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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
YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal (Health Insurance Portability and Accountability Act of 1996,
“HIPAA”) and state law to maintain the privacy of your health information. We are also required to give
you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect.
This Notice takes effect April 14, 2003, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided
such changes are permitted by applicable law. We reserve the right to make the changes in our privacy
practices and the new terms of our notice effective for all health information that we maintain, including
health information we created or received before we made the changes. Before we make a significant
change in our privacy practices, we will 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 our privacy practices, or
for additional copies of this Notice please contact our office.

USES OF DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations.
For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider
providing treatment to you.

Payment: We may use or disclose your health information to obtain payment for services we provide
to you.

Healthcare Operations: We may use and disclose your health information for treatment, payment or
healthcare operations; you may give us written authorization to use your health information or to
disclose it to anyone for any purpose. If you give us authorization, you may revoke it in writing at any
time. Your revocation will not effect your treatment. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the
Patient Rights section of this Notice. We may disclose your health information to a family member,
friend or other person to the extent necessary to help with your healthcare or with payment for your
healthcare, but only if you agree that we may do so.

Person Involved in Care: We may use and disclose your health information to notify or assist in the
notification of (including identifying family member, your personal representative or another person
responsible for your care), your location, your general condition, or death. If you are present, then prior
to use or disclosure of your health information, we will provide you with an opportunity to object to
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such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose
health information used on a determination using our professional judgment disclosing only health
information that is directly relevant to the person’s involvement in your healthcare. We will also use our
professional judgment and our experience with common practice to make reasonable inferences of your
best interest in allowing a person to pick up prescriptions, medical supplies, x-rays, or other similar
terms of health information.

Marketing Health-Related Services: We will not use your health information for marketing
communications without your written authorization.

Required by Law: We may use or disclose your information when we are required to do so by law.
Abuse or Neglect: We may disclose your health information appropriately if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes.
We may disclose your health information to the extent necessary to avert a serious threat to your health
or safety or the health of safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces
personnel under certain circumstances. We may disclose to authorized federal officials health
information required for lawful intelligence, counterintelligence, and other national security activities.
We may disclose to correctional institutions or law enforcement officials having lawful custody of
protected health information of inmates.

Appointment Reminders: We may use or disclose your health information to provide you with
appointment reminders (such as voicemail messages, postcards, or letters) if you give us permission to
do so.

To the extent that we have your substance use disorder patient records, subject to 42 CFR part 2, we
will not share that information for investigations or legal proceedings against you without (1) your
written consent or (2) a court order and a subpoena.

PATIENT RIGHTS

You have the right to revoke or cancel this authorization at any time, except: (a) to the extent
information has already been shared based on this authorization; or (b) this authorization was obtained
as a condition of obtaining insurance coverage. To revoke or cancel this authorization, you must submit
your request in writing to the provider at the following address: 650 W. Eisenhower Blvd. Ste 200
Loveland CO 80537

You may refuse to sign this authorization. Your refusal to sign will not affect your ability to obtain
treatment, payment, enrollment or your eligibility for benefits. However, you may be required to
complete this authorization form before receiving treatment if you have requested your provider to
disclose information about you to a third party. If you refuse to sign this authorization, and you have
requested your provider to disclose information about you to a third party, your provider has the right
to decide not to treat you or accept you as a patient in their practice.

Once the information about you leaves this office according to the terms of this authorization, this office
has no control over how it will be used by the recipient. You need to be aware that at that point your
information may no longer be protected by HIPAA. If the person or entity receiving this information is
not a health care provider or health plan covered by federal privacy regulations, the information
described above may be disclosed to other individuals or institutions and no longer protected by these
regulations.
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You may inspect or copy the protected dental information to be used or disclosed under this
authorization. You do not have the right of access to the following protected dental information:
psychotherapy notes, information compiled for legal proceedings, laboratory results to which the
Clinical Laboratory Improvement Act (“CLIA”) prohibits access or information held by certain research
laboratories. In addition, our provider may deny access if the provider reasonably believes access could
cause harm to you or another individual. If access is denied, you may request to have a licensed health
care professional for a second opinion at your expense.

You have a right to an accounting of the disclosures of your protected dental information by the
provider or its business associates. The maximum disclosure accounting period is the six years
immediately preceding the accounting request. The provider is not required to provide an accounting
for disclosures: (a) for treatment, payment, or dental care operations; (b) to you or your personal
representative; (c) for notification of or to persons involved in an individual’s dental care or payment for
dental care, for disaster relief, or for facility directories; (d) pursuant to an authorization; (e) of a limited
data set; (f) for national security or intelligence purposes; (g) to correctional institutions or law
enforcement officials for certain purposes regarding inmates or individuals in lawful custody; or (h)
incident to otherwise permitted or required uses or disclosures. Accounting for disclosures to dental
oversight agencies and law enforcement officials must be temporarily suspended on their written
representation that an accounting would likely impede their activities.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES
** You May Refuse to Sign This Acknowledgement **

| have received a copy of this Office’s Notice of Privacy Practices

(Please Print Name)

(Signature)
(Date)
OFFICE USE ONLY (CHECK BOX IF APPLIES)
Individual refused to sign Communication barriers prohibit obtaining the
acknowledgement
Emergency situation prevented obtaining Other (Please specify)
acknowledgement
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