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DENTAL HISTORY

Wy are you seeking dental care at this time?

Name/address of your previous dentist:

When was your last visit to the dentist?

When was the last time you had dental x-rays taken?

éhack any of the folfowing which you may have:

Jaw joint clicking or popping
Jaw pain

Clinching or grinding your teeth
Frequent headaches

Difficulty chewing

Teeth that are sensitive to cold
Testh that are sensltive to hot
Faclal swelling

Bleading gums

Are you unhappy with the appearance of your teath 6r crowns?

History of wearing braces / orthcdontics
Wisdom testh removed / missing

Loose teeth

Missing testh

Dry meuth

History of mouth gores or biisters

White or red spots in mouth

Snoring

Sleep gprea




HEALTH HISTORY QUESTIONNAIRE

Name: Date:

Phyalclan's nams(s): .
. Address: ' Phone:

What dre-you being treated for by your physiclan(s)? -

Pisash [ist any medications ybu currentiy take or dfe prasoribed (Inciuding aspirin, herbs, or supplements):

Have you ever taken blsphosphanate medication Including Fosamax, Zometa, Didrone), Beniva, or Aredla?

Asre you allergic to peniciffin (including amoxiciiin)?

if yas, plaase describs symiptoms of the allergle reaction from penleilin:

mmmewmmammdmmammna. including, but not (Imited to local
anasthetio or latex or rubber?

Have you ever had any surgely or cperation? If 8o, please list and date.

Women: Are you pregnant, or possibly pregnant?

Pleasé review the list of madical conditions below emd check the box
for any condition you have now or may have had In the past.

Sevére Head Injury . . Sleap Apnsa
Heart Altack o Chronic Bronchiltis
‘Chest Pain ' ) Tubsrculosis (TB)
High Blood Pressure Arthritis
Rheumatic Fever . Artifictal / Prosthetic Joint(s)
Other Heart Conditions Fibromysigla
Ansmia / Blgsdirg Problems Diabates
Severe Headgches Sexually Transmitted Disease
Bizzy cr Fainiing Spells Herpatic Virus
Stroke HIV Poealiive
Epllepsy or Selzures Entarged Lymph Nodes / Glends
Psythiatrie Treatment Tumor or Cancer
Panic Attacks . Radlation Therapy
H Chemotherapy

: led of Sinus Problems ' Do You Use Tobacco?
‘Emphyssma Do You Use Injectable Drugs?
Broathing Diffictsities Do You Use Other Drugs?

Plegse lst any cther metiical contiitiori(s) you have or may have had In the past not already listed:




JOSEPH A. LASHEEN, DMD
Goneral Dentlstry
Notice of Privacy Policies
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and reloased and what you nesd to know about this process. ‘This important document should be reviewed
toronghly. Managing the privacy of your protected health information is extremely important to Joseph
Joseph A. Lasheen, DMD Legal Rasponsibilities:| As mandatod by Federal and State legal requirements
mmmwmww As part of thess regulations we are required to ensure
you are aware of privacy policles, legal dutics and/your rights to your protected health information. This
notics of privacy policies, outiined below, will be jn effect for the duration and must be followed by our
practice, This notice will bo in effect until it is replaced, and becomes effective 01/01/03. We resarve the
right to modify our privacy policles and the tsrms of this notice at any time, and will make such
modifications within the guidelines of the law. We reserve the right to make the modifications effective for
NMWMMWMWMMWWMQ
roceived before the changes wers made, Changing this notice will preceds all significant modifications.
‘This notice will be available upon request. |
cmluof&bmmmﬂeﬂegmmm‘mmmmwmmwm
can contact us is at the bottom ofthis notice. |
rxmmmmmuﬂouuspmnmm Information regarding your
health may be used and disclosed for the purpose of treatment, payment and other healthcare operations.
Bxamples cited below further explajn the use and process,
Treatment: Use and disclosure of your protected|kealth information may be provided to a physician or
other healthcare provider providirg treatmont to
m& Your protected health ¥ formation may be used and disclosed to obtain payment for services we
to you. "
Healtheare Processes: We may \iio and itjsclose your protected healtheare information in relations with
our healthcare process. Thess pr::esios include assessment, improvement activitles, reviewing the
mmmwammm@mmmmmmmm
mm.mmmmmwm Heensing or credentialing activities.
You

Your Authorization: Atany'time you may writing your authorization for use and disclosure of
your protected health information for any may choose to revoke your written permission at
any time, The revocation must be in writing. If you revoks your written suthorization it will not affect any
use or disclosure prior to the revocation. |
Yom'prowmdbeald;miufomﬁonumybewqdanddhclowdtoaﬁmllymba.ﬁmd.orm
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Person Involved in Cares In order to sccommodats the notification of your location, your general
condition, or death, your protected health information may be used or disclosed to a family member, your
personal representative or another person responsible for your care. If you are present and wish to object to
such disclosures of your protected health information you may do so. To the extant you are incapacitated
or emergency ciroumstances exist, we will discloss protected health information using our professional
judgment disclosing only protected health informetion that is directly relovant to tho person’s involvement
in your healthcare, We will use our professional judgmenf and our experience with common practices to
mwwmmdmmwhdmmaapmwphkupﬁlbdmﬁpﬁm
medical supplies, x-rays, or other similar forms of protected health information.

Marketing Health-Related Services: Themof:youm&c&dkeahbhﬁomaﬁcnfuthemo@of
marksting communications is prohibited without your written authorization.

Required by Law: Your protocted health information may be used or disclosed if required by law.
Abuse of Neglect: As required by law, if we kave reason to believe that you are the victim of possible
abuse, nsglect or domestic violence or other crimes, your protected health information may be
disclosed to the appropriate authorities. If we ,monmwwmemordmlomofmmw
health information will prevent aJarious threat to our haalth or health or safety or the health or safety of others we
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intelligence and lawful intelligence, suthorized federal authorities may require disclosure of protected
health information. Protected health care information disclosure may be made to correctional facilities or
law enforcement authorities with the lawful authority requiring custody of such information.
Appointment Reminders: Your protected health care information may bo used to assist you with
reminders in the form of voicemail mossages, postcards or lettess.
PATIENT RIGHTS
Access: At all times you have the right to review your protected health information, with limited
exceptions. At your request, we will provide your information in a format other than photocopies. If we
are able to do so we will accommodate your request. Your request to obtain access to your information
must be in writing. You may obtain a Protected Health Information Access Form by using the contact
information at the end of this notice. We may need to charge you a reasonable cost-based fee for expenses,
including coples and staff timo. You may also request access by submitting a letter using the information
at the bottom of this notice. If you request copies, we will charge you $1.00 for each page and $25.00 per
hour for staff time to locate and copy your protected health information. Postags will be included if you
wish to have your information mailed. If you request a format option, which is different, we will charge a
cost based fee for that format. Ag explanation of fees can be made availeble.
Disclosure Accounting: Your rights include the choics to receive a review of every time we or our
business associates disclosed your protected health information for reasons other than treatment, payment,
healthcare information and certain other activities for the last six years, but not before April 14, 2003.
Additional reasonable cost based fees may be extended if your requests for such information are more than
one time per year.
Restrictions:  You may request we apply additional restrictions to any disclosure of your health care
information. We are not required to respond to the epplication of these additional restrictions. IF we agree
to follow your request regarding additional restrictions we will follow the agreed restrictions uniess an
emergency situation dictates otherwise.
Alternative Communieation: Your rights include the instruction to request how you are communicated to
regarding your protected health information. Your request must be in writing and can spell out ather ways
or other locations regarding your protected health information communication. You must identify agreed
upon explanations of payment arrangements under altemative communications.
Amendment: You can initiate a written request to amend your protected health information. Included in
the amendment must be an explsnation why information should be amended, Certain conditions may exist
whers we may reject your request.
;al!e:tmnleﬂeﬂm If you recelve a notice electronically, you are entitled to receive the notice in writing as
QUESTIONS AND COMPLAINTS
More information is available to you regarding our privacy policies; please contact us. If at any tims you
are unsure or concemed that your protected health information has not been protected or if you believe an
error was made in the decision we madse about accessing your protected health information; or in the
response to a request you made to amend the use or diselosure of your protected health information; or to
have s communicate to you by an alternative means or at an altemnative location, you have the right to
bring the issue forward. You may make a complaint to the U. S. Department of Health and Human
Services. We will provide you with the address to file your complaint with the U, 8, Department of Health
and Human Services at your request.
Privacy of your protected health information remains extremely important; we are committed to easure
your privacy. If you file a concern with the U, S, Department of Health and Human Services, we will not
retaliate in any way. We are available to assist you with any questions, concerns or complaints.

1 have read and understand the above privacy policies and procedures:
Date: / / Signed:
Print Name: Phone:
Address/City/State/Z1P:




JOSEPH A. LASHEEN, DMD

620 Perimeter Drive
Mgm,m 40817
59) 268-2332
To: All Patients
From: Dr, Joe Lasheen
RE: Finance
February 20, 2008

) Effective this date, all accounts that have a balance of forty-five (45)
dmaoﬂawﬂbechmadaﬁmcha%l %9 per month. This charge will be

. added after any applicable insurance claims cleared.

This doss not in any way reflect any problems we have had with your
particular account. Mn,wefeditmlyhirgyinfommmﬁenbofmnew
y
oseph A, Lasheen, DMD

I acknowledge that any charges I incur with Dr. Lasheen , which remain
unpaid after. forty-five (45) days, will be assessed a finance charge of 1 %% per month. -
1 agree fo assume the responsibility for this charge, if it becomes necessary to calculate
it and add it to my balance.

Any account that remains unpaid and is turned over for legal collection
action will be assessed 4 filing fee of $60,00, which will be added to my current




Dental Claim Form

Check one: Carrier name and address
T Dentlst’s pre-treatment estimate
O Dentist’s statement of actual services
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16. Name of Oentist or Dental 24, Ilstrestment rosull Nolves| o entor brie! and datss.
B8ang or Entity s es| Hyes, dascription )
8 Wness or injury? )
17. Address whero paymont should be remitted 23, Istreatment i
!: - dmacddm
]
E Clty, Stato, Zip 28, Other accidont?
g
F 18. Dentist Soc. Soc. or T.LN. 19. Dontist Ecanse no. 20, Deatist phons no. 27. i prosthasis, is this 1 no, rsason for replacement) 29, Dateo!pror
] Inktial piscoment? placoment
# 21, Fust vishi dete 22, Ptace ol trsatmont 23, Radiograghs ot No [Yes| How 1 29. lstraetmant for 1f servicos alresdy " Dats eppliances Mos. rsatment
nwwww-mmmmwm1WMmmmmm For
Tocth| Surtace | Desceiption of sanvico Oxto senvice Procedis Feo adniinistrative
fer (including x-tays. prophylaxis, materials used, etc) performed number uso only
tatier Mo. Day Yesr
T :
1 ) )
1 1 :
L 1
L :
[]
P ‘
R 1
- E
P ‘
L :
[]
L ¢
P ~
.
] 1
[] ] M
R !
L :
31. Remaska for urusus! sarvices H
[]
1
i
i
[]
H
I tisraby corttly that the procodures s Indzcatod by ¢ats have boan complotod end that tho fecs subatlited Total Feo H
220 the sctua foes | have chasged and intend to colicct for theso Charged :
> ‘
Signod (Troating Dontsy Ucease Number Osto Max. Aliowable
Deductible
Carrler %
Carrigr pays




