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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES I-IOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
"HOW YOU CAN GET ACCESS TO THIS INFORMATION

.+ . PLEASE REVIEWIT CAREFULLY. e i
THE PRIVACY OF YOUR HEALTH. INFORMATION s IMPORTANT TO US

. OUR LEGAL DUTY . ' )
“‘We are required by applicable federal and state law to maintain the privacy of your health information:“We -are‘&iso -
required to give you this Notice about our privacy practices, our legal duties, and your rights conceming your health
‘information. .We must follow the pnvacy practices that are described in this Notice while itis'in effect. Thls Notice:"
takes effect (04/14/03), and will remain in effect until we replace jt.::

We reserve the nght [ change our pnvacy prachoes and the terms of this Notice at any time, provided such changes

are permitted by applicable law. We reserve the right to make the changes in our privacy practices -and:the new

terms. of our Notice effective for. all; health. information -that we. mantain,- rncludlng health information.we created:or -
recexved before we; made the- changes. Before we make a srgnrﬁmnt changein our pnvacy practices;.we will-change.

.this Notice and make the new Notice- avallabte upon request.

‘;You may-request-a-copy-of our Nolice:at: ahy time.*For more iniformation about: our: privacy praotices ‘or- for additional
.coplesof thrs Notloe, please contactvus usrng the mforrnatron listed. at the end of ﬂ"IIS Notlce

USEs AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information-about you for-treatment, payment and’ healthwre operatrons ‘Foiexample:

.Treatment: We may use or disclose your health information to a. physician or other heaithcare. provider.praviding
treatment to,you.

'iPayment' We may use and dlsclose your health |nfonnatmn to obtam payment for serwoes we prov:de to you

Healthcare Opera!ions. We may use and dlsdose your health mformatlon in connecuon wnh our healthcare
.operations. Healthcare operations include quality assessment.and-improvement activities, reviewing the competence
or quahﬁcauons of. healthcare professlonals evatuatrng practrtroner and provrder perfonnance. oonduchng tramlng
" programs, accreditation, certification, licensing or credentialing activities.

- Your.. Authorization: . In addition 1o our_use.of your health information for treatment, payment or . healthcare

, operatrons you -may grve us written authonzabon 1o tse. your health mformatlon or to discl ose o anyo rany

; purpose,” If you give us an. authonzatlon you mayrevoke it in. wnting at any. time.” .Your_;re oc'rauon will not affect any
use or disclosures permitted by your authorization while it was in, effect. ‘Unless you give us a wntten authonzahon,
we cannot use or disclose your health information for any reason exoept those descnbed in this Notice.”

f'To Your Famlly and Fnends" We must drscIose your heaIth lnformabon to you, as deecnbed rn the
section of this Notice. We may disclose your health information'to a famnly member, fiiend of other .to;
extent necessary to help with your healthcare or with payment for your healthcare, but onty if you agree that we may
do so.

Persons Involved In Care: We may use ‘or disclose heanh information to notrfy "or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsnble for

= youit care, of your location, your general condition; or death.-if you are present, then prior to use or disclosure-of your
health informationi, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare.. We will also use our professnonal judgment and our experience with common practice to make
reasonable inferences of your best interest in allowing a person to pick up fited prescriptions, medical suppl‘es, X-
rays, or other similar forms of health information. :



QUESTIONS AND COMPLAINTS ,
If you-want more information about our privacy practices or have questions or concems, please contact us.

If you are concemed that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information or in respopse to a request you made to. amend or restrict the use or disclosure of
your health information or to have us communicate with you by altemative means or at altemative locations, you may
complain to us using the contact information listed at the end of this Notice. You also may submit a written 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.S. Department of Health and Human Services upon request. - o o

" We support your right to the privacj of your health information. We will not retaliate in any way if you choose to file a
. complaint with us or with the U.S. Department of Health and Human Services. .

' Contact Officer. Pam Dimichaelangelo

 Telephone: (6141901-8338 _ | Fax: (614) 901-9371
- E-mail: www.healthysmiles.com '
Address: 135S, Sunbury Road Westerville, OH 43081
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ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

- o . have received a copy of this office’s Notice of -
Privacy Practices.

{P_leas-é 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
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)

‘O o o o
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