NOTICE OF PRIVACY PRACTICES

Perfect Smile Dental
Peter Barnard, D.M.D,,PA.
821 SE Ocean Boulevard, Suite E
Stuart Florida 34994
Phone: 772-283-4427 « info@perfectsmiledental.com

THIS NOTICE DESCRIBES HOw MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSEDAND HOW YOU CAN Ggr ACCESS TO THIS INFORMATION,
PLEASE REVIEW IT CAREFULLY,

Your Rights

When it comes to your health

information, You have certain rights. This section explains your fights and some of our
responsiblities to help you,

*  Getanelectronic or Paper copy of your medicl record

o Youcan ask to see or get an elecironic or Paper copy of your medical record ang other health
Information we have about you, Ask us how to do this.
o We will provide g COopy or a summary of your health information, usually within 30 days of your
request. We may charge a reasonable, cost-based fee,
*  Askusio corect Your medical record
e You ean ask us to correct health Informartion about you that You think is incorrect or Incom
Ask us how to do this,
°o  We may say "no" to Your request, but we'|l tel| YOU why in writing within 60 days,
¢  Request confidential Communications
o You can ask us to contact you In a specific way (for example, home or office phone) or to send
mail to a different address,
u We will say "yes" to all reasonable requests.
*  Ask Us to imit what we use or share

©  You can ask us naot to use or share cerlain heglth Information for treatment, payment, or our

plete,

operations,
*  We are not required to agree to Your request, and we may say "no" If It would affect
your care,

o Ifyou payfora service or health care tem out-of-pocket in ull, you can ask ys not to share that
information for the purpose of payment or our operations with your health insurer,

" We wil say “yas" uriless a law requires us to share that information,
¢  Getalist of those with whom we've shared information

©  You can ask for g |isf (accaounting) of the times we've shared your health information for six years
prior to the date You ask, who we shared it with, and why,

o We will include all the disclosures except for these about freatment, Payment, and health care
operations, and certain other disclosures {such as any You asked us to make). We'll provide one

accounting a year for free but will charge a reasonable, cost-based tee If You ask for another
one within 12 moniks,

*  Getacopy of this privacy nofice
o You can ask for a paper copy of this notice qt any fime, even if You have agreed io receive the
notice electronically. We will provide you with o Paper copy Rromptly
¢ Choose someone fo act for you

@ Ifyou have given someone medical power of attorney or if someone is your legal guardian, that
Person can exercise your rights and make choices about your health information,

°  We will make sure the Person has this authority and can act for you before we take any action.
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*  File a complaint if you fee your rights are violated
Q

You can complain if you fesl we have violated your righis by contacting us using the Information
at the top of Fage 1.

Rights by sending a letter 1o 200 Independence Avenue, 5,w,, Washington, D.c, 202
877-696-6775, or visiting: WWW.hhs.gov/ocr/privucy/hipclc/compfuinfs/.

o Wewllnotretaliate against you for fiing o complaint.

Your Choices

For certain health information, You can fell us your choices about what we share. If you have o clear

preference for how we share your information in the situations described below, talk 1o us. Tell us what You want
us to do, and we will follow your instructions.

* Inthese cases, you have both the right and choice to tell us to;

Share Information with your family, close fiends, or others invoived in Your care
Share information in a disaster relief situation

Include your information In-a hospital directory

Contact you for fundraising efforts

If you are not able to tell us your preference, for example if you are uncenscious,
ahead and share your information If we believe if is in your best Interest, We may ailso share
your information when needed to lessen o serious andimminent threat to health or safety,
* Inthese cases we never share your information unless you give us wiritten permission:

o  Marketing purposes

o Sale of your information

@  Most sharing of psychotherapy notes
* Inthe case of fundraising:;

©  Wemay contact You for fundraising efforts, but YOU can fell us not to contact you again.

Co0o0o0o0

we may go

Our Uses and Disclosures

How do we typically use or share your hedith information2 we typically use or share your health Information In
the following ways:
= Treat you

o We can use your healih information and share It with other professionals who are freating
you,

» Example: A doctor treating you for an injury asks another doctor about your overall
health condition

*  Run our organization

o We can use and share your hedlth informattion to run Qur practice, improve your care, and
contact you when necessary

*  Example: We use hedlih information about you to manage your treatment and
services

*  Bill for your services

o We can use and share your health information to bill and get payment from health plans or
other entities

*  Example: We give information about you fo your health insurance plan so it wil pay
for your services,
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*  Help with public health safety issues

© We can share health information about you for certain situattions such as:
Preventing dissase

Helping with product recalls
Reporting adverse reactions to medications
Reporting suspected abuse, neglect, or domestic violence
©  Preveniingor reducing o serloys fhreat to anyone's health or safety
* Doresearch

o We can use or share Your infermettion for heaith research,
*  Comply with the law

o We will share Information about you If state or federal Iaws require it, including with the.
Depariment of Hecith and Human Services if it wants to see that we're complying with
federal privacy law,

* Respond to organ and tissue donor requests

© We can share health Information about your organ procurement organizations
¢ Work with a medical examiner or funeral director

©  We can share haaith information with g caroner, medical examiner, or funeral diractor when
an individual dies,

®  Address workers' compensation, law enforcement, and other government requests
o We can use or share health information about you:
n For workers' compensation clalims
= Forlaw enforcement purposes or with a law enforcement official
¥ With health oversight agencies for dctivities authorized by law
*  For special government functions such gs military, national securlty, and presidential
prolective services
* Respond to lawsuits and legal actions

°o  We can share health information about You in response to o Court or administrative order, or
in response to a subpoena

Q 0 0o o

Our Responsibilifies

We are required by law to maintain the privacy and security of your protected health formation,

*  Wewillet you know promptly if a breach oceurs that may have compromised the privacy or securlly
of your Information,

*  Wemust follow the duties and privacy practices described in this nofice and give You a copy of it,

*  We will not use or share your information other than as described here unless You tell us we can in

wiiting. If you tell ys we can, you may change your mind at any tfime. Let us know In wiiting if you
change your mind.

For more information see: WWW.hhs.gov/ocr/privc:cylhipcu/undersicndlng/consumerslnoﬁcepp.hfml.

Changes to the Terms of This Notice

* We can change the terms of this nofice, and the changes wil apgply to all infermation we have about you,
The new notice will be available upon request, in our office.

ACKNOWLEDGEMENT OF RECEIPT

I acknowledge that | received a copy of Perfect Smile Dental's Notice of Privacy Practices

Patlent Name [Please print] Patient Parent or Guardian Sighature Date
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AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Fatient name

Patient address

Patlent phone number

infection or AIDS, information about substance abuse freatment, ang
information about mental health services] under the following terms ang conditlons:

1. Detailed description of the information to be relecsed: Information relating to patient
treatment,

2. Towhom may the information be relecsed: Patient's insurance cartier, Patient's spouse
Patient's parents, Additional persons:

3. The PUrpose(s) for the release: For Purposes relating to treatment and payment for
services. Additional purposes:

4. Expiration date or event relating to the individual or PURose for the release: Open
ended unless expiration date entered:

It is completely Your decision whether or not to sign this authorization form. we cannot refuse to
treat you if you choose not to sign this authorization.

If you sign this autherization, you can revoke it later. The anly exception to Your right to revoke Is jf
we have diready acted in reliance upon the authorization, | YOU want to revoke your
authorization, send us o wiitten or electronic note telling us that your Quthorization is revoked. Send
this hote to the office contact person listed at the top of this form.

When your health information is disclosed Qs provided in this authorization, the recipient often has
no legal duty to protect its confidenfiality. In many cases, the recipient may re-disclose the
information as he/she wishes, Sometimes, state or federal law changes this possibility.

[For marketing authorizations, includes, as applicable:  We will recelve direct or Indirect
remuneration from a thirg party for disclosing your idenfifiable health Infermation in dccordance
with this authorization,)

| HAVE READ AND UNDERSTAND THIS FORM, | AM SIGNING IT VOLUNTARILY. | AUTHORIZE THE
DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Dated Patient signature

If you are signing as a personal representative of the patient, describe your relationship to the
patient and the source of your authority to sign this form:

Relationship to Patlent Print Name

Source of Authority
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