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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 OET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY. 
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. 

OUR LEOAL DUTY 
We are required by applicable federal and atata law to maintain the privacy of your health lnlom1allon. We are also 
required to give you this Nollce about our privacy practlc:ea, our legal duties, and your rights concerning your health 
Information. We must follow the privacy practk:ea that are described In Ihle Notice while It Is In off act. This Notice 
takes effect 04/1512003, and wtn remain In effect untD we replace IL 

We reserve the right to change our privacy practlcea and the terms of this Nollce at any time, provided r.uch changes 
are pennltted by appllcable law. We reserve.the right to make the changes In our privacy practices and the new 
terma of our Nollce effective for all health Information that we maintain, Including health Information we created or 
received before we made the changN. Before we make a algnlflcant change In our privacy practlces, we wtl change 
this Notice and make the new Nollce available upon request. 

You may request a copy of our Nollce at any time. For more lnfonnatlon about our privacy practices, or for 
additional copies of Ihle Nollce, please contact ua using the lnfonnatlon listed at the end of this Notice. 

USES AND DISCLOSURES OF HEALTH INFORMATION 
We UH and dledole health lnfonnatlon about you for treatment, payment, and healthcare operations. For example: 
Treatment: We may UH or dilcloae your health lnfonnatlon to a phyek:lan or other healthcare provider providing 
treatment ID you. • 

Payment: We may UH and dlaclDH your health lnlonnatlon to obtain payment for aervk:ea we provide to you. 

Healthcare Openitlona: We may UH and dlac:loN your health lnfonnatlon In connection with our healthcare 
oparatlona. Healthcara operations Include quality aaaeaament and Improvement actlYIIIN, reviewing the 
coq,etance or quallllcatlona of healthcare profualonall, evaluating practitioner and provider performance, 
conducllng training programa, accreditation, car1fflcallon, Ucanalng or cnidentlallng ac:tMtlee. 

Yow Authorization: In addition to our UH of your health lnfDnnatlon for treatment, payment or healthcare 
operatlona, you may give ua wrtllan authorization ID UH your health Information or to dleclDH It to anyone for any 
purpoea. If you give ua an authorization, you may revoke It In WTlltng at any time. Your revocation wtn not affect any • 
uae « dladosures pennltted by your authorization while It wu In effect. Unlesa you give ua a written authorization, 
we cannot use or dl8Cloae your health lnformauon for any reuon except those deacrtbed In this Notice. 

To Your Family and Frlanda: We muat dlscloaa your health Information to you, aa described In the Patient Rights 
section of this Notice. We may dlaclose your health Information to a famlly member, friend or other person to the 
exlent necessary to help with your healthcare or with payment for your healthcare, but only H you agree that we may 
doao. 

Parsons Involved In ear.: We may use or dlscloae health Information to notify, or asalat In the notification of 
Qnc:ludlng identifying or locallng) a family member, your personal representative or another person responalble for 
your care, of your locatton, your general condition, or death. If you are present, then prior to use or dlacloaure of 
your health lnfonnatlon, we wHI provide you with an opportunity to object to auch uses or dlacloaurea. In the event of 
your Incapacity or emergency clrcurnatancea, we will dlscloae health Information baaed on a determination using our 
profeaslonal Judgment dlacloling only health Information that la directly relevant to the person's Involvement In your 
healthcare. We wtl alao use our professional Judgment and our experience with common practice to make 
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ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES  

** You May Refuse to Sign This Acknowledgement** 

I, _______________________________________________________, have received a copy 
of this office’s Notice of Privacy Practices.  

______________________________________________________________________
Please 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)  
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

© 2002 American Dental Association  

All Rights Reserved  
Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the 
prior written approval of the American Dental Association.  
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