Acknowledgement of Receipt of
Statement of Privacy Practices

| acknowledge that | have received a copy of the Statement of Privacy Practices for the offices of Austin Smith. The
Statement of Privacy Practices describes the types of uses and disclosures of my protected health information that might
occur in my treatment, payment for services, or in the performance of office health care operations. The Statement of
Privacy Practices also describes my rights and the responsibilities and duties of this office with respect to my protected
health information. The Statement of Privacy Practices is also posted in the facility.

Austin Smith reserves the right to change the privacy practices that are described in the Statement of Privacy Practices.
If privacy practices change, | will be offered a copy of the revised Statement of Privacy Practices at the time of my first
visit after the revisions become effective. | may also obtain a revised Statement of Privacy Practices by requesting that
one be mailed to me. '

ADDITIONAL DISCLOSURE AUTHORITY

In addition to the allowable disclosures described in the Statement of Privacy Practices, | hereby
specifically authorize disclosure of my Protected Healthcare information to the persons indicated below.

ANY MEMBER OF MY IMMEDIATE FAMILY YES NO

SPOUSE ONLY YES NO

OTHER (PLEASE SPECIFY). YES NO
Name of Patient or Personal Representative Signature of Patient or Personal Representative

Date Description of Personal Representative’s Authority

OFFICE USE ONLY BELOW THIS LINE

_ Record of Acknowledgement Not cbtained .

Yes |[ ]

PROVIDED PRIOR TO TREATMENT? DATE STATEMENT PROVIDED:

NO |[ ]

NEEDED MORE TIME TO REVIEW
STATEMENT OF PRIVACY PRACTICES
WANTED TO CONSULT WITH ANOTHER
PERSON BEFORE SIGNING STATEMENT
REASON FOR NOT OBTAINING SIGNATURE D UNABLE TO SIGN

REASON NOT GIVEN

OTHER:

Austin R. Smith DDS
5120 Corporate Center Ct. SE
Lacey, WA. 98503




HIPAA Notice of Privacy Practices

Austin R. Smith IiI, DDS
5120 Corporate Center Ct SE
Lacey, WA 98503
(360) 352-2400

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry
out treatments, payment or health care operation (TPO) and for other purposes that are permitted or required by law. It
also describes your rights to access and control your protected health information. “Protected Health Information” is
information about you, including demographic information that may identify you and that relates to your past, present
or future physical or mental health or condition and related to health care services. We are required to prove this notice
to you by the Health Insurance Portability and Accountability Act (HIPAA).

Uses and Disclosures of Protected Heaith Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of
our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay
your health care bills, to support the operation of the physician’s practice and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate and manage your health
care and any related services. This includes the coordination or management of your health care with a third party. For
example, we would disclose your protected health information, as necessary, to a home health agency that provides
care to you. For example, your protected health information may be provided to a physician to whom you have been
referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services.
For example, obtaining approval for a hospital stay may require that your relevant protected health information be
disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your health information in order to support the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities,
employee review activities, training of medical students, licensing, and conducting or arranging for other business
activities. For example, we may disclose your protected health information to medical school students that are patients
at our office. In addition, we may also call you by name in the waiting room when your physician is ready to see you.
We may use or disclose your protected health information, as necessary, to contact you to remind you of your
appointment.

We will share your protected health information with third-party “business associates” who perform various activities
(for example, Billing, transcription services) for any health plan. The business associates will also be required to protect
your health information.

We may use or disclose your protected health information in the following situations without your authorization. These
situations include: as Required By Law, Public Health issues as require by Law, Communicable Diseases, Health
Oversight, Abuse or Neglect, Food and Drug Administration requirements, Legal Proceedings, Law Enforcement,
Coroners, Funeral Directors, and Organ Donation, Research, Criminal Activity, Military Activity ** National Security,
Workers Compensation, Inmates, Required Uses and Disclosures. Under the'law, we must make disclosures to you and
when required by the Secretary.



