HIPAA Notice of Privacy Practices

Shrewsbury Family Dentistry
T3 E. Forrest Ave,
Shrewsbury, PA 17361

(717) 235-8151
Toll Free (R66) S68-8151

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

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also
describes your rights to aceess and control your protected health information. *Protected health information™ is information
about you, including demographic information, that may identify vou and that relates to your past, present or future physical or
miental health or condition and refated health care services,

1. Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by vour physician, our office staff and others outside of our
office that are involved in your care and treatment for the purpose of providing health care services 1o you, to pay your health
care bills, to support the operation of the physician’s practice, and any other use required by law .

Treatment: We will use and disclose your protected health information 1o provide, coordinate, or manage your health care and
any refated seérvices. This includes the coordination or management of your health care with a third party, For example, we
would disclose your protected health information, as necessary, 10 a home health agency that provides care 10 you. For
example, your protected health information may be provided to a physician 1o whom you have been referred to ensure that the
physician has the necessary information to diagnose or treat you.

Pavment: Your protected health information will be used, as needed, to ohtain payment for your health care services, For
example, obtaiting approval for a hospital stay may require that your relevant protected health information be disclosed to the
health plan to oblain approval for the hospital admiszion.

Healtheare Operations: We may use or disclose, as-needed, your protected health information in order to support the business
activities of your physician's practice. These activities include, but are not limited to, gquality assessment activities, employee
review activities, training of medical students, licensing, and conducting or arranging for other business activities. For
example, we may disclose your protected health information to medical school studénts that see patients at our office. In
addition, we nay use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your
physician. We may also call you by name in the waiting room when your physician is ready to see youw. We may use or disclose
your protected health information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protecled health information in the following situations without your authorization, These
situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight:
Abuse or Neglect: Food and Drug Administration requirements; Legal Proceedings: Law Enforcement; Coroners, Funeral
Directors. and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers' Compensation;
Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary
of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section
164,500,

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity
in, Ohject unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s
practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Initials



our Rights
Following is a statement of your nights with respect to your protected health information,

You have the right to inspect and copy your protected health information. Under federal law, however, you may not
inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a
civil, criminal, or -administrative action or proceeding, and protected health information that is subject to law that prohibits
access to protected health information.

You have the right to request a restriction of your protected health information. This means you may ask us not to use or
disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You
may also request that any part of your protected health information not be disclosed to family members or friends who may be
involved in yvour care or for notification purposes as described in this Motice of Privacy Practices. Y our request must state the
specific restriction requested and to whom you want the restriction to apply.

Your dentist is not required 1o agree to a restriction that you may request, 1f dentist believes it is in your best interest to permit
use and disclosure of your protected health information, vour protected health information will not be restricted. You then have
the right to use another Healthcare Professional,

You have the right to request to receive confidential communications from us by alternative means or at an alternative
location. ¥You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept
this notice alternatively 1.e. electronically.

You may have the right to have your dentist amend your protected health information. If we deny your request for
amendment, vou have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health
information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to
object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been
violated by us. You may file a complaint with us by notifying our privacy centact of your complaint. We will not retaliate

against you for filing & complaint.

This notice was published and becomes effective onfor before_April 14, 2003,

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. If you have any objections to this form, please ask to
speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.

Signature below is enly acknowledgement that you have received this Notice of our Privacy Practices:

Print Name: Signature Date




elcome

‘happy, healthy smile are immeasurable! Our goal is to help you reach and maintain optimal oral health.
il out this form completely. The better we communicate, the betler we can care for you.

ABOUTNEY Ly INSURANCE

Taday's Date: Primary Insurance

E-mail Address: Dental Coverage? | | Yes | Mo

MName: B Insuranes Co, Name: 3
[P Frul . MoMa M [N | d

| prefer to be called: Male | | Female gy Lo sy

Birthdute: { ! _ Age: Ja e Io

[
Insurence Co. Phone &; |

i . i
Heina Ay AT Graup # (Flan, Local or Policy #):

| — - = Irsured's Mame: Relation:
1 Single © Morried | Porinered | Divoreed/Seporated  Widowad Insured's Birthdate: ___/__ /  Insured's S5 #: _
Hem #- Cell / Other #; Inguteds Employes;

Emplover's Address:

- RS _ But: DL #:
Employer: s He e
Emplayer’s Address: Secondary Insurance
| Deinital Coverage? [ Yas [ 1 Mo
b Htize 7
Hevw |cmg theres Crecupation I Insurence Co. Name:
1 Insuronce Co. Addrass;

oy Where & when are best imes bo reach you?

5 |I1:l_ PRI W i ! e i. 1 L - Ciry - . St iy
Wham may we Thenk fer reberring you lisurance Ca: Phona #4 ;

Cther fumily members seen by us: Group # (Plan, Local or Policy #):

Pravious / Present Dentist: Insured's Mame: Relation: =

| Pz Colel

Insured’s Bihdate:  / ! Insured's 85 #:
lnsued’s Employer:

Person Responsible for Account:

Emplover's Address:

..... Eiby

Payment is due in full ot the time of treatment
unless priar arrangsments hove been approved,

His / Her Name:

IF this affice eccepts insurance, | understand that | am responsible for payment
ol services rendered and olse responsible for paying ony co-payment and
deductibles that my insurance does not cover. | hereby authorize payment
diredlly 1o the Dental Office of the group insurance benefits otherwise payable
to me, | understand that | am responsible for oll costs of dental treatment, | herer
by authorize refease of any infermatien, including the diagnosis and records of
freatment or examination rendered, fo my insurance company.

Employer;
Wk #: | | Ext: 55 #
bL #

Birthdote:

Relative er Friend not living with you.

His  Her MNome: Relotion: _

W |

Him & | | Signoture Cate

" CONTINUED ON BACK



4' MEDICATSISIORY/ 5 S DENTAL HISTORY.

i , [ No :
Do you have o personal physicion’ o Yo BN Why have you come to the dentist today?
Physicien's Mame:
Phone #: { Dote of lost visit: Are you currantly in pain? Clyes TiMo
Your current physical health is: | |Good  Fair  Poor Do you require anfibiatics before dental treiment? I Yes ElNe
Are you currently under the care of o physician? L Yes CINe Your current dental health is: [ Good [ |Fair [ |Poor
Plegse axclain: Have you ever had a serious / difficult problem - _
- iated with tous dental work? El¥es EOM
Do you smoke or use fobacco in any other form? = Yes: i Mo D:MF;: d:_rle . ;_:r:'-'mus_. i Bk it : s
: = 55 caily s L Na Hy'? [Yes LMo
Hove you hod any metal reds, pins or implonts? [Yes [INo 75 ’S i " e ml}‘: ; = s
A ki g " e N N Type of bristles on your toothbrush? Hard | Medium Saf
re you toking ony prescription /' over-the-counter crugs® fes || Mg
i el gl L Have you ever hod gum treatment? [ [¥es [ INo
Plense list soch one; o s i — " |
: 2 lYes LlNp Berlicn?  LlYes LIM
Have you ever fuken Phen-Fen? _ g : it ==
Also known as Bedux ar Pandimin. [ ¥es Ll Na Have you ever had periodantal disease? Yes [
IF 5o, when? Dc::lvcu naw or have you ever experienced pain | ;
= = iscombort in your fow joint [TA / TADN2 Iyas [ M
For Women: Are 12 mki"@_bid'l" control pills? L Yes LMo Are your testh sensitive fo heat, cold, or anything else?
Are you pregnant? || Yes. LI No Week #: Do you have any loose festh? [les [1Ng
el Yas | Mg i A |
Are you nufsing —Yes LIN | Do you still hove wisdom teeth? EiR RS
Have you ever had any of the following diseases or medical problems I' Would you ke fresher breath? i Yes LI No Whiterteeth? __Yes _ Mo
If_ :‘j i]hggmd Bleeding / Heenophilic ! \l :EHP'&; l:ﬂz'*;'f;ﬂiﬂ! H Are you happy with the way your smile looks? | [¥a: o |
i ¥ N Akohol f Drug Abuse MoOHY If rot, what would you change?
B i M Ansmia M Hospitalized for Any Reasan
. (M Arfribis YoM Kidney Froblems |
q; ¥ N Aricial Bones / Joints [ Vohes M Liver Disease
N Ashmo i £ o ;W Blood Pressure 1 | understond that the infermation fhat | have given today is corred fo. the best of
‘|r :j El::":l T'r:’,nlf.hm:“ g };l' :}:Fu”l S P my knawledge. | alsa understand that this information-will be held in the srictest
¥ N ,ﬁﬁ?r RO L ;:-,m” Eer Gk confidence and it is my responsibility to inform this office of any changes in my
v N LCLx-g-cniruI Haiset Diplest o Paychiotric Problems medical status, | uu‘._hcuriz_e d_enrai staff to per’r-ar!'n ﬂn:pr_nfrsce'ssﬂ;y dental services
R [Diobehes ¥ bl Bndiabian Treatment that | My NEEG durlng dlugnnsu and freatment, with my Informea consent.
¥ N Difficuly Broafhing ¢ M Rheunatic / Scarlat Fever
M Emphysama YoM Seaures St oo
YN Enliy ¥ N Shinges ignature ale
¥ M Fainting Spells Yoon Sickla Call Disetise [ Trail . " it A :
i M Frequent Heodaches ¥ M Sinus Problems : y T -
4 { N Glavcoma YoM Sicke = - & L
T M Hay Fever ¥ M Thyraid Problams a
YN ik ey ¥ N Ndeds 1B i _OFFICE USE ONLY OFFICE USE ONLY
| Y M Hecrt Murmor ¥ N Uleers |
f N Hepalfis 1M Venereol Disease | verbally reviewed fhe medical / dentol informetion with the pofient nomed hersin,
Please list any sericus medical conditionls) that yau hove aver had: _
Inifials: Date:
Doctor's Comments:

Are you allergic to any of the following?

¥ M Aspirin ¥ M Erythromyzin ¥ M Penicillin
¥ N Codeine ¥ N Jewslry/Metals ¥ N Tefrocycline
Y Dental Anesthefics ¥ M Lobex Y N Other

Please list any other drugs/materials that you are ollergic to:

Our office is HIFAA compliont and is committed to mesting or excesding the stendards of infection contral mandated by QOSHA, the COC and the ADA,
MEDICAL HISTORY UPDATE

By

Has there been any chonge in your health status since your bost visit? Y d
IF Yes, please explain.

Pafient Sigreture

[Desta
[ca

Dentsst Signotere
Has there been any chonge in your heclth stafus since your last visit? Y Parlien! Segrature Dot
IFes, please explain,

Dentisl Signature Dine

RAINEOW FORM #AR9310 ©2004 INFORMS, JNC, 1-800-722-4884



