Alex Tumeniuk, DMD
345 Boston Post Road
Milford, CT 06460
(203)876-2696

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED
ANT DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION,

PLEASE REVIEW IT CAREFULLY.,
THE PRIVACY OF YOUR HEALTH INFORMATION 18 IMPORTANT TO US,

OUR LEGAL DUTY

W are required by federal and state law to maintain the privacy of your health information, We are also
required 1o give you 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,

We reserve the right to change our privacy practices and the torms of this notice at any time provided such
changes arc permitted by applicable Inw, We reserve the right to make the changes in our privagy practices
and the new terms of our notico effective for all health information that we maintain including health
information we created or received before we made the changes. Before we make a significant change in
our privacy practices, wo will change this notice and make the new notice available upon request.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and healthcare operations. For
example:

Treatment: We may uso or disclose your health information to & physician or other healtheare provider
providing treatment to you.

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

Healtheare Operations: We may use and disclose your heaith information in connection with onr
healthcars operations, Hoealthcaie operations include quality assessment and improvement activities,
reviowing the competence or qualifications of healthcare professionals, cvaluating practitionor and provider
performance, conducting training programg, accreditation, certifieation, licensing or credentialing activities,

Your Authorization: In addition to our use of your health information for traatment payment or
healthcate operations, you may give us written authorization to use your heslth information or to disclose it
fo anyons for any purpose. If you give us an authorization, you may revoke it in writing at any time, Your
revocation will not affect any use or disclosures permiticd by your authorization while it was in effect.
Unless you givc us a written authorization, we cannot use or disclose your health information for any
rengon except those described in the notice.

Te Your Family and Friends: We must disclose your honith information to you, &y described in the
patient rights section of this notice. We may diselose you health information to a family member, friond or
other persan to the extent necessary to help with your healthearc or with payment for your healthcare, but
only if you agree that we may do so.



Persons Tavolved In Care; We may use or disclose health information to notify, or assist in the
notification of (including identifying ot locating) a family member, your personal representative or another
person responsible for yonr care, your location, or your general condition. T you are present, then prior to
usa 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 oremergensy circumstances, we will disclose health
information based on a determination using our professionszl judgment disclosing enly health information
that is directly relevant to the person’s involvement in your heaithcare, We will also use our professional
Jjudgment and our experience with common practice 1o make reasonabile inferences of your best interest in
allowing a person to pick up medical supplies, x-rays, or other similar forms of health information,

Required by Law: We may use or discloge your health information when we ars fequired to do so by law.

Abuse or Neplect: We may disclose you health information to appropriate authorities if we believe that
you are a possible vietim of abuse, neglect, or domestic violence. We may disclose your health Information
to the extent necessary to avett a serious threat to your health or safety or the health or safety of others,

National Security: We may disclose to military authorities the health information of avmed forees
personnel under certain circumstances, We may discloss ta authorized federal officials health information
required for lawful intelligence, counter-intelligence, and other national security activities. We may
disclose to correctional institution or law enforcement officials having lawful custody of protected health
information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your heaith information ro provide you with
appointment reminders (such as voicemail messages, posteards, or lettars),

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions.
You must make a request in writing (o obtain access to your health information. We will charge you a
reasonable costsbased foe for expenses such as copies and stoff time, It you prefer, we will prepare a
summary or an explanation of your health information for & fee,

Disclosure Accounting: You have the right to receive a list of instances in which we or our business
associates disclosed your health information for purposes, other than weatment, payment, healthcare
operations and certain other activities, for the last 6 years, but not before April 14, 2003. Ifyou 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 the right to request that we place additional restrictions on our use or disclosure of
your health information. We are not required to agres to these additional restrictions, but if we do, we will
abide by our sgreement (except in an emergency).

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



Alex Tumeniunk, DMD
345 Boston Post Road
Milford, Connecticut 06460
(203)876-2696

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse To Sign This Acknowledgement®

1 have received a copy of this office’s Notice of Privacy Practices.
(patlent name)
Person Signing(if minor)
Signature
Date
For Office Use Only

We atiempted to obtain written acknowledgement of teceipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:

Individual Refused to Sign
Communications barriers prohibited obtaining the acknowledgement
An Emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)



