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FORT LEE PEDIATRIC DENTAL ASSOCIATES PA
Acknowledgement of Recelpt of Notice of Privacy Practices
** You May Refuse to Sign This Acknowledgement **

l
of this office's Notice of Privacy Practices.

, have recelved a copy

Please Print Name Parent/ Child:

Signature of Parent:

Date Signed: _/ /

TS e I i N T ]

+* Below **
For Office Use Only

We attempted to obtain written acknowledgement of recelpt 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

a  An emergency situation prevented us from obtaining
acknowledgement

o Other (Please Specify)




FORT LEE PEDIATRIC DENTAL ASSOCIATION
 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 I8 IMPORTANT TO US.

OUR LEGAL DUTY

We ere required by applicable federal and slate law to maintaln the privacy of your health Information, We are siso
raquired to give you Notlce about our privacy precticss, our isgal dutles, and your rights conceming your heslth
Informatian, We must follow the privacy praclcss that are desciibed In this Notice while it is In effect. This Notice
takes effect (MM/DD/YRY), and will remaln In effect untll wa replece It

We roserve the sight to change our privacy practces and the tarms of this Notlce at any ime, provided such changes
g8ro parmitted by applicablo law., We resarve (ha right to make the changes in our privacy-praolices and the naw
term3 of our Nolico effgctive for all health Information thst we malntaln, inctuding health Informaton we created or
recaived bafore we madae the.changes., Before wo make a significant change In our privacy praciices, wo will change
s Notice and make the new Notice avallable upen request. .

You msy request a copy of our Notice &t any time. For more Information about our privacy pracui:es. or for
additons! cop!Qs of this Nolce, please contact us using the Informatian listed at the end of this Notlce,

USES AND DISCLOSURES OF HEALTH INFORMATION - .
Woe use end dlsctose haalth Information about you for treatment, payment, and.healthcare operations. For example:

Trestment: We may use or dlsciose your hesith Information to e physician or other healthcere provider providing
Lreatmsnt to you,

Peyment: We may use and dlsolose your heaith Information to oblgln payment for gervicas we provide to you.

Hoslthcaro Opgratlons: We may use end disciose your hesith Information In connection with our haafthcae
operstons.  Hsalthcare operalions (nclude quallly essessment end Improvement activitles, reviswing the

or quelificallons of hesglthosre professionals, evaluatng pracliloner &nd provider performsnca,
conducting trelning programs, accreditallon, certification, licensing or credentlsling sctivilles.

Your Authorization: n additlon to our use of your heglth informalon for treatment, paymant or hesithcare
oparations, you may give ue written authorizatlon to use your hesith Information or to discloge It to anyone for eny
purpose. If you give ue an authorization, you may revoke [t n wifing-at any Ume. Your revocation will not affect eny
us9 or disclosures penmitiad by your suttiorzation while [t was In effett. Unless you glve us a wrillen suthorization,
wo cannot uso or disclose your heglth Information for eny reasen except (hose described In this Notce,

To Your Famity and Frienda: We must dlsclose your health information to you, as describad In the Patient Rights

seclion of this Notico. We may discloge your hegith Informstion lo a family member, frlend or olher person to the

gnem necessary o halp with your heelthcare or with payment for your haaithcare, but only If you agree that we may
0 80,

Persons Involved In Care: We mey use or dlscloge heslth-Information lo nolify, or assist in the nolfication of
(ncludlng [dentifylnp or localing) @ famlly membaer, your personal representative or another person respansible for
yous cars, of your locatlon, your genersl condiion, or desth. If you are present, then prior to use -or dlsclosure of
yourkselth Informalion, we will provide you with an cpperunity to object lo such uses or dlsclosures. In the event of
your Incapaalty or emergenocy circumstancas, we will dlsclose health Information based on a determinslsn using our
professtona! judgment disclosling only health information thet Is direcUy relevant to the person’s Involvement In your
healthcare, We will slso use our professlons) judgment-and our experience with common practice {o make

~



rassonadle [nferences of your best (nterest in aliowing 8 parson to pick up filled preaoriplions, medical supples, x-
rays, or other similar fonms of heaith Infonmation.

Markoting Health-Rolated Services: Wemil notuse your health [nformsation for merketing communications withoul
your witten gGthortzation. . ’

Required byLaw: We may use or disclose ygur healh (nfonmation whan we ere required to do 80 by lsw.

Abusa or Nsglast: We may disclose your heaith Information to eppropriate euthoritles if we reasoneably beleva that
you ard a pessdle victim.of abuse, neglect, or domestlc viotense or the possible vicim of other cimes. We may
disciose your hesith information to the extant necsssary o avert a serious threat to your haslth or safety or The
haalth or safety of othars, . . .

Natlonel Szcurity: We may dlsclose to milltary suthorites the hesllh Inforination of Armed Forces personnel under
cartaln dreunstances. We may disclose o guthorized fedsrel officlals hasith Information requited lor lawful
- Inteligence, counlerinisliigencs, and other natonal sacurlly aclviles, We may dlscioge to comrecifonal Institution or
1sw enforcement official having faewful custody of protected hsaith Iaformation of Inmate or patient under castain
circumstances, - ,
Appointmont Ramindors: We may use or dlscloss your heaith (nformalion to provide you with appsintment
reminders (such eB voicamall measgges, postcards, or leters).

PATIENT RIGHTS '
Accegs: You have the right to 100k at or get coples of zgur hsailh Information, with [Imited exceptions. You mey
roquest thal wo provide coples In a format other than gholscoples. We will use the-format you request untess wo
cannot . (You must meake a request’ to obtaln access to your health information. You may
cbiatn aform to requast acceas by using the contact (nformation lsled at the end of this Notice. We will charge you
8 reasongble cost-based fee for expenses such as coples and stalf Ume. . You may alao request access by sendlng
us a letter to the address at the end of this Notico, If you requast coplea, we will charge you $0.___ for each page,
$__ per bour {or staff ime to locate and copy your hogith Informatlon, and postage If you waht ifie coples malled to
¥ou. {f you request an alternative format, we will charge a cost-based fes for providing your heatth informatlon In that
ormal  you profer, wo will prepare 8 summary or an explariation of your hoaith Informaticn for a fee. Contscl us
uslng tha (nformation fisted at the end of thia Notice for 8 full explanalon of our (ee structure.)

Disclosure Accounting: You have the right o recsive a [Ist of tnstences th which we or our business 8s3ocistss
disciosed your health Information for purposes, other than treatment, payment, healthcare operations and certsin
other activiles, for the tast 6 years, but not before Aprfl 14, 2003. (f you request this accounting more than once in 8
12-month perfod, we may charge you a reasonable, cosl-based fee (0r rasponding to these additional requasts.

Restriction: You have the right to requast thet we placo additlonal restricions on our use or disclosure of your
. heafh aformation. We are not required to agreo to these addilona! restrictions, but If we do, we wiil ablde by our
egreament (excapt in an emergency). .

Altemative Communlcatlon: You have (he righl to raguest thal we communicate with you about your hesith
Information by atemative meana or to altemative locations. (You must makd your request In writing.)} “Your
raquesat must spaciy the aitemative means or location, and provide satisfactory- explanation how paymenis will be
handlsd under the altermnative means or focation you roquest. .

Amendment: You have the right to- request that we emend your hesllh Information. (Your request must be in
wiilng, and it muat explaln why the [nformatien should be amsnded;) We may deny your request under certaln

Elgctronic Nolico: {f you recelve this Notice on our Web site or by elsctronto matl (e-mall), you are.entilled to
recelvo his Nollco tn wiilten form.




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

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

Contact Officer: Dr. Michael Kasselian DDS

Telephone: (201) 947-5437 Fax: (201) 941-9275

E-Mail: mk@njpediatricdental.com

Address: 2500 Lemoine Avenue, Fort Lee, NJ 07024





