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Patient Name: Date of Birth:

The following is a notice of our Privacy Practices, which we require that you read, agree to, and sign prior to any care. It describes
how information about you gathered by Hutchens Family Dentistry may be used and disclosed, and how you can access it.

During your treatment at Hutchens Family Dentistry, dentists, dental hygienists, dental assistants, and other caregivers may gather information
about your medical history and your current health. This Notice explains how that information may be used and shared with others. It also
explains your privacy rights regarding this kind of information. The terms of this Notice apply fo health information created or received by
Hutchens Family Dentistry. We are required by law to: make sure that medical information that identifies you is kept private; give you this
Notice of our legal duties and privacy practices with respect to medical information about you; follow the terms of the Notice that is currently in
effect; and notify you in the event there is a breach of any unsecured protected health information about you.

TOutT mealcal mrormation may be used and gisclosed tor the rolHowing purposes:

| + We may use your information to provide, coordinate, and manage your care and treatment. For example, our dentist may share
your medical information with another dentist for a consultation or a referral.

We may use and disclose medical information about you so that the treatment and services you receive may be billed to, and
payment may be collected from, you, an insurance company, or another third party. For example, we may need to give your dental plan
information about treatment you received at our Practice so your dental plan will pay us or reimburse you for the treatment. We may also tell
your dental plan about a treatment you are going to receive to obtain prior approval or to determine whether your plan will cover the treatment.
We may disclose information about you for purposes of an independent review of a denial of a claim based on lack of medical necessity.

‘ - We may use and disclose medical information about you for our care operations. Health care operations are the
uses and disclosures of information that are necessary to run our Practice, and to make sure that all of our patients receive quality care. We
may use medical information to review our treatment and services, and to evaluate the performance of our staff and dentists in caring for you.

I . { [ We may use your medical information to send you reminders about future
appointments. We may also send you refill reminders or other communications about your current medications. However, if we receive any

financial remuneration for making such refill or medication communications beyond our costs of making the communication, we must first
obtain your written authorization for making such communications. We may contact you with information about new or altemative treatments or
other health care services or for purposes of care coordination, unless we receive financial remuneration in exchange for making the

communication; in that case, we will obtain your written authorization to make such communications. However, we are not required to obtain
your written authorization for face-to-face communications.

51 = We will only disclose medical information to those taking care of you, helping you to pay your bills, or
other close family members or friends if these people need to know this information to help you, and then only to the extent permitted by law.
We may, for example, provide limited medical information to allow a family member to pick up a prescription for you. If you are able to make
your own health care decisions, we will ask your permission before using your medical information for these purposes. If you are unable to
make health care decisions, we will disclose relevant medical information to family members or other responsible people if we feel

it is in your
best interest to do so, including in an emergency situation.

We will disclose medical information about you when we are required to do so by federal, state or local law,

. We may use and disclose medical information about you when necessary to prevent
“a serious threat to your health and safety or the health and safety of the public or another person, only to someone able to prevent the threat.

Some services are provided by or to Hutchens Family Dentistry through contracts with business associates.
Examples include Hutchens Family Dentistry's attorneys, consultants, collection agencies, and accreditation organizations. We may disclose
information about you to our business associate so they can perform the job we have contracted with them to do. To protect the information

that is disclosed, each business associate is required to sign an agreement to appropriately safeguard the information and not to re-disclose
the information unless specifically permitted by law.
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inedgical information may be released in the foll WING special situations:

If you are a member of the armed forces, we will release medical information about you as requested by military command
authorities if we are required to do so by law, or when we have your written consent, We may also release medical information about foreign
military personnel to appropriate foreign military authority as required by law or with written consent.

: We may release medical information about you for Worker's Compensation or similar programs. These
programs provide benefits for work-related injuries or illness. We are permitted by law to disclose information regarding your work related injury
to your employer, your employer's Worker's Compensation insurer or the Department of Workforce Development without your specific consent.

We may disclose medical information to public health authorities about you for public health activities. Including;
& Preventing or controliing disease, injury or disability:
©  Reporting child abuse or neglect, or abuse of a vulnerable adult;
Reporting reactions to medications or problems with products;
Notifying people of recalls of products they may be using;

Notifying a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition; or
Reporting to the FDA as permitted or required by law.

- We may disclose medical information to a health oversight agency for health oversight activities that are
authorized by law. These oversight activities include, for example, govemment audits, investigations, inspections, and licensure activities.
These activities are necessary for the govemment to monitor health care systems, programs, and compliance with civil rights laws.

We may disclose medical information about you in response to a valid court order with your written consent.

We may release medical information if asked to do so by a law enforcement official in response to a valid court order,
grand jury subpoena, or warrant, or with your written consent.

We are required to report certain types of wounds, such as gunshot wounds and some burns. In most cases, reports will include only the fact of
injury; any additional disclosures may require your consent or a court order. We may also release information to law enforcement that is not a
part of the health record for the following reasons:

To identify or locate a suspect, fugitive, material witness, or missing person;

If you are the victim of a crime, if, under certain limited circumstances, we are unable to obtain your agreement;
About a death we believe may be the result of criminal conduct:
About criminal conduct at our facility; and

In emergency circumstances to report a crime; the location or the identity of the crime or victims.

- We may release medical information to a coroner or medical examiner for the purpose of completing a
medical cerfificate or investigating certain types of death, and we must disclose healih records upon request of the coroner or medical
examiner. This may be necessary, for example, to identify you or determine the cause of death. We may also release the fact of death and
certain demographic information about you as required under state or federal law for the purpose of the collection of death statistics. Other

disclosures from your health record will require the consent of a surviving spouse, parent, a person appointed by you in writing,

or your legally
authorized representative.

‘ A { LLIGH We will réiease medical information about you to authorized federal officials for
intelligence, counter-intelligence, and other national security activities only as required by law or with your written consent,

| = We will disclose medical information about you to authorized federal officials to
provide protection to the President, other authorized persons, or conduct investigations only as required by law or with your written consent.

- If you are an inmate of a correctional institution or under the custody of a law enforcement official, we will release medical
information about you to the correctional institution or law enforcement official only as permitted by law.



