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Notice of Privacy Practices

THISNOTICE DESCRIBES HOW HEALTHINFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOWYOU CANGET ACCESS TO THISINFORMATION. FLEASE REVIEWIT
CAREFULLY-

We are rcquircé })3 law to maintain the privacE; of Protectcd health in(ormation, to provide individuals with notice of our lcga[ duties and

Privacy practices with respect to protcc’ted health inFormation, and to notifﬂ affected individuals fo”owing a breach of unsecured Protcc’ted

health information. We must follow the Privacy Practices that are described in this Notice while it is in effect. T his Notice takes effect

09/2%,/201%, and will remain in effect until we rcp!ace it.

We reserve the rigl’l’c to cl’wangc our privac3 Practic.cs and the terms of this Notice at any time, Provided such c]ﬁangcs are Pcrmit’ced 179

aPP!icablc [aw, and to make new Notice Provisions effective for all Protcctcd health information that we maintain. \When we make a

signif‘icant change in our Privacg practiccsj we will clﬁangc this Notice and post the new Notice c]ear]g and promincn’t!g at our Practic.c

location, and we will Providc coPies of the new Notice upon request.

You may request a copy of our Notice at any time. ["or more information about our Privacy Practiccs, or for additional coPies of this

Notice, P|casc contact us using the information listed at the end of this Notice.

HOWWE MAY USE AND DISCI OSE
HEAL THINFORMATION ABOUT YOU

We may use and disclose your health information for different
purposes, inclucling treatment, payment, and health care
operations. For each of these categories, we have Provided a
description and an example. Some inFormation, such as [|V-
related inFormation, genetic inFormatiorx, alcohol and//or
substance abuse rccorcls, and mental health records may be
entitled to specia] confidentia]itﬂ Protections under app]icab]e
state or federal law. We will abide bg these specia] Protections
as tl'vcy Per‘tain to app]icab]e cases invo[ving these types of

recorc]s\

Trcatmcnt We may use and disclose your health information
for your treatment. I:or cxamplc, we may disclose your health

information to a specia[ist providing treatment to you.

Fagmcnt. We may use and disclose your health information to

obtain reimbursement for the treatment and services you receive

from us or another entitg involved with your care. Fayment
activities include bi”ing, collections, claims management, and
determinations of eligibility and coverage to obtain payment
from you, an insurance company, or another third party. For
exampxe, we may send claims to your dental health P]an

containing certain health information.

Hea‘thcarc OPerations. We may use and disclose your health
information in connection with our healthcare oPcrations. For
examp]e, healthcare operations include qua!itﬂ assessment and
imProvemcnt activities, conducting training programs, and

]icensing activities.

Jndividuals jnvolved in Your Care or Faymcnt for Your Care.
We may disclose your health information to your Fami]y or
friends or any other individual identified bg you when thcg are
involved in your care or in the payment for your care.
Additiona”H, we may disclose information about you to a Patient
representativc. ]F a person has the auti’wority bg law to make

health care decisions for you, we will treat that Patient


http://www.drdeanlodding.com/

reprcsentative the same way we would treat you with rcsPcct to

your health information.

Disaster Kclie{:. We may use or disclose your health information

to assist in disaster relief efforts.

chuirccl ]Dg Law. We may use or disclose your health

information when we are rcquirccl to do so bg law.

Public Health Activities. \We may disclose your health

information for Pub]ic health activities, inc|uding disclosures to:

o Prevent or control discase, injurg or
disability;

o chor‘t child abuse or ncglcct;

o KePor‘t reactions to medications or

prob]ems with Proéucts or devices;

o Nothcg a person of a recall, rcpair, or
rcp|acemcrxt of Proéucts or devices;

o Noti% a person who may have been
cxPosed to a disease or condition; or

o Noti% the appropriatc government
authorit}j if we believe a Patient has been the victim

of abuse, neg]cct, or domestic violence.

Nationa] Sccurftg. We may disclose to military authorities the
health information of Armed [Forces Pcrsor\nc] under certain
circumstances. We may disclose to authorized federal officials
health  information required for  lawkul inte”igencc,
countcrinte”igcncc, and other national securitg activities. We
may disclose to correctional institution or law enforcement
official having Jawful custody the Protcctcd health information of

an inmate or Pa’cient.

Sccrcfary of HHS We will disclose your health information to
the Sccrctarg of the us DePar‘cmcnt of f”lca[th and f"’uman

Services when rcquirccl to investigate or determine compliance

with P AA

Woriccr‘s ComPcnsation. We may disclose your PHI to the
extent authorized }33 and to the extent necessary to comp]3 with
laws rc]ating to worker's compensation or other similar programs

established 133 Jaw.

L aw E pforcement. We may disclose your PHI for law
enforcement purposes as Permitted by HIFAA, as required IDH

!aw, orin response to a subpocna or court order.

Hcalth Ovcrsight Activities. \We may disclose your PHI to an

oversight agency for activities authorized by law. These

=)
oversig\nt activities include audits, investigations, inspcctions,

and credeﬂtia[ing, as necessary for licensure and for the

government to monitor the health care system, government

Programs‘ and COI’Y)P!]BI'\CC Wlt}"l CIVl[ rxghts [aws.

Juc[icia] and Aclministrativc Froceedings. ]F}jou are involved in a
lawsuit or a clisputc, we may disclose your F]"” in response to a
court or administrative order. \We may also disclose health
information about you in response to a subPoena, discoverg
rcqucst, or other lawful process instituted by someone else
involved in the disPutC, but on]y if efforts have been made, either
bg the rcqucsting Partvj orus, to tell you about the rf:qucst orto

obtain an order Protecting the information rcqucsted.

Kcsearclm We may disclose your PH]| to researchers when their
research has been aPProvccl bg an institutional review board or
Privac9 board that has reviewed the research Proposa[ and

established Protoco[s to ensure the Privac3 ofﬂour information.

Coroners, Medical F xaminers, and [Funeral Directors. \We may
release your FPHI to a coroner or medical examiner. T his may be
necessary, for cxamplc, to idcntiﬁj a deceased person or
determine the cause of death. We may also disclose PH| to
funeral directors consistent with aPP!icablc law to enable them

to carry out their duties.

]:undraising. We may contact you to Providc you with
information about our sponsored activities, inc!uding Fundraising
programs, as pcrmitted 133 app]icablc Jaw. If you do not wish to
receive such information from us, you may opt out of receiving

the communications.

Othcr(,lscs and Disclosurcs of FH]

Your authorization is rcquircc], with a few cxceptions, for

disclosure of Psyc}wotherapy notes, use or disclosure of Ff"ﬂ for
marketing, and for the sale of FHI We will also obtain your
written authorization before using or disc!osing your Ff"” for
purposes other than those Provided for in this Notice (or as
otherwise Pcrmittcd or rec]uired by law). You may revoke an
authorization in writing at any time. UPOH receip’t of the written
revocation, we will stop using or disc]osing your F]‘—”, except to
the extent that we have a]rcadg taken action in reliance on the

authorization.

Your Health nformation Rights
Acccss‘ You have the rig]'lt to look at or get copics of your

health information, with limited exceptions. You must make the
request in writing. You may obtain a form to request access bg
using the contact information listed at the end of this Notice.
You may also request access by scn&ing us a letter to the
address at the end of this Notice. [f you request information
that we maintain on paper, we may Providc Photocopic& If you

request information that we maintain clectronica”y, you have the



rigl'vt to an electronic copy. We will use the form and format you
request if rcadi[a Producib]c. We will charge you a reasonable
cost-based fec for the cost of supplies and labor of 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

cxP!anation of our fee structure.

]Fgou are denied a requcst for access, you have the rigl’lt to have
the denial reviewed in accordance with the recluircments of

app!icablc Jaw.

Disdosurc Accounting. With  the cxception of certain
c{isc|osurcs, you have the right to receive an accounting of
disclosures of your health information in accordance with
aPP!icaHe laws and regulations To request an accounting of
disclosures of your health in{:ormation, you must submit your
request in writing to the Frivac9 OFFicia!A |f you request this
accounting more than once in a 12-month Pcriocl, we may chargc
you a reasonable, cost-based fee for rcsponc!ing to the

additional requests.

Rigl‘vt to Kequest a Restriction. You have the rig!-nt to request
additional restrictions on our use or disclosure of your FH] bg
submitting a written request to the Frivacy Ogicia]. Your
written request must include (1) what information you want to
limit, (2) whether you want to limit our use, disclosure or both,
and (}) to whom you want the limits to applg. Wc are not
required to agree to your request cxccPt in the case where the
disclosure is to a health p[an for purposes of carrying out
payment or health care oPerations, and the information Pertains
solc[3 to a health care item or service for which you, or a person

on your behalf (otlﬁcr than the health p[an), has Paid our practicc
in full.

Altcrnativc Communication. You have the right to request that
we communicate with you about your health information by
alternative means or at alternative locations. You must make
your request in writing. Your request must spcci&; the

alternative means or location, and Providc satismcactor}j

exp!anation of how Payments will be handled under the
alternative means or location you request. We will accommodate
all reasonable rcciucstsA Howcvcr, if we are unable to contact
you using the ways or locations you have requestec{ we may

contact you using the information we have.

Amenclmcnt. You have the right to request that we amend your
health information. Your request must be in writing, and it must
cxP!ain whg the information should be amended. We may c{eny
your reciuest under certain circumstances. H: we agree to your
request, we will amend your record(s) and nothcg you of such. [f
we deng your request foran amenc{ment, we will Provi&e you with

a written cxp[anation O‘thy we denied it and exP!ain your rights.

Kigh’c to Notification of a Breach. You will receive notifications
of breaches of your unsecured Protcctec] health information as

required }33 law.

Elcctronic Noticc‘ You may receive a paper copy of this
Notice upon request, even if you have agreed to receive this
Notice e!ectronica”g on our ch site or by electronic mail (c~

mai l) .
Questions and Complaints

licaou want more information about our Privacg Practices or have

qucs’cions or concerns, P[éase contact us.

]F you are concerned that we may have violated your Privacg
riglﬁts, or if you c{isagree with a decision we made about access
to your health information or in response to a recluest you made
to amend or restrict the use or disclosure of your health
information or to have us communicate with you b\zj alternative
means or at alternative ]ocations, you may complain to us using
the contact information listed at the end of this Notice. You
also may submit a written comP]aint to the U.5. Department of
f"‘]ealtlﬂ and Human SCr\/ices. We will Provide you with the
address to file your comP]aint with the U.5. Department of
f"‘]ealtlﬁ and Iﬂuman Services upon request.

We support your right to the Privac3 of your health information. We will not retaliate in any way if you choose to file a comP]aint with us

or with the US Dcpartmcnt of [Health and Human Services.

Telephone: (847) 697-1111 [Fax:(847) 697-1114

Address: 2001 | arkin Ave Suite 120 Elgin, |l 60123

dr[odding@gahoo‘com



chroduction of this material bﬁ dentists and their staff is Permittc&. Ang other use, c]uplication or distribution by any other party requires
the Prior written aPProva] of the American Dental Association. -n'nis material is educational onlg, does not constitute Iegal advicc, and
covers onlg federal, not state, law. Changcs in aPPIicch laws or rcgulations may rcquirc revision. Dentists should contact their Pcrsonal

attorneys for lcgal advice Pcr‘taining to H”)AA complianoc, the H]TE_CH Act, and the US Dcpar‘tment of Hcalth and Human

Senvices rules and rcgulations‘

©2010,201% American Dental Alssociation. A” Riglwts Reserved.
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Dean W. | odding, DDS

*You Mag Refuse to Sign This Acknow]edgment*

| have received a copy of this office’s Notice of Frivacg Practices.

Print Name:

Signature:

Datc:

For Office Use Onlg

We attempted to obtain written acknowlcdgement of receipt of our Notice of Frivacg

Fractices, but acknow]cdgcmcmt could not be obtained because:

]ncliviclua] refused to sign
Communications barriers Prohibitcd obtaining the acknowleégcmcmt

An emergency situation Preventcd us from obtaiﬂing acknowledgement

Otlﬁer (F]ease SPeciF3>

O O oo O™

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires
the prior written aPProva] of the American Dental Association. T his material is for general reference purposes on|9 and does npot
constitute legal advice. It covers only [HIP AA, not other federal or state law. Changes in applicalplc laws or regulations may require
revision. Dentists should contact qualified legal counsel for legal advice, including advice pertaining to IHIF AA compliance, the
HITECH Act, and the (1.5. Department of Health and Human Services rules and regulations.

©2010,2013 American Denta] Association. A“ Kights Késér\/éd.
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Patient B:" of Kights

Smile for Lhcc Dental endorses a Fatient Bl" of Kights. We believe the Fo”owing:

We view our Patients as Familg and will a]wags do ourbest to Provide excep’cionai care.
The Patient has the right to considerate and resPechCul care bg Dr. Lodcling and his team.

The Patient has the right to receive an emergency aPPointment within twent9~1cour hours of the

emergencg.

A 24-hour cancellation notice for Pencling aPPointments is aPPreciated. We reserve the rigl‘xt to
invoice a $90.00 fee for Patients who have a historg of two or more missed
aPPointments that are not cancelled within the 24-hour time Pcriocl‘ We respect our

Paticnts time and we hoPe this same courtesy is extended to us.

|n the event a scheduled aPPointment is changecl by Smile for | ife Dental, we will

accommodate the Patients schedule at their earliest convenience.

]F there is an oPPortunitg to move a clental aPPointment to an earlier date or more convenient time for
the Paticnt] we reserve the right to contact the Paticnt to do so, unless the Paticnt has rcquested

otherwise.

The Paticnt has the right to ask qucstions and obtain comP]ete and current information
concerning their diagnosis, treatment, and Prognosis in terms the Patient can reasonablg be ex-

Pected to unclerstanc}‘

The Patient has the right to receive an estimate of treatment fees and the Privi]ege to examine and

receive an cxplanation of their bill.

The Patient has the right to refuse any and all treatment and to be informed of any medical/dental

consequences of their action.

The Patient has a right toevery consideration of Privacg concerning their own medical/dental care

program imited onlg bg State statutes, rulcs, and regu]ations at Smile for | ife Dental.




tient { lpdat tact |nformati
NFa len UP a/c@c ln ormation

Address ’ l ’ F
5 Mmile for L ITe
0 FHome Phone
O Work H‘zonc D C N tal |
O Cc" Fhonc N
~ Please check the best phone number to reach you.

[ -mail Address (to confirm your reserved appointment time) Dea N W Loddiﬂg DD5
. )]

[ Please check this box hcgou do not have an e-mail address

00 | have read and agree to accept the Patient Bi" of Rigl—lts
Signaturc Date

Faticnt uPdatc (_ontact Information
Name ~—

Address Il 2 F
5 Mie for Ll c
O FHome Phone
O Work Fhonc D C i tal |
0 Cell Phone /\-/
- Please check the best phone number to reach you.

[-mail Address (to confim your reserved appointment time) Dean W. [oddi ng DDS
. )

O Flease check this box hcyou do not have an e-mail address

O | have read and agree to accept the Patient Bl“ of Rights
5ignaturc Date
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New Patient |nterview and Qucstionnairc

Name (Plcase Pr’int) Date

Who may | thank for remccrring you to our office?

. Are you having any discomfort or Prob[ems with your teeth?

DYes DNO ]Fges, P]easc explain

2. When was the last time you saw your dentist?

3. Whg did you leave your last dentist?

4. Was there angthing Par’cicular thing you liked about your Previous dentist or dental visits?

5. \Was there any Par’cicu]ar thing you didr’t like about your Previous dentist or dental visits?

6. What do you consider to be the most imPortant factorin making sure your dental visitis a Positivc one?

7. What are gourgoals and desires regarclinggour dental health?

8. Do you have any Par’cicular concerns about your dental care or coming to the dental office?

Notcs:
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Dean W. Lodding, DDS

Smile for | ife Dental is working to changc Proxccssional and Pub]ic behaviors and address
the importancc of oral health as it relates to whole boclg health. ]n orderto Properlg diagnosc
and evaluate risk factors and health conditions related to the moutk, Please Provide us with
your health care Providcr so that we may share the importance of this “oraLsgstemic

connection”.

Hea]’clﬁ Care Frovider’s Name:

Special’cgz carcliology ~ internal medicine —~ women’s health —~ other:
Address:
Fhone:

Hea]th Care Frovidcr’s Name:
Specialtgz carclioiogg — internal medicine — women’s health — other:
Address:
Fhone:

HORI | REL E HEALTHCARE INFORMAT]

/ request and authorize r. Dean Loa/a//hg to release health care information to the health

care PFO\/[C/C/‘ namca’a[)ov@.

[ Signature on Filc

Signature of Paticn’c or authorized rcPresentativc:



TIME 10:21 AM Smile For Life Dental DATE 10/15/2013

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? () Yes () No

Have you ever been hospitalized or had a major operation?Q Yes Q No

Have you ever had a serious head or neck injury? () Yes () No

Are you taking any medications, pills, or drugs? () Yes () No

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No
Have you ever ta_ken_ Fosamaxz Boniv_a, Actonel or any O Yes O

other medications containing bisphosphonates?

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes () No

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

Women: Are you

Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No Nursing? () Yes() No

Are you allergic to any of the following?

[ ] Aspirin [ ] Penicillin [ ] Codeine [ ] Local Anesthetics [ ] Acrylic [ ] Metal [ ] Latex [ ] Sulfa drugs
[ ] Other If yes, please explain:
Do you have, or have you had, any of the following?
AIDS/HIV Positive (O Yes () No | Cortisone Medicine (O Yes () No | Hemophilia (O Yes () No | Radiation Treatments (O Yes O No
Alzheimer's Disease (O Yes () No | Diabetes (O Yes () No | Hepatitis A (O Yes () No | Recent Weight Loss O Yes O No
Anaphylaxis (O Yes () No | Drug Addiction (O Yes () No | Hepatitis B or C (O Yes () No | Renal Dialysis (O Yes () No
Anemia (O Yes () No | Easily Winded (O Yes () No | Herpes (O Yes () No | Rheumatic Fever O Yes O No
Angina (O Yes () No | Emphysema (O Yes () No | High Blood Pressure () Yes () No | Rheumatism (O Yes () No
Arthritis/Gout (O Yes (O No | Epilepsy or Seizures () Yes () No | High Cholesterol (O Yes () No | Scarlet Fever O Yes O No
Artificial Heart Valve (O Yes (O No | Excessive Bleeding (O Yes () No | Hives or Rash (O Yes (O No | Shingles O Yes O No
Avrtificial Joint (O Yes () No | Excessive Thirst (O Yes () No | Hypoglycemia (O Yes () No | Sickle Cell Disease (O Yes () No
Asthma (O Yes (O No | Fainting Spells/Dizziness() Yes () No | Irregular Heartbeat () Yes (O) No | Sinus Trouble O Yes O No
Blood Disease (O Yes () No | Frequent Cough (O Yes () No | Kidney Problems () Yes () No | Spina Bifida (O Yes () No
Blood Transfusion (O Yes (O No | Frequent Diarrhea (O Yes () No | Leukemia (O Yes () No | Stomach/Intestinal Disease () Yes () No
Breathing Problem (O Yes (O No | Frequent Headaches () Yes () No | Liver Disease (O Yes (O No | Stroke O Yes O No
Bruise Easily (O Yes (O No | Genital Herpes (O Yes () No | LowBlood Pressure () Yes () No | Swelling of Limbs (O Yes O No
Cancer (O Yes () No | Glaucoma (O Yes () No | Lung Disease (O Yes () No | Thyroid Disease O Yes O No
Chemotherapy (O Yes () No | Hay Fever (O Yes (O No | Mitral Valve Prolapse () Yes () No | Tonsillitis O Yes O No
Chest Pains (O Yes (O No | Heart Attack/Failure (O Yes () No | Osteoporosis (O Yes () No | Tuberculosis Q) Yes () No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur (O Yes () No | PaininJaw Joints () Yes () No Tumors or Growths O Yes () No
Congenital Heart Disorder() Yes () No | Heart Pacemaker (O Yes () No | Parathyroid Disease () Yes () No Ulcers Q Yes () No
. . T Venereal Disease (O Yes () No
Convulsions (O Yes () No | Heart Trouble/Disease () Yes () No Psychiatric Care (O Yes O No Yellow Jaundice O Yes O No

Have you ever had any serious illness not listed above? () Yes () No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | 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




Smile for Li]cc Dental
~—
Fcrsonal Dental Hca]th I valuation

Name (P|ease Print) Date

i. When was your last dental visit?
2. How often did you see the dentist?
3. Do any of the Fo”owing cause you discomfort? DHO’C DCold DCEewng Dﬁwects
4. How often do you...
Brush your teeth?
]:]oss?
Rinse,/Mouth Wash?
. Do your gums bleed while cleaning’? DYes |:| No
. Do your gums feel tender or swollen? DYes |:| No
. Have you had Periodontal gum treatment? DYes |:| No
. Do you clench orgrincl your teeth? DYCS DNO
. Do 9ourjaws ever...
|:| Feel tired or ache? DC[IC‘( or pop?
10. Can you chew on both sides omcyour mouth? |:| Yes |:| No
Comfor’cablg? DYCS |:| No
| .Do you have Frcqucnt...
Headaches’? I:lYes I:lNo
E_araclﬂcs? DYCS DNO
Neck and shoulder pain? [yes  [No
12. Have you ever had orthodontic
treatment (braces)? DYCS |:| No H:gcs) when?
i13. Do you usua”g have many cavities? Dch DNO
4. Do you have any loose teeth? DYes DNO

15. Do you have any noticeable wear on

your teeth? DYCS |:| No
16.Do you have any food traps on your
teeth? [IYes  [No
17.Do you have any missing teeth? DYCS |:| No
Have theg been rcplacecl? |:| Yes DNO
If so,how? [ Fixedbridge [JRemovable partial []Full denture [ Dental [mplant
18. Are you comfortable with the rc[:)laccmcnt? DYCS |:| No Flease describe:
19. Do you lose Fi”ir\gs or break Fi”ings’? DYCS |:| No
20. Do you have any cracked or broken teeth? Dch |:| No

21. Have you ever had an unPleasant dental

exPerience? DYCS DNO
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Are You a Candidate for Cosmetic Dcntistry?

Whg changc your smile?

Don't iFyou are haPP}j with it, but ask goursclf the Fo“owing qucstions:

I.

2.

3.

Do you like your smile?

Do you wish your teeth were whiter?

Do you feel you show too many or too few teeth
when you smile?

Do you wish you had longer or shorter teeth?
Would you prefer wider or narrower tecth?

Are your teeth too square or too round?

Do you like the way your teeth are shaped?

Avre you satisfied with the way your gums look?
Do you think you show too much or too little gum

tissue when you smile?

10.When you look at your smile in the mirror, do you

Pi. Do you have any thougl’xts or comments regarcling

i Z.Would you like to discuss oPtions to enhance your

see a minor defect in your gums or In one oycyour

teet}';?

your smile?

]chs, P]casc explain:

[1Yes
[JYes

[Ves
[1Yes
[1Yes
[1Yes
[Yes
[1Yes

[1Yes

[JYes

[1Yes

[INo
[INo

[1No

[INo

smile?

|:| Yes

[INe
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