NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION, FLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) requires all health care records and other individually identifiable
health miommation ussd or disclosed to us in any form, whether electronically, on paper, or orally, be kept confidential. This federal L Bives you,
the patient, sigrificant new rights to understand and control how your health information is used. HIPAA provides penalises for covered entities that
misuse personal health infornstion.  As required by HIFAA, we have prepared this explanation of bow we are required to mzintain the privacy of
yisur health information and how we may wse and disclyse your health information.

Without specific written authorizathon, we are permitted to use and discbose vour health care records for the purposes of treatment, pay mest
amd health care pperutions.

O Treatment means providing, coorditating, of rasagng health care and relaied services by one or more bealth care providers. For
example, we may feed 10 share infarmation with ather providers or specialists invelved in the continuation of vour care

O Fayment means such activities gs obtaining reimbursenwent for services, confirming coverage, billing or collectian activities, and
utilization review. For example, we disclose treafment information when billing a dental plan for vour dental services.

& Health Care Operations include the business aspects of running our practice.  Far example, patient information may be wsed for
fraiming, parposes, or guality assessment.

Unless you request ofberwise, we may use or disclose health information 1o a fanily nemiber, friend, or ather perspnul representative 1 the exien
necessary b0 help with your healtheare or with payment for vour healthcare. [n the event of an CNRTEEnSy ar your incapacity, we will use our
professional judgment in dischosing only the protected health information necessary o facilite needed care. In addition, we may use your
comficlential information to remind you of appaintments by sending reminder postcands andfor leaving messiges at home and/'or work and displaving
photographs of children who do ned have cavilies at their dental visit. Your prodectsd health information may alse be used by our office o
recommind trestment alternatives or to provide you with information about health-relubed henefits and services that my be of interest ta you. In
addition, we may disclose your health infarmation for public health oversight activities, judicial or administrative procesdings, counterintellipence,
and piher mational sscurity activities, o correcienal institutions or kw enforcement offices, and'or to repoet suspected abuse, neglect, ar damestic
wvielence. Any other wmes and disclosures will be mads only with your writken suthorization. ¥ou mey revoke such authorization in writing and we
are required to honor and abide by thal wralten request, except ta the extent that we have already taken sctions relying or your authorization,

You have certain rights in regards to vour protected health information, which vou can exercise by presenting a writlen request 1o our Privacy
Cefficer a1 the pracies address listed below:

3 The right ta request restrictions on cerain uses and disclosures of protected health information, including those related o disclosures
o Tamuly members, other relatives, close personal friends, or any other pesaon identified by you. We are, however, not requaired io
agres o requesiod restriction. [P we do agree 1o a restriction, we must abice by it unless vou agree in writing 1o remave it

d  The right ta reguest to receive confidential commumications of pratected health information from us I}}- aliermative means or 24
ahernarive lacations

d The nght s sccess, inspect and copy vour pratecied health information. A reasonable fee may be assessed.

3 The right to request an anendment to your protected health imformation. We may deny your request in cenain situations.

O The right fo receive an accounting of disclosures of protected health information cutside of freatment, pavment and health care
DREFATonE.

3 The right o alaain a paper copy of this notice from us upon request.

W are required by law to maintain the privacy of your protected health Infarmation and 16 pravide you with notice of our legal duties and
privacy praciices with regpect o pratecied bealth information.

This notice is effective as of Aprll 14, 2003 and we are required o abide by the erms of the Motice of Privacy Practices currently i effect. We
reserve the right to change the terrs of our Motice of Privacy Pracisees and 1o make the new notice provisions effective for all protecred healik
inlonneion hat we mainlan. Kevisions teoour Notice of Privacy Proctess will be posted on the effoctive date and vou may request a wrlten copy of
the Revised Motice from this office.

You have the vight to file a formal, written complaint with us 2t the address helow, or with the Drepartrnent of Health & Human Services, Office of
Civil Rights, m the event vou feel vour privacy rights have been vielated. We will not retalizte against wou for filing » complaing,

For more infermation about our Privacy Practices, please contaci: For more informaiion alwal HIPAA or to file 3 complain;
Privacy Cficer The L1.5. Department of Health & Huran Serviess

Rachurd E Robirson [US, PS5, Ciffice of Ciuil Bighs

Michael J. Comway, D.DVS., P35 i Independence Avenue,

3723 MWE Beothell Way, Suine B Washingtan, D.C. 20X}

Eenmore, WA, 08025 BTT-60-67T3 {ioll-frec)

(423 1HE5-0588, [206)264-52T0
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ACKNOWLEDGEMENT
OF
FRIVACY PRACTICES

My signature confirms that [ have been informed of my rights to privacy regarding my protected health
information, under the Health [nsurance Portability & Accountability Act of 199 (HIPAA)L |
understand that this information can and will be used b

¢« Provide and coordinate my treatment among a number of health care providers who may be
involved in that reatment directly and indirectly

«  Obiain payvment from third-party payers for my health care services

¢ Conduct normal health care operations such as quality assessment and improvement activines

I have been informed of my dental provider’s Nerice af Privacy Practices containing a more complete
description of the uses and disclosures of my protected health information. I have been given the night to
review and receive a copy of such Nefice of Privacy Practices, | understand that my dental provider has
the right 1o change the Novice of Privacy Pracrices and that I may contact this office al the address above
to obtain a current copy of the Nowce of Privacy Practices.

| understend that 1 may request in writing that vou restrict how my private information iz used or
disclosed to carry out treatment, payment or health care operations and I understand that you are not
required to agree to my requested restrictions, but if vou do agree then you are bound to abide by such
resirctioms.

Patient Name: Drate:

Signaiure:

Relationship to Patient:

Dependent family members also covered by this acknowledgement;

For Offlce Use Cmiy:

Wi were unable 1o obdain the patient’s writlen acknowbedgement of our Motice of Frivecy Fractices dues to the following reasom

O The patient refused to sign

O Cosmrnumication basricrs

O Emergency situation

O (mher Form 3-B



