Thornton Family Deniai Care

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TC THIS INFORMATION.

PLEASE REVIEWHT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION 1S IMPORTANT TO US. ]

R
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OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your heatth information. We arc aiso
required to give you this Notice about our privacy practices. our legal duties, and your rigrits Concerning your heatt
information. We must foliow the privacy practices that are described in this Notice white it is in effect. This Nouco
takes effect __ QAN&2003 and will remain in effect until we replace it.

Y ¥Wa reserve the right ie change our privacy practices and the terms of this Motice at any time, provided such
changes are permitted by applicabie v We reserve the ngni 1o make the changes 1 our privacy prsciices ard e
nevr terms of our Notice effective for it health information that we maintain, including health information we Creet-
ed or received befzre wa made the changes. Before we make 8 significant change i our privacy pracuices. we vl

change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about aur privacy practices. or tor additon
2t copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclos2 health information about you for treatment, payment, and healihcare operations. For exampic:

Treatment: We may use or disclose your health inforrmation to a physician or other healthcere roviger pro-
viding treatment to you.

Payment: \We may use and disclose your health information to obtgin payment for services we provide 1o you.

Heafthcare Operations: We may use ang disciose your hezitty infarmation in connection with our hezWncare oper-
ations. Healthcare operations include quality 8ssessment and improvement activities. reviewing the competence or
qualifications of heaithcare professionals, evaluating praciitioner and provider performance. conducting traming
programs, accreditation. certification, licensing or credentaling activities.

Your Authorization: In addition to our use of your health information for reatment, payment or heaithcare coera-
tions, you may give us wrilten authorization tQ use your heaith information or to discigse it to anyone for any pur
posce. If you give us an authcrization. you may revoke it in wiking at any time. Your révocation will not affect any usc
or disclosures permitied by your authorization while it was in effect. Unless you give us a written autrorization, wi
cannot yse or disclose your health information for any reason exceplt those described in this Notice.

To Your Family and Friends: We must disclose your heaith inforrnation to you, as described in the Fatent
Rights section of this Notice. ¥We may disclose your health :nformation to a family membor, friend oF other porson
te the extent necessary 1o help with your healthcare or with payment for your healthcara. but only «f you agroe thit
we may do so.

Persons invoived In Care: We may use or disclose hezitn information to notly, or assist in the notification of
{incuoing Wermifying or jocating) a family member. your personal representative oF ancihor person respensibia o
your care, of your iccation. your general condition, of death. If you are present, thon prior Lo use or disclosure of your
health information, we wilt provide you with an Qpportunity to object te such uses of disclosures. 10 the evert 0F your
incapacity or emergancy circumsisnces. we will disclose health infermation Hasagd on a cotermination using o
prefessionat judgment disclosing only heaith information that is directly retevant to the person’s invalvement in your
healthcare. We wil: 2lso use aur professional judgment and our experience with cormmon practice tG make reason-
able inferences of your best iruerest in gliowing a person (0 pick up filted prescriptions, medical supplies, X-rays, or
other similar forms of health informaticn.

Marketing Heaith-Related Services: We will not use vour health information for marketing communications
wIthout your written authorization.

Regquired by Law: We may use or disciese your health information when we are requiicd Io ¢o S by law.

Abuse or Neglect: Ve may disclose your heaith informatior to appropriate authorities if we reasonabiy betieve that
you are & possible victim of abuse, neglect. or domestic viclence or the possible viciim of other crimes. We may ¢is-
ciose your health informiatian 1o the exent necessary 10 aua a senious Trest 1 your healh or safohy or it hizaan
or safety of others.




National Security: We may disclose to mulitary autheritics the heatth mformation of Armed forcos porsonnei wder
conain circumstances. We may disciose to authorized federal officials heaith infarmation reguirecd for lawful intels-
nence. counteringelligence, and other national security activities. We may disciose to correctional institution or 1av.
snforcement official having tawfut custddy of protected heaith information of inmate or patientunder certain circun
stances.

Appointment Reminders: We may use or disclese your health information to provide you with appoirtnn
ramminders (such as voicemail nessages, postcards, or letiers).

.

PATIENT RIGHTS g
Access: You have the right to look at or get copies of your health information, with limitec exceptions. You ay
reguest that we provide copies in a format other than photocopies. We will use the formet ¥OU request uniess we
cannaot practicably do so. (You must make a request in writing to obtain access o your health information. You may
oben a fom (o request access by using the contadt informaton listed atthe end of this Notice. We wiit cherge vou
& roasanale cost-pased fed for expenses such as copies and staff time. You may also reguest 3ccess by sending s
o WU 10 e aduress at the end of this Notice. If you request copies, we will charge you 30,50 tor eacr: page.
$.10.00_ per hour for staff timeto locate and copy your health information, and pestage i you want the copies miailed
e you If you request an alternative format. we will charge a cost-based fee for providing your regith information in
that forme. If vou prefer, we will prepare & sumiiary o7 an explanation of your health information for 2 fee. Contact
us using the information tisted at the end of this Not:ce for a fuil expianauon of our fes struciure.)

Disclosure Accounting: You have the right 1o receive a list of instances in whicih we of our business associates
disclosed your nealth information for purposes, other than treatment, payment. healthcare eperalions and certan
IR activities, for the last 6 years, but not defore Aorit 14, 2003. If you request this accounting rmore than once in 4
12-montn oeriod, we may charge you a reasonabile. cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
heaitn information. We are not required to agree to these additiona! restrictions. but if we de, we will abide by our
agrecinicrt {Except in an emeargency).

Aitemative Communication: You have the right to request that we commurncale with you about your health infor
rogtion by aiternative mMeans of (o alternative focations. (You must imigke your ragquest in writing.) Your request must
specify ths alternative means or location, and provide satisiactory explanation how payrments witt Ge handied unce:
the alternative rmeans or location you request.

Arnendment: You have the right to request that we amend your health information. (Your reguest must be in writing,
and it must explain wihy the information should be amended.} We may deny your request under certain circumstances

Electronic Notice: If you receive this Notice on our Web site or by ciectronic mail (e-mail), you are entitied i
recetve this Notice in written form.

QUESTIONS AND COMPLAINTS
i vou want more information abowt our privacy practices or have questions or CoNncerns, PIgEse Contact us.

fyou ere concerned that we may have violated your privacy righis. of you disagree with a decision we made abaut
ACCEss eyotr Health information or in response fo 2 request you made to amend of restrict the use or disclosure of
your healih information or 1o have us communicaie with you by alternative means or at alternzstive locations, you
may complam to us using the ceniact information fisted at the end of tris Notice. You aise may submit a writicn
complaniio e U.S. Deparumem of Healtn and Human Services. 'We vall provige you with the address to file your
cornplam with the U.S. Depanment of Hezlth and Human Services upon reGuest.

We suppart your right to the privacy of your health information. We wili rot retaliate in any way if you choose 1 it
a complant with us or with the LS, Dcpanmcrxt of Health anad Human Services.

Cormact Oficer:_AMY Lyle
(ehepnone: 062-842-0212

cox 662-842-1558

E-tmai; x'f':’.ilpélodent@aoi.com
Adrirogs: 2864 Traceland Drive Tupelo, MS 38801
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Thornton Family Dental Care

We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as
completely as you can. If you have any questions we Il be glad to help you.
We look forward to working with you in maintaining your dental health.

Patient Information

Name SSN#

Last first MI
Address Home#
City State Zip Cell#
E-mail Work #

**This will only be used for appointment confirmations and yearly newsletters from THIS office.

Sex O Male OFemale Age Birthdate

OSingle O Married 0 Widowed O Separated O Divorced

Patient Employed by Occupation

Address

Whom may we thank for referring you?

Notify in case of emergency Phone#

Primary Insurance

Subscribers Name

Last first Ml
Relation to Patient Birthdate SSN#
Address (if different from patient) Home#
Emploved by Phone#
Insurance Company Phone#
Subscriber or ID # Group#

Secondary Insurance

Subscriber Name Relation
Birthdate SSN#
Employed by Phone#
Insurance Company Phone#
Subscriber or ID # Group#

Please complete both sides
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