Craig C. Callen, D.D.S. & Associates L.L.C.

HIPAA Information and Consent Form

The Heaith Insurance Portability and AcbountabilityAct (HIPAA) provides safeguards to protect your privacy as a patient.

Implementation of HIPAA requirements offcially began on April 14, 2003, While we have followed these policies for years, there
have been a few updates that we wanted you to be aware of. This is a shortened version of the HIPAA policy. The full policy is
available for your review if you would like.

There are rules and restrictions on who may see or be notified of your Protected Health Infermation (PHI). These restrictions
do not include the normal exchange of information within our office. HIPAA provides certain rights and protections 1o you as the

patient. We follow these guidelines and provide you with the quality care you deserve. Additional information is avaliable from the
U.S. Department of Health and Human Services. You can find them online at www.hhs.gov

This summarizes our policy here at Craig C. Callen, D.D.S. & Associates.

Patient information will be kept confidential except when it is necessary to provide services or to ensure that all
administrative matlers related to your care are handled properly. This may include, but not limited to, the sharing of information with
other healthcare providers, laboratories, and health insurance companies. Patient information (treatment plans, insurance forms, eob’s
etc.) may be stored in file cabinets not accessible by patients. Preparing for and during your dental visit such records may be left, at
least temporarily, in administrative areas such as the front office, doctors desk, examination room,etc. Those records will not be

available 1o persons olher than office staff. You agree to the normal procedures utilized within the office for the handling of charts,
patient records, PHI and other documenis or information.

We send out reminders to cur patients. We do this by one or more of the following; e-mail, texting, calling, and sending
poslcards. We {ry to make every effort to remind you of your appointment and any treatiment lhat you need. We may send you

other cammunicaticns informing you of changes lo office pollcy and new technology that you might find valuable or informative. We
also may send out newsletiers or special promotions that we are offfering.

You agree to us sending electronic e-referrals to specialists, which include your PHI and x-rays, if needed. We also send electronic
claims o your dental insurance, which includes submitting PHI to receive payment for services provided.

You give us permission to remind you to take pre-medication prior to appointmants, if applicable.

You give us permission to call in any prescriptions you Waay need and share your PHI with the pharmacist.

The practice utilizes a number of vendors in the conduct of business. These vendors may have access 10 PHI but must agree o abide
by the confidentiality rules of HIPAA.

You understand and agree lo inspections of the office and review of documents which may include PHI by government agencles or
insurance payers in normal performance of their duties.

You agree to bring any concerns or complaints regarding privacy to the attention of the office manager or the doctor, and understand
that you have the right to file a complaint. We can help you do this, and you will not be penalized for filing a complaint.

Your confidential information will not be used for the purpose of marketing or adverlising of products, goods or services without
your permission.

v

We agree to provide patients wilh access to their records in accordance with stale and federal laws. We may update this policy as
needed to better serve the needs of our patients and our practice.

By signing below, | agree that, | have been offered the HIPAA palicy, and understand and acknowledge my agreement lo the terms
set forth in the HIPAA information and consent form and any future update to this policy.

FPatient:

Signature:

Date:




PHI DISCLOSURE TO FAMILY MEMBERS

You may authorize us to contact a family member regarding your medical care or financial matters. This is to acknowledge

Name: Relationship to Patient:

Telephone: ( ) Email;

Types of Information: (7 Appointment Reminders ) Results - ( X-Ray, etc) O Financiai O Other:
Okay to contact via: [J Telephone (3 Leave a Voice Mail ] Patient Portal & Secure Email (3 Other:

Name: Relationship to Patient:

Telephone: ( ) Email:

Types of Information: O Appointment Reminders [ Results | ( X-Ray, etc) O3 Financial O Other:
Okay to contact via: (J Telephone  [J Leave a Voige Mail 0 Patient Portal & Secure Email O Other:

Name: Relationship to Patient:
Telephone: ( ) _ Email: .
Types of information: [J Appointment Reminders (3 Results (' X-Ray, elc) O Financial O3 Other:

Okay to contact via: O Telephone O Ldave a Voice Mail [ Patient Portal & Secure Email . {3 Other: -

O None of the above Signature:




