends or any other individual identified by you
when they are involved in your care or in the payment for your care. Additionally, we
may disclose informaticn zbout you to a patient representative. If a person has the
authority by law to make health care decisions for you, we will treat that patient
representative the same way we would treat you with respect to your health
information.
Disaster Relief. We may use of disclose your health information to assist in disaster
relief efforts.
Reguired by Law. We may use or disclose your health information when we are
required to do so by law.
Public Health Activities. We may disclose your health information for public health
activities, including disclosure to:

. Prevent or control disease, injury or disability;
Report child abuse or neglect
Report ions to or problems with prod: or di H
Notify a person ar a recall, repair, or replacement of products or devices;
Notify a person who may have been exposed to a disease or condition; or
Notify the appropriate government authority if we believe a patient has
been the victim of abuse, neglect, or domestic violence
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tonal y. We may disclose to military authorities the health information of
Armed Forces personnet under certain ci es. We may disclose to authorized
federal officials, health information required for lawful l e intelligence,
and other national security activities. We may disclose to ¢ ional institution or law

enforcement officia! having lawful custody the protected health information of an
inmate or patient.
Secretary of HHS, We will disclose your PHI to the Secretary of the U S. Departmenl of

Health and Human Services when required to i if ord p with
HIPAA,
Worker's Comp ton. We may disclose your PHI to the extent authorized by and to

the extent necessary to comply with laws relating to worker's compensation or other
similar programs established by law.

Law Enfi We may disclose you PHI for law enforcement purposes as permitted
by HIPAA, as required by law, or in response to a subpoena or court order.
Health O ght Activities. We may disclose your PHI to an oversight agency for

activities authorized by law. These oversight activities include audits, investigations,
inspections, and credentialing, as necessary for licensure and for the government
programs, and compliance with rights laws.
Judicial and Ad: P dings. if you are involved in a lawsuit or 3 dispute,
we may disclose your PHI in response to a court or administrative order. We may 2lso
disclose health information about you in response to a subpoena, discovery request, or
other lawful process i d by else involved in the dispute, but onty is
efforts have been made, either by the requesting party to us, to tell you about the
request or to obtain an order protecting the information requested.
Research. We may disclose your PHI to hers when their r h has been
approved by an institutional review board or privacy board that has reviewed the
research proposal and established protocols to ensure the privacy of your information.
Medical and Funeral Directors. We may release your PHI to 3
coroner or medical examiner. This may be necessary, for example, to identify a
deceased person or determine the cause of death. We may also disclose PH! to funeral

Privacy Official: Bethany H.

directors consistent with applicable law to enable them to carry out their duties.
thdralslna. We may contact you to provide you with infa ion about our sp

g Prog! , as permitted by applicable law. If you do not

wish to receive such information from us, you may opt out of receiving communications.
OTHER USES AND DISCLOSURES OF PHI

Ycur authorization is d, with 3 few exc for disch of psychotherapy
notes, use or disclosure of PHI for marketing, and for the sale of PHI. We will also obtain
your written authorization before using or disclosing your PHI for purposes other than
those provides for in this Notice (or as otherwise permitted or required by law). You
may revoke an authorization in writing at a2ny time. Upon receipt of the written
revocation, we will stop using or disclosing your PHI, except to the extent that we have
already taken action in reliance on the authorization.

YOUR HEALTH INFORMATION RIGHTS

Access. You have the right to look at or get a copy of your health information, with
limited exceptions. You must make the request in writing. You may abtain a form to
request access by using the contact information listed at the end of this Notice. You may
3lso request access by sending us a letter to the address at the end of this Notice. If you
request information that we maintain electronically, you have the right to an electronic
<opy. We will use the form and format you request if readily producible. We will charge
you a reasonable cost-based fee for the cost of supplies and lzbor copying, and for
postage if you want copies mailed to you. Contact us using the information listed at the
end of this Notice for an explanation of our fee structure.

If you are denied a request for access, you have the right to have the denial reviewed in
accordance with the requirements of applicable law.

Disel A ing. With the ption of certzin discl , you have the right to
receive an accounting of disclosures of your health information in accordance with
licable laws and lati To request an accounting of disclosures of your health

information, you must submit your reguest in writing to the Privacy official, designated
by Dr. Louis Saliba. If you request this accounting more than once in a 12 month period,
we may charge you a reasonable, cost-based fee for responding to the additional
requests.
Right to Request a Restriction. You have the right to request additional restrictions on
our use or disclosure of your PHI by submitting a written request to the Privacy Official,
designated by Dr. Louis Saliba, D.M.D.. Your written request must include (1) what
information you want to limit, (2) whether you want to limit our use, disclosure or both,
and (3} to whom you want the limits to apply. We are not required to agree to your
request except in the case where the disclosure is to a health plan for purposes of
carrying out payment or health care operations, and the inf pertains solely toa
health care item or service for which you, or a person on your behalf (ather than the
health plan), has paid our practice in full.
Alternative Communlcations. You have the right to req that we i with
you about your health information by alternative locations. You must information. You
must make your request in writing. Your request must specify the aiternative means or
I and provide satisf: y explanations of how pay will be handled under
the alternative means or locations you request. We may contact you using the ways or
locations you have requested we may contact you using the information we have.
Amendment. You have the right to request that we amend your health information.
Your request must be in writing, and it must explain why the information should be
amended. We may deny your request under certzin circumstances. If we agree to your
request, we will amend your record(s) and notify you of such. If we deny your request
for an amendment, we will provide you with a written explanation of why we denied it
and explain your rights.
Rightto Notlﬂcatlon ofa Breach. You will receive notifications of breaches of your

d health i ion as required by law.
Electrenic Notke. You may receive a paper copy of this Notice upon request, even if you
have agreed to receive this information as required by law.
QUESTIONS AND COMPLAINTS
if you want some information about our privacy practices or have questions or
concerns, please contact us.
If you are concerned that we may have viclated your privacy right, or if you disagree
with a decision we made about access to your health information or in response to a
request made to amend or restrict the use or disclosure of your hezlth information or to
have us communicate with you by alternate means or at alternate locations, you may
complain to us using the contact information listed at the end of this Notice You also
may submit a written complaint to the U.S. Department of Health and Human Services
upon request.

We support your right to the privacy of your health information. We will not retaliate in
any way if you choose to file a complaint with us or with the U.S. Department of Health
and Human Services.

Email: louis.saliba.dmd@gmail.com
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PH: (440) 632-1917

Saliba Dentist[y Fax:b (440) szz;ﬁiss;d
: Website: MiddlefieldDentist.com
;45133;7 efEi:zls(; I‘(l)lgh4it0 62 Email: office@middlefielddentist.com

Acknowledgement of our Notice of Privacy Practice

**you may refuse to sign this document, but a written letter, delivered to us from you, informing us of refusal to sign our Notice
of Privacy Practices is required in order for us to treat you**

| have reviewed and understand Dr. Louis Saliba's Notice of Privacy Practices and | am
entitled to a copy upon request.

Print name: X

Signature: X

pate: X

If you are signing as the patient representative (POA, Parent, Guardian, ect.)

Print name:
Signature:

***please indicate who we can disclose your personal information to (account, personal,

results, lab case information, ect.)

Name:
Phone number: Relationship:
Name:_
Phone Number: Relationship:
Name:
Phone number: Relationship:

FOR OFFICE USE
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:
[ ] Individual refused to sign
[ 1 Communication barriers prohibited us from obtaining acknowledgement
[ 1An emergency situation prevented us from obtaining acknowledgement
[ ] Other (please specify)




PH: (440) 632-1917

Saliba Dentist!:y Fax: (440) 632-1855

15967 East High St. Website: MiddlefieldDestist.com

Middlefield, OH 44062 Email: office@middlefielddentist.com

FINANCIAL AGREEMENT

Thank you for choosing our office for you dental needs. We are committed to your treatment being
successful. Please understand that payment of your bill is considered to be part of your treatment. The
following is a statement of our Financial Policy, which we require you to read and sign prior to beginning
any dental treatment at our office.

FORMS & UPDATES:

All patients are required to review, understand, and sign our Financial Policy before receiving any
treatment by the doctor. We cannot utilize your insurance company unless we have complete and
accurate information for you specific insurance policy. If any changes are applicable to your insurance
policy, the office is to be notified in order to utilize your benefits. Changes to your name, address,
and/or phone number needs to be updates with our office. If assistance is needed to complete your
paperwork or you have a question, please ask a staff member and you will be given assistance.

FINANCIAL RESPONSIBILITY:

The name listed on the “Responsible Party” is financially responsible for all fees incurred. This includes
parents of minors, and legal guardians. Insurance benefits may be assigned as payment for treatment;
however, full payment is the sole responsibility of the person listen on this line.

EMERGENCY PATIENTS:
New “Emergency Patients” will be treated the same day if possible. Payment in full is due on the day of

service. Please let Dr. Saliba or a staff member know if you would like to receive a quote before
treatment begins.

IF YOU HAVE DENTAL INSURANCE:

Your dental insurance coverage is a contract between you and your employer and/or insurance
company. We will estimate, as closely as possible, your coverage, but we actually receive the
Explanation of Benefits and payment from your insurance company, it's only an estimate. We will assist
you in dealing with the insurance company, but ultimately the responsibility lies with you. If, after 45
days, the insurance company has not paid for the remaining amount owed, the balance is due, in full, by
you.

X X
Signature of patient or responsible party Date
X

Print name of patient
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HEALTH HISTORY

Physician’s Name

Date of last visit

Have you ever used a hisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. []Yes

[INo

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand

names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). []Yes [] No
Place a mark on “yes” or “no” ta indicate if you have had any of the following:
AIDS/HIV [ClYes [ No Epilepsy [JYes []No Respiratory Disease [OYes [ No
Anemia [JYes []No Fainting or dizziness [JYes [INo Rheumatic Fever [JYes []No
Arthritis, Rheumatism [JYes []No Glaucoma [JYes []No Scarlet Fever [JYes [ No
Artificial Heart Valves [CJYes []No Headaches [[Yes []No Shortness of Breath [CYes []No
Artificial Joints [1Yes [JNo Heart Murmur [JYes [ No Sinus Trouble [JYes [1No
Asthma [JYes []No Heart Problems [JYes [ No Skin Rash [JYes [ No
Back Problems [JYes []No Hepatitis Type [JYes [ No Special Diet [JYes [ No
Bleeding abnormally, with [JYes [ No Herpes [JYes []No Stroke [JYes [ No

extractions or surgery High Blood Pressure [IYes [1No Swollen Feet or Ankles [JYes [1No
Blood Disease CJYes [JNo Jaundice [ClYes []No Swollen Neck Glands [lYes []No
Cancer [JYes []No Jaw Pain [Yes [JNo Thyroid Problems [JYes []No
Chemical Dependency [lYes [JNo Kidney Disease ClYes [INo Tonsillitis ClYes [JNo
Chemotherapy (lYes [JNo Liver Disease [IYes [JNo Tuberculosis CIYes [No
Circulatory Problems CIYes [1No Low Blood Pressure ClYes [JNo Tumor or growth on head or  [JYes [ No
Congenital Heart Lesions [IYes [JNo Mitral Valve Prolapse [Yes [ No neck
Cortisone Treatments [CJYes []No Nervols Problems [JYes []No Ulcer [JYes []No
Cough, persistent or bloody []Yes []No Pacemaker [JYes []No Venereal Disease [OYes []No
Diabetes [1Yes []No Psychiatric Care ClYes [ No Weight Loss, unexplained [JYes [ No
Emphysema [JYes []No Radiation Treatment [JYes [JNo
Do you wear contact lenses? []Yes []No
Women:

Are you pregnant? []Yes []No Due date Are you nursing? [ Yes [ No

Taking birth control pills? [JYes [ No

MEDICATIONS ALLERGIES
List any medications you are currently taking and the correlating (] Aspirin [] Local Anesthetic
diagnosis:
[] Barbiturates (Sleeping pills) [[] Penicillin
[] Codeine [] Sulfa

Pharmacy Name D lodine D Other
Phone ( ) [] Latex

. UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? [ Yes [] No

For what conditions?
Are you taking any new medications? If so, what?
Patient's Signature Date
Doctor’s Signature Date
Has there been any change in your health since your last dental appointment? []Yes [] No
For what conditions?
Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor’s Signature Date




DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION z: DENTAL INSURANCE
Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First Name Middle Initial Is patient covered by additional insurance? [JYes [JNo
Address Subscriber's Name
E-mail Birthdate ss#
City Relationship to Patient
State Zip Insurance Co.
Sex (1M []F Age Group #
Birthdate ASSIGNMENT AND RELEASE
| certify that I, and/or my dependent(s), have insurance coverage with
[] Married ] Widowed [] Single ] Minor ¢ YRR (e v
and assign directly to
[[] Separated (] Divorced [[] Partnered for years Name of Insurance Company(ies)
Patient Employer/School Dr. all insurance benefits, if
- any, otherwise payable to me for services rendered. | understand that | am
Occupation financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.
Employer/School Address
The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.
Spouse’s Name
Birthdate Signature of Patient, Parent, Guardian or Personal Representative
SS#
Please print name of Patient, Parent, Guardian or Personal Representative
Spouse’s Employer
Whom may we thank for referring you? Date Relationship to Patient
3 PHONE NUMBERS
Phone ( ) Work ( ) Ext Cell ( )
Spouse’s Work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)
Name Relationship
Home Phone ( ) Work Phone ( )
DENTAL HISTORY
Reason for today's visit Burning sensation on tongue [[JYes [[JNo Mouth breathing [JYes []No
Chew on one side of mouth [[JYes [[JNo Mouth pain, brushing [JYes []No
Cigarette, pipe, or cigar smoking [] Yes [ No Orthodontic treatment [JYes []No
Former Dentist Clicking or popping jaw []Yes [JNo Painaround ear [JYes []No
City/State Dry mouth [[JYes []No Periodontal treatment [ClYes []No
Fi il bitin Ye N Sensitivity to cold Yes No
Date of last dental visit aRe _i s [iYes [ No i .ty J -
Food collection between the teeth []Yes []No Sensitivity to heat [JYes [JNo
Date of last dental X-rays Foreign objects [JYes [JNo Sensitivity to sweets [OYes [INo
Place a mark on “yes” or “no” o indicate if you ~ Grinding teeth [JYes [JNo Sensitivity when biting [JYes [JNo
have had any of the following: Gums swollen or tender [JYes []No Sores orgrowths in your mouth [JYes []No
Bad b.fEﬂth [Yes [INo Jaw pain or tiredness OYes CINo o often do you floss?
Bleeding gums [OJYes [JNo Lip orcheek biting [JYes []No
Blisters on lips or mouth [JYes [[JNo Loose teeth or broken fillings [[JYes [JNo How often do you brush?
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