Triple Cities Family Denta I, P.C. ' 18 Leroy Street* Binghamton, New York 13305
: Ph. (607) 723-8377 * Fax (607) 722-1059

NOTICE OF PRIVACY PRACT ICES

This Notice Describes How Health Inforrhation 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,

e i
Payment: We may use and disclose your health information to obtain payment for services we provide to you.
Healthcare Operations: We Mmay use and disclose your health information in connection with our healthcare
operations. Healthcare operations include quality assessment and improvement activities, reviewing the
competence or qualifications of heaithcare professionals, evaluating practitioner and provider perfonnanpe,
conduéting training programs, accreditation, certification, licensing or credentialing activities.
Your Authorization: In addition to our use of your health information for treatment, payment or healthcare

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. ‘ !

Persons involved In Care: We may use or disciose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of 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 such uses or disclosures. In the
event of your incapacity or emergency circumstances, we will disclose health information based on a determina-
tion using our professional Jjudgment disclosing only health information that is directly relevant to the person’s
involvement in your healthcare. We will aiso 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 filled prescriptions,
medical supplies, x-rays, or other similar forms of health information,
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Acknowled%nent of Receipt of Notice of Privacy Policies
And Consent for Disclosure for Treatment, Payment and Operations

ACKNOWLEDGMENT AND CONSENT

By signing below, I hereby acknowledge that I have been provided with a copy
of this office’s Notice of Privacy Practices and have therefore been advised of
how my protected health information may be used and disclosed by the office
and how I may obtain access to and control this information. In addition, by
signing below, I hereby consent to the use and disclosure of my health informa-
tion for treatment purposes, payment activities and healthcare operations of the

office as described in the Notice.

Patient Name:

Signature:

Relationship to Patient:

Date:
—_—

* You May Refuse to Sign This Acknowledgment *

FOR OFFICE USE ONLY
We attempted to obtain written acknowledgment of receipt of our Notice

of Privacy Practices, but acknowledgment could not be obtained becayse:
ey g

O Individual refused to sign.,

O Communications barriers prohibited obtaining acknowledgment.

U Other (Please Specify).




