Consent for Use and Disclosure of
Health Information

m“nﬂﬂduumqwmmmmmu
includly completed Content bn the patient's chort
Section A: Patient-Giving Consent

Mame: Birth Date:

Address: _

Telephone: E-mail:

Section B: To The Patient - Please read the following statements carefully.

Purpose of Consent: By signing this form, you will consent to our use snd diselossre of your protecied bealth information to carry out treatmiens,
paymsent activities, and healthcare operations,

Motice af Privacy Practices: You have the right 1o read our MNotice of Privacy Practhees before you decide whether to sign this conseni. Owr
Notice provides a description of our reatmen, payment activities, and Heahheare operations, of the uses and dizclosares we may muke of your
protecied bealth information, amd of other imponam maiters abowt your protecied health information. A copy of our Motics accompanies this
Consent. We encourage you to read it carefully andl complerely before sipning this Consent

We reserve ihe right io change our privacy practices as described in our Maotice of Privacy Practices. 1 we change our privacy pracibess, we will
issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply 1o ey of your protected health information
that we maintain,

You may obtain a copy of our Notice of Privacy Practices, including any revistons of our Motice at any time by comlzcting our office.

MName of Practice:  Wisshington Family Dentisry, LLC

Address: lﬁﬂﬂm,}.l_f:amh..%r..ﬁ
Washmpion, ™I OTEE?

Telephone [IE) 639-5 129 F, (R RER-0079

E-Mail- sk ol washington Bl vdentisiry oo
o waahingieafamehsdentising com

Right to Revoke: You will have the right ta revoke this Consent at any time by giving us written motice of your revocation submitied to the
Contact Person listed above. Plexse understand that revocation af this Consent will not nffect any action we 1ok in rellance on thiz Consent before
We Feceive your revocation, and that we may decling 1o treat YOI oF 10 continue treating you i vou revoke this Consent

Print Name of Patient:
L have had full opporunity to read and consider the contents of this Consent Form and your

Motice of Privacy Practices. | understand that by signing this Consent form | am giving my consent to your use and disclosure of my protected heslih
information to cary oul trentment, payment sctivities and healiheare operntions.

Signature: Drate:

(0 Patbziit or Gusedian i paticnt is a mips
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Acknowledgement of Receipt of Notice of
Privacy Practices

WASHINGTON FAMILY DENTISTRY, LLC
{same of Pracitice)

* You May Refuse to Sign This Acknowledgment®
I have received a copy of this office’s Notice of Privacy Practices.

Print Name:

Signature:

Date:

For Office Use Only

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
L Communications barriers prohibited obtaining the acknowledgement
L An emergency situation prevented us from obtaining acknowledgement

0 Other (Please Specify)
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If & personnl representative on behalf of the patient signs this Consent, compieie the fellowing:

Personal Representative's Mame: -

Relaticnship to Patien:

Your Authorization: in addition 1o cur use of your health information for treatment, payment or healthcars operations, you may g us
written authorization to use your health Information or to disclose it to anyane for any purpose. If YU Rive us an autherization, you may
revake it in writing at any time. Your revecation will not affect any use or disclosures permitted by your authorzation while i was n effoct.

Unless you give us & writhen sitharization, we cannot wse or disclose your health infarmatien for any reason excepd those described in this
Motice,

| ghve authorization for the practice to speak to:

[Full Mame)
WE WILL REQUARE A PHOTO ID FROM A FEDERAL OR LOCAL GOVERNMENT AGENCY O A PHOTO ID FROM ANOTHER SOURCE PLUS A
NONPHOTO 1D TO ESTABLISH IDENTITY OF THE PERSON YOU HAVE AUTHORIZED US TO RELEASE YOUR PROTECTED HEALTH
INFORMATION.

Hgnature Date

This authorization expires on the followin g date, or when the following event occurs:

[Expiration events must relate 1o the patient or to the purpose of the use or disclosure. If the authorization is for research,
the expiration may state “end of the research study,” “none,” or similar language. ]

Signature of Patient or Patient’s Personal Representative:

[ate

Revocation of Consent:

I revoke my Consent for vour use and disclosure of my protected health information for treatment, payment activities, and healtheare
operafiomns.

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you received this
written Notice of Revocation, 1 also understand that you may decline to treat or to continue to treat me after | have revoked my
Consent,

Signature: Date;
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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,

We are required by law to maintain the privacy of protected health informaticn, to provide individuals with notice of our legal duties
and privacy practices with respeet 1o protected health information, and to notify alfected individuals following a breach of unsecured
pratected health information. We must follow the privacy practices that are described in this Natice while it is in effect. This Notice
takes effect 12/01/13 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 10 make new Notice provisions effective for all protected health information that we maintain. When we make a
significant change in our privacy practices, we will change this Notice and post the new Notice clearly and prominently at our practice
location, and we will provide copies of the new Notice Uk neguest.

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

W WE USE 1SCL LT RMAT ABOUT

We may use and disclose your health information for different purposes, including treatment, payment, and health care operations. For
cach of these categories, we have provided a description and an example. Some information, such as HIV-related information, genetic
information, alcohol andlor substance abuse records, and mental health records may be entitled to special confidentiality protections
under applicable state or federal law, We will abide by these special profections as they pertain to applicable cases involving these
tvpes of records,

Treatment. We may use and disclose your healih information for your treatment. For example, we may diselose your health
information to a specialist providing treatment to YL

Payment. We may use and disclose your health information to obtain reimbursement for the treatment and services you receive from
us or another entity involved with vour care., Payment activities include billing, collections, claims management, and detenminations of
eligibility and coverage 1o obtain payment from ¥ou, an insurance company, of another third party, For example, we may send claims
to your dental health plan containing certain health information.

Healtheare Operations. We may use and disclose your health information in connection with our healthcare operations. For example,
healthcare aperations include quality assessment and improvement activitics, conducting training programs, and licensing activities,

Individuals Involved 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 vour care. Additionally, we My
disclose information about you to a patient representative. If a person has the suthority by law to make health care decisions for o,
we will treat that patient representative the same way we would treat vou with respect to vour health information,

Disaster Reliel. We may use or disclose your health information to assist in disaster relief efforns,

Required by Law. We may use or disclose your health information when we ire reguined fo do so by law,

Fublic Health Activitics. We may disclose vour health information for public health activities, including dischosures to:

Prevent or control disease, injury or disability;

Report child abuse or neglect;

Report reactions to medications or problems with products or devices:

Naotily a person of a recall, repair, or replacement of products or devices:

Notify a person who may have been exposed to a disease or conditian: ar

Notify the appropriate govemment authority if we believe 4 patient has been the victim of abuse, neglect, or
domestic violence.

- T - T - - T =
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National Security. We may disclose 1o military authorities the health information of Armed Forces personnel under certain
circumstances. We may disclose 1o uthorized federal officials health informagion required for awrul intelligence, counterivelligence,
and other national security activities. We may diselose to correctional institution or kaw enforcement official having lavful custody the
protected health information of an inmate or patient.

Secretary of HHS. We will disclose ¥our health mformation to the Secretary of the 115, Department of Health and Human Services
when required to investigate or determine compliance with HIPAA.

Worker's Compensation, We may disclose your PHI to the extent authorized by and 1o the extent necessary o comply with laws
relating to worker’s compensation or other similar progriams established by kaw.

Law Enforcement. We may disclose your FHI for law enforcement purposes as permitied by HIPAA, as required by law, or in
respomse (o & subpoena or court order.

Health Oversight 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 Eovernment & nonitor
the health care system, government programs, and compliance with civil rights laws,

Judicial and Adminisirative Proceedings. If you are involved in o lawsuit or a dispute, we may dischose vour PHI in response Lo o
court or administrative order, We may also disclose heabth information aboyt ¥oul in response to a sebpoena, discovery request, or
other lawful process instituted by someone else involved in the dispute, but only if efforts have been made, either by the requesting
party or us, to tell you about the request or to obiain an order protecling the information requested.

Rescarch. We may disclose your PHI to researchers when their rescarch 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.

Coroners, Medical Examiners, and Funeral Directors. We may release your PHI o a corener or medical examiner. This may be
necessary, for example, to identify a deceased person or determine the cause of death. We may also disclose PHI 10 funeral directors
consistent with applicable law to enable them 1o carry out their duties,

Fundraising. We may contact you to provide you with information about our sponsored activities, including fundraising progrsms, as
permitted by applicable law, If you do not wish to receive such information from us, you may opt out of receiving the
COHnMmUmictions,

[ i) Hl

Your authorization is required, with a few exceplions, for disclosure of psychotherapy notes, use or disclosure of PHI for marketing,
and for the sale of PHL. We will also obtain your written suthorization before using or disclosing vour PHI for purposes other than
those provided for in this Notice {or as otherwise permitted or required by law). You may revoke an authorization in writing ar nny
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.

fia i i

Aceess. You have the right 1o look at or get coples of your bealth information, with limited exceptions. You must make the request in
writing. You may oltain a form 1o request access by using the contact information listed at the end of this Notice. You may also
request access by sending us a letier to the address at the end of this Notice. If you request information that we maintain 0N paper, we
may provide photocopies. If you request information thyt we maintain elecironically, you have the right to an electronic copy. We will
use the form and format you request if readily procucible. We will charge you a reasonable cost-based fec for the cost of supplics and
labor of copying, and for postage if ¥ou want copics mailed 1o you, Contact us using the information listed a1 the end of this Notice for
an explanation of our fiee stnsciure,

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,

Disclosure Accounting. With the exception of certain disclosures, you have the right 1o receive an accounting of disclosures of YiRUT
health information in accordance with applicable laws and regulations. To request an accounting of disclosures of your heahth
mformation, you must submit your request in writing to the Privacy Official, If you request this accounting more than once in a 13-
maith period, we may charge you a reasonable, cost-based fee for responding to the additional requests.,
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Right to Request a Restriction. You have the right to request additional restrictions on our use or disclosure of your PHI by
submitting & writien request to the Privacy Official. Your written request must inchude (1) what information you want o lirmit, (2}
whether you want to limit our use, disclosure ar both, and (3) to whom you want the limits 1o apply. We are not required to agree to
~our request except in the case where the disclosure is to & health plan for purposes of camrying out payment or health care operations,
and the information pertains solely to a health care jtem o service For which you, or a person on your behalf {other than the health

Alternative Communication. You have the right 10 request that we communicate with you abowt vour health information by
alternative means or a alternative locations. You must make Your request in writing. Your request must specify the alternative means
or location, and provide satisfactory explanation of how paymenis will be handled under the altemative means or location you request.
We will accommodate all reasonable requests. Howewver, if we are unable to contact you using the ways or locations you have
requested we may contact you using the information we have,

Amendment. You have the right 1o request that we amend vour health information, ¥ our Fequest must be in writing, and it must
explain why the information should be amended. We may deny your request under certain circumstances. I7 we agres 1o your request,
we will amend your recordis) and natify you of such. If we deny vour request for an amendment, we will provide viou with a written
explanation of why we denied it and explain your rights,

Right to Notification of & Breach. You will reccive notifications of breaches of your unsecired protected health information as
required by law,

Electronic Notice. You may receive a paper copy of this Notice upon request, even if vou have agreed to receive this Notice
electronically on our Web site or by electronic mail (e-mail).

Questions and Complaints

If you want more mformation about gur privacy practices ar have questions or concems, please contact us.

IF you are concerned that we may have violaed your privacy rights, or if you disagree with a decision we made about access o your
health information or in response to a redquest you made to amend o restrict the use or disclosure of your health information or to have
us communicate with you by alternative means or at aliernative locations, you may complain to us using the comact information listed
at the end of this Notice. You also may submit a written complaint 1o the U5, Department of Health and Human Services. We will
provide you with the address to file your complaint with the U.S. Department of Health and Humag Services upon request.

We suppon your right to the privacy of your health information. We will mot retaliate in any way if vou choase to file a complaint with
us or with the U5, Department of Health and Human Bervices,

Our Privacy Offictal; MARIA RIESENBERG
Telephone: 908-689-5129 Fax: G08-680-0479
Address: 269 Route 31 South, Washington, M1 07852

E-muail; smileteans@washingtonfamilydentistry.com
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