TESTERMAN & TESTERMAN DENTAL
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 ¥OUR HEALTH INFORMATION 13 IMPORTANT TO LIS,

OUR LEGAL DUTY

W are requirad by applicable federal and stale |ew 1o makntain the privacy of your healih infarmation. We are also
ragquired o give you this Natice about our privacy practices, our lagal duties, and your rights cancerming your heulth
infarmation. Wea must foliow tha privecy practices thet are daseribad in this Motice while it is in affect, This Natics
fakes effact DR2403, and will remain in effact wbl we replace il

"W rasarve the right 1o change our privecy practices and the terms of this Motice at any lme, previded such changes
are permilied by applicabia law, We resensa the right io make the chanpes in ouwr privacy practices and the raw
terms of our Nalice effective for all healih informaticn thal we maintain, including health Information we creabsd or
received before wa made the chanpes. Before we make a significant change in our privacy practices, we will chanps
thiz Motica and make the new Motice available upon request,

You may request 8 copy of our Notice at any Bme. Fer more information aboul our privesy practices, oo Toe
addilional copies of this Notice, plesse contact us using the infarmation listed &1 the end of this Notice,

FSES AND DISCLOGURES OF HEALTH BIFORMATION
We use and disclose health information about you for reatment, payment, and healthcare oparations. Fes esampe:

Treatmant: Wi may use or disclose your heallh infarmation to @ physician or olher heathosre provider provicling
Ireabment 1o you.

Fayment: YWe may use and discloss your health information to obiain peyment far services we provide to you.

Healthcare Operations: Wi may use snd diaclose your health information in eonnection with our healllicars
operalions,  Heelthcare operalions include qualily ossessment and improvemenl sclivilies reviewing fhe
competence of qualfications of healticare professionals, evalualing pracliioner and provider parformence,
conducting training programs, accreditation, cerification, koensing or credantialing activities.

You' Authorization: In addifion fo ow use of your health informatfion for trestmen, payment ar healihcang
aperations, you may give us witlen authorization to use your healih information or to disclose il to sewone for any
purpase. If you give us an authorzation, you may revoke it in writing &t any time. Your revecation will nat affec any
usa of disclosres parmitted by your authorization while it was in effect. Linkss Yo e WS B wWrilen sulfarsation,
et cnnt LUeE oF discose your heaith indcemation Tor any reasen except thoee described in this Noticn

To Your Family and Friends: 'We mus! disslose your health information 1o you, as described in the Pallent Righis
section of this Notice. We may discloss your healh informalion 1o a famlly member, friend or other parsan fo the

L:Htal'ﬂ necessary to halp with your healthcare or with payment for your healthcars, but cnly if you agres that we may
o s,

Persons Involved In Care: We may use or disclose health information to natify, ar assist in the notification of
iIncluding identifying or locating) a family member, your parsenal representative or anoiher person responsible for
your care, of your cation, your general condition, o death, I you are present, then prior 8 use o disciosure of
wour health information, we will provide you with an opportunity to abject to such uses or disclosures. In he ewent of
your incapacily of emergency circumstances, we will disciose health information based an & determination uslrygy cur
prefecsional judgment disclosing only health information that is directly relevant fo the person's inuolvement in your
healthcare, We will also use our professional judgment and our euperlence with sommon practics 1o make



reasonabile Inferences of your best interest in allowing & person to pick up filled prescriptions, medical supples, x-
rays, ar oiher gimilar forms of health indormation.

Markating Health-Related Services: We will not use your health information for marketing communications without
your wrillen authorzaban.

fequired by Law: We may use or disclose your health information when we ane requined 1o do 5o by law,

Abuse or Negleck: We may disclose youwr haalh information to approgriste suthoribies if wa reasanably belave thal
you aa a possible victim of abuse, meglect, or domestic viclence o the pogaible wcllm of other cimes. We may
discioge your healh information to the extent necessary 1o avert 8 sarious thraat so your heallh or safely or the
health ar safely of ofhers.

Mational Security: We may disclose o miitary sulhoites 1he haaith information of Armed Forces personnel umber
cataln crcumatances.  We may disclose 1o aulhorzed federsl officials heslth information required for Lowbdl
infelligence, counterintellipance, and other national securily activities. Ve may disclose o cormectional instution or
law enfprcement officlal having lawiul cusiody of protectad health nformation of inmate or patient undies cerlamn
cirgurmsiances.

Appointmant Reminders: Wa may vse or disclose your health information fo provide wou with appoistment
rertincers (such as wiicamail messages, postcards, or lefl=ns).

FATIENT RIGHTS

Ascess! You have the right io leok & or get copies of your healih infrmafion, with limiled exceplions. You may
ragquast thad we provide copies in a format other than pholocopies, We will use the formal pou request unless we
canned practicably do so. {You must maks & requast in witing to obtain sccess bo your haelth nformation. “ou may
ocitain & form o equost access by wsing the contact information listed at ibe end of this Notice, W will chasge you
@ reasonable cost-besed fee for expenses such as copies and siall e, You may also request Bocess by sanding
us @ |efler {o the address at tha and of this Matica. |f you request coples, we will charge you $0.50 for each page,
10 per hour for s1aff fime 10 locate and copy your health information, and pesiage if yau want ihe copies malled 1o
you i you reguast an alternathee format, we will charge a cost-besed fee for proviging your health infzrmation in tha
formal. If you prefer, we will pregane a summary of an explanation of your health informalion Tor a fea, Conlacl us
using tha information lisbed gt the end of this Mollce for & Tull explenation of our fee siruciurne.)

Disclosure Accounting: You haws he right o receie a list of instances in which we ar cur Bbusiness associales
disslzed wour health infarmation for purposas, olher than treatment, paymend, healthcare operations and cratain
wthar activitles, for the st B years, bul nol bafore Aprl 14, 2003, I you request this accasunfing mone Man snc in a
12-month pariad, wa may charge you 8 reasoneble, cost-besed fae for responding fo ihasa addiional requasts,

Mestriction: You heve the right to request thal we place addilonsd restdcilons an our use o disclasura of your
haalih information. W are nol reguired to agree to these addificnal restrictions, but if we do, we will abicle by owr
agresgmant {except in an amengency),

Altenative Communication: You have the right to request that we communicale with you sbout pour hoafih
informetion by albernalive means or {0 albernative locations, (You must make your request in writing) ‘rour
requast must specify the shemaiive means or location, and provide satisfaciory explanation how payments will be
handled under the alternative means or localion you request.

Amendment: You have the nght fo reguast thel we smend your heslth information.  (Your request myst be in
writing, and it musi explain why the information should be amended) We may deny your request under cortain
Ghicumsiances,

Electrania Notice: |f you racalve this Motice on ow ‘Wed site or by alectronic mall (g-med), you ara antitled to
racaive this Malice in writben form,




TESTERMAN & TESTERMAN DENTAL
Gregp L. Testerman D.D.S. « Bradd C. Testerman D.ID.S.
513.932 4806

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 1o sign

J Communication barriers prohibited obtaining acknowledgement

[  Anemergency situation prevented us from obtaining acknowledgement
Q

Other {Please Specify)
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