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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. of @
OUR LEGAL DUTY R @

Federal and state law requires us to maintain the privacy of your health informatign. That law B@ l@u@/ﬁ’to give you this notice about our privacy
practices, our legal duties, and your rights concerning your health infor tlo %@ Iow pnvacy ra 687/ %) cribe in this notice while it is in
effect. This notice takes effect April 14, 2003, and will remam in eﬁ@ ldce :t Af‘ % 1€ -

Sl I
We reserve the right to chan ?Xct%e@ he'ter @t@}y ti prowde ch applica Mp@’n s the changes. We reserve
the right to make m wwacy practlces he n@;gh ice or a @1 formatlon that we maintain, including health
infornfation @ yr received before we ges eforeyve nTe a S|g hange in our privacy practices, we will change this notice

and m the newn ayail e@oﬁirequ “’ € gﬁ
You mﬂgq@t a copy of our netlggﬁﬁ,t@e or more information about our privacy practices, or for additional copies of this notice, please contact
0

us using the m@%? ﬁgiﬁt f this notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and health care operations. For example:
Treatment: We may use your health information for treatment or disclose it to a dentist, physician or other health care provider providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you. We may also disclose your health
information to another health care provider or entity that is subject to the federal Privacy Rules for its payment activities.

Health Care Operations: We may use and disclose your health information for our health care operations. Health care operations include quality
assessment and improvement activities, reviewing the competence or qualifications of health care professionals, evaluating practitioner and provider
performance, conducting training programs, accreditation, certification, licensing or credentialing activities. We may disclose your health information to
another health care provider or organization that is subject to the federal privacy rules and that has a relationship with you to support some of their health
care operations. We may disclose your information to help these organizations conduct quality assessment and improvement activities, review the
competence or qualifications of health care professionals, or detect or prevent health care fraud and abuse.

On Your Authorization: You may give us written authorization to use your health information or to disclose it to anyone for an purpos an
authorization, you may revoke it in writing at any time. Your revocation will not affect any uses or disclosures permitt @ Ie it was
in effect. Unless you give us a written authorization, we cannot use or disclose your health information for r%s@ ept those descnbed in thls notice.
To Your Family and Friends: We may disclose your health mformatlo to @er ffiend or other rs;mtﬁe extent necessary to help with
your health care or with payment for your health care. Before we dj nformat|o thes%;@ prowde you wit a@ pportunity
to object to our use or disclosure. If you are not mg e ev of your in acut eﬁcy e will disclose ation based
on our professional ]udgme | re woffld b m@@est may u gsess ﬁ» t'and our experience with
common practice e re erences of y st mélegn pers @i@d criptions, medical supplies, x-rays, or other
sumtla@r@@ nformation. We may inf
ral

ation abou&you to aSS|st in notifying a person involved in your care, of your
location=ahd gen

@ ‘ﬁ @ 248 Tl

Appoml n@emm ers: We may \ﬁ&s@gour health information to provide you with appointment reminders (such as voicemail messages, post-
cards, or lettersci @ y g

Disaster gce%ef: We may use or disclose your health information to a public or private entity authorized by law or by its charter to assist in disaster relief
efforts.

Public Benefit: We may use or disclose your medical information as authorized by law for the following purposes deemed to be in the public interest or
benefit:
e asrequired by law;
« for public health activities, including disease and vital statistic reporting, child abuse reporting, FDA oversight, and to employers regarding
work-related illness or injury;
e to report adult abuse, neglect, or domestic violence;
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e to health oversight agencies;

e inresponse to court and administrative orders and other lawful processes;

e to law enforcement officials pursuant to subpoenas and other lawful processes, concerning crime victims, suspicious deaths, crimes on our
premises, reporting crimes in emergencies, and for purposes of identifying or locating a suspect or other person;

e to coroners, medical examiners, and funeral directors;

e toan organ procurement organizations;

e toavert a serious threat to health or safety;

e in connection with certain research activities;

e to the military and to federal officials for lawful intelligence, counterintelligence, and national security activities;

e to correctional institutions regarding inmates; and
PATIENT ﬁ %{@

e as authorized by state worker's compensation laws.
Access: You have the right to look at or get co s@g alth i rmatlon with l|m| s’YoA;nay request that%ew@s@ge[%s in a format
other than photocopies. We wi @(@w St uless wi c (Eably S0. You must make a n 'Q@tl ing to obtain access to your
health information. Y @e ss by send| S ﬁ at th e@ Y If ou request copies, we will charge you a
reason@ wm that may include | Sg;&cost and posta . If you @ ternahve format, we will charge a cost-based fee for
providing=four h th mforma\tl@5 form ou prefer, t@. eenot required to—prepare a summary or an explanation of your health
information.for a fee. I'@Ithe mforma@n Ilma@h)ge@] of this notice for more information about fees.

Disclosure Accoynting; @v&tgxg%t to receive a list of instances in which we or our business associates disclosed your health information over the
last 6 year, @l %nl 14, 2003). That list will not include disclosures for treatment, payment, health care operations, as authorized by you, and for
certain otheractivities. 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 these additional requests. Contact us using the information listed at the end of this notice for more information about fees.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not required to
agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency). Any agreement we may make to a request for
additional restrictions must be in writing signed by a person authorized to make such an agreement on our behalf. Your request is not binding unless our
agreement is in writing.

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or to
alternative locations. You must make your request in writing. You must specify in your request the alternative means or location, and provide satisfactory
explanation how you will handle payment under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. Your request must be in writing, and it must explain why we should amend
the information. We may deny your request under certain circumstances.

QUESTIONS AND COMPLAINTS ‘Si @
If you want more information about our privacy practices or have questions or concerns, please contact us usm&tb&?grma‘tiﬁ%isted at the end of this

notice. @
If you believe that: T @ S

e we may have violated your privacy rights, ﬁ_ Aﬁ 7

e we made a decision about access to | '@% Ygurmat@ correctly A‘ = @
e our response to a reguest & strict t @f&sure@y health informatiof{was\ijic
. iy nltes Ao ot

we should mun ations.

1c8te
by alternat|$xean or
you antact? sm he | q@sted@el ou also T& é'ﬁ t@y&ltten complalnt to the U.S. Department of Health and Human Services. We
will provid ou W|th . es your compl ngv.ﬁ] epartment of Health and Human Services upon request.
We supﬁ? ngh he pnvacy h@l ation. We will not retaliate in any way if you choose to file a complaint with us or with the U.S.

Department of I-@th ar@Hgn@

Dentist Contact Office:

Telephone: Fax:

E-Mail:

Address:
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