
Jeremy Joseph, DD,S,

5564 Wilson Mills Road' Suite 203
Highland Heights, Ohio 44143

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.

PLEASf REVIEW ITCARf:FULLY,
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAl DUTY
We are required by applicable federal and state law to maintain the privacy of your neartn infcrmatlon. We are also
required to give yoo 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 NotJce
takes effect ~'103 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 tne Changes in our privacy practices and the
new terms 0( our Notice effective for all health Information that we maintain, including health information we creat·
ed or received before we made the cnanges. 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 cor Notice at any time, For more infcrmation about our privacy practices. a for aocnroo-
al copies of this Notice. please contact us using the information listed at the end of tnts Notice,

USES AND DiSClOSURES OF HEAlTH INFORMATION
We use and disclose health information about you for treatment payment and nealtncare operations, For example:

Traam-n: We may use or disclose your health information to a physician cr other neanncere provider pro-
viding treatment to you

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

Healthcare Operations: We may use and disclose your health information in connection with our neenncere oper-
attoos. Heatthcare operations Include quality assessment and improvement activities. revieWing the competence or
qualifications of neettncere prOressionals. evaluating practitioner and provider performance. conducting training
programs, accreditation. certlncatloo. licensing or Cfe<lentiallng activities,

yOU' Authoflution: In addition to our use of your health information for treatment payment or neanncere ooera-
tions. you may give us written autncrtzauoo to use -pur health Information or to disclose it to anyone fcr any pur-
pose, If you give us an autnonzauoo. you may revoke it in writing at any time, Your revocation wHI not affect any use
or disclosures permitted t:7yyour eutnodzatton wnue it was In effect. Unless you give us a wrinen autnonzauoo, we
cannot use or disclose your heattn infcrmatlon 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 PatJent
Rights section of this Notice, We may disclose your health information to a family member. friend or OI:herperson
to the extent necessary to help with your neattncare or with payment for YOl;!rneattncere. but only If you agree that
we may do so.

Persons Involved In ~re: We may use or disclose health information to notify. or assist In the notification of
(Including Identlrytng or locating) a famlty member. your personal representative cr another person responsible for
'fO'J care. of p;r location. your general condition. or death. If you are' present then prlcr to use Q( disclosure of yr:;..;r
health Information. we will prOvide you w1ith an oppoctunity to oqJect to sucn uses or disclosures. In the event of your
incapacity or emergency circumstances. we Will disclose health Information based on a determination using our
P-o(esslonaljudgment disclosing only health information that is directly relevant to the person's Involvement In your
hea~care. We will also use our professional judgment ~n5' our experience With common practice to make reason·
able Inferences of YOLX'best interest in allowing a person-to piCk up filled orescrtonons. medical supplies. Hays. or
other strnilar fcrms of health information,

/

Mal1tetlng ~1~R.lated ServIces: We Will not use your health Information for marketing communications
without your written eutnodzanon.

Required by lAw: We may use or dtsclose you' health information wnen we are required to do so by law,

Abuse or Negleet: We may disclose your health infcrmation to appropriate aUthcrlties if we reasonably believe that
you are a oossrtxe victlm of abuse. neglect cr oornesuc violence or the possible victim of other crimes. We may ots-
close your neenn Information to the extent necessary to avert a serious threat to yoor neatth or safety or the health
or safe~ 0( rxners.



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 intelli·
gence, counterintelligence, and other national security activities. We may disclose to correctional institution or law
enforcement official haVing lawful custody of protected health information of inrnate or patient under certain circum
stances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (sucn as voicemail messages, postcards. or letters).

PATIENT RIGHTS
Access: You have the right to took at or get copies of your health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format you request unless we
cannot practicably do so. (You must make a request in Y;'I"jtingto ootai« access to your health information. You may
Obtain a form to request access by using the contact information listed at the end of this Notice. We will Charge you
a reasonable cost-baseo fee for expenses such as copies and staff time. You may also request access by sending us
a letter to the address at the end of this Notice. If you request copies, we will Charge you SO.~ for each page.
S 25,00 per hour for Staff time to locate and copy your health information. and postage if you want the copies mailed
to you. If you request an alternative format we will Charge a costbasec fee for providing your health information in
thilt format. If you prefer, we will prepare a summary or an explanation of your health informmion for a fee. Contact
us using the informmion listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of rnstances in which we or our business associates
disclosed your health informmion for purposes, other than treatment. oayrnent. healthcare operations and certain
Other acnvmes. for the last 6 years. but not before April 14. 2003. If you request this accounting more than once in a
12'month period. we may charge you a reasonable. cost-based fee for responding to these additional requests.

Restriction: You have me right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions. but if we do. we will abide by our
agreement (except in an emergency).

Alternative CommunIcation: You have the right to request that we communicate with you about your health infor·
matron by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specify the alternative means or location, and provide satisfactory explanation how payments will be handled under
the alternative means or location you request.

Amendment: -You have the rig/"1tto request that we amend your health information. (Your request must be in writing.
and it must explain why the inforrn<Jtion should pe amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (emau). you are entitled to
receive thiS Notice in written form

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns. please contact us.

If you are concerned that we may have violated your privacy rights. or you disagree with a ceciston we made about
access to your health informattoo or in response to a request you made to amend or restrict the use or disclosure or
your health information or to have us communicate with you by alternative means or at alternative locations, you
may complain to us using the contact information listed at the end of this Notice. You also may submit a 'written
complaint to the U.S. Department of Health and Human Services. We will provide you wim the address to file your
complaint with the U.S. Department of Heattn and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file
a comptetm wttn us or with the U.S. Department of Health and Human Services.

ContaCt Otficer:...;Kare~;..:..;n.:....::S:.:., --, _

Telephone: 440-461-:0203 Fax: _440-46,;...;...;;__ 1_-04_5_0 _

E·mail: _

Aodress 5564 Wilson Mills Road. Highland Heights. Ohio 44143
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{NAME OF PRACTICE}

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

-. . - -_. - .- .

. /

* You May Refuse to Sign This Acknowedgement*

I,

office's Notice of Privacy Practices.

___________ ~ ' have received ';3 copy of this

Please Print Name

Signature

Date

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because

o Individual refused to sign

o Communications barriers prohibited obtaining the acknowledgement

o An emergency situation prevented us from obtaining acknowledgement

o Other (Please Specify)

10 2002 American Dental Associalio'h

All Rlghls Reserved

Reproduction and use of trns form by dentists and their staH IS permitted. Any other use. duplication or drstnbunon ot this form by any other Darty requires the pno{
written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice. and covers only federal, not state, law (August 14, 2002).


