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NOTICE OF PRIVACY PRACTICES
THIS XONCE DESCIBES 1IOW HEATTH IIIFORIAIIOI{ ABOUT YOU I/IY BE USED Al{D DISCI.OSED AIID NOW YOU CAII GET ACCESS TO

THIS tt{F0f,rATr0[.

PLEASE REVIEUV IT GAREFUTLY. THE PRIYACY OF YOUR 1IEATTH II{FORXAIIOII IS IIPORTAilT TO US.

OUR LEGAL DUTY

Federal and stale law Iequires us to mainlain the privacy of your health information. That law also requires us to give you this notice about our privacy
praclices, our legal duties, and your dghts concerning your health inf0rmation. We must lollow the privacy praclices we descibe in this notice while il is in
eltect This nolim takes effect April 14, 2003, and vrill remain in etfect until we reptace it.

We r€serve the riohl to change our privacy praclices and lhe lerms ot this notice at any tim6, providsd such spplicable law psrmits the changes. We rsserve
lho dght to make the changss in our privacy practices and the new lsrms of our nolice efl€ctive tor all health informalion lhal vre maintain, including health
information we croated or received belore wo made he changes. 8elore we make a significanl change in our pdvacy practices, we will change this notice
and make the new notice available upon request.

You m8y request a copy ol ouI notice at any time. For more inlormation about our privacy praclices, or lor additional copies of this notic€, please contacl
us using the inlormadon li$ted at lhe end ol lhis notjce.

USES AND DISCLOSURES OF HEALTH INFORMATION

We uss and disclose health inlormation about you lor keatment, paymenl, and health car€ operations. For erample:
Ttoatmonu We may use youl health inlomation for trsalment or disclose it to a denlist, physician or other health care provider providing lreatment to you.

Paymcnt We may use and disclose your health inlormation to obtain payment for services we provide to you. We may also disclose your hoalth
inlormation to anothor hsalth care provider or entjty thal is subject to the federal Pivacy Rules tor its paymenl aclivities.

Heslti Cet openton!: We may use and disclose your heallh information lor our health care operations. Heallh carc operations include quality
assessment and improvomont activities, reviowing the competence or qualiflcations ot heallh care protessionals, ovaluating practitioner and provider
perfomance, conducling training programs, aereditation, cerlification, licensing or cred€niialing activities. We may disclose your health Information to
another health care provider or organization that is subiecl lo lhe federal pdvacy rules and that has a relationship with you lo support some ol their health
carc operalions. We may disclose your information to help these organizaiions conducl quality assessment and improvemenl activities, review the
compotence or qualifications of health car€ protossionals, or detect or prevenl health care traud and abuse.

0n You? Authodzation: You may give us writton authorizalion to use your health inlormation or lo disclose it to anyone lor any purpose. ll you give us an
authodzation, you may revoke it in $rriting at any lime. Your revocalion will not aflect any us6s or disclosures permitted by your authoizalion while it was
in elfecl. Unless you give us a i,vrilten authodzation, we cannot use or disdose your heallh informati0n for any reason except lhose descdbed in this notice.

To Yout Family ard Friend3: We may disclose your heallh information to a lamily member, ldend or other person to the ertent necessary lo help wilh
youl health care or with payment lor your health care. B€lore we disclose your heaith inlormation to these people, we will provide you with an opportunity
to otiecl to our use or disclosure. ll you ars not present, or in the event of yourincapacity or an emergency, we willdisclose your medical inlormation based

on our prolessional iudgment of whether the disclosule would be in your best interest. We may use our prolessional iudgment and our oxperiencs with

common praclice t0 make reasonabls inl€rences ol your best interest in allov{ing a person to pick up filled prescdptions, medical supplies, x-nys, or olher
similal forms ol hoalth intormation. We may use or disdose inlormation about you to notify or assist In notifying a person involved in your care, ol your

location and generai condition.

Appointmenl Rominders: We may use or disclose your hBalth infomalion to proMde you with appointment remind€rs (such as voicemail messages,

postcards, or leltBrs.)

Osaster Rellel: We may use or disclose your health inlormation to a public or pivate enlity authodzed by law or by ils chader to assist in disasler reliel

elfons.

Public Bemfif We may use or disclose your medical infomation as authorized by la'x lor the following purposes deemed to be in lhe Public interest or

beneft
. as required by law;
. for public hoalth aclivities, including disoase and vilal statistic reporting, child abuse reporting, FDA oversight, and to employers regarding

work-related illness or iniuryi
. to report adult abuss, neglecl, or domostic violonce;
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. to hoalth ovoFighl agencies;

. in response to court and administdive orders and other lawlul processes;

. to law enForcement officials pursuant t0 subpoenas and other la$,lul processes, conceming cdme victims, susPicious dealhs, crimes on our

premises, r€porting crimes in emergencies, and for purposes of idenlilying or loceting a suspect or olher person;

. to coronsrs, medical examinors, and luneral directols;

. to an organ procuroment organizations;

. to aved a sedous lhreat to health or salety;

. ln conneclion wilh certaln resBarc[ activitiesi

. to the military and to lederal otficials for la!flful intelligence, counlerintelligence, and national s€curity activities;

. to correctional inslitutions regarding inmates; and

. as authodzed by state worke/s compensation laws.

PATIENT RIGHTS

Acccss: You have the right lo look at or get copies of your health informalion, wilh limiled exceptions. You may request that we provide copies in a lormat

other than photocopies. We will use the lormat you requesl unless we cannol praclicably do so. You musl make a requ€st in lvriting lo obtain access t0

your health inlormation. You may request access by sending us a tetter to the address al lhe end of this notice. ll you [equest copies, we will oharge you

a reasonable cost-based lee thal may include Iabor, copying costs, and postage. ll you request an alternalive lormat, we will charge a coslbased lee lor

provjding your health intormalion in that fomat. ll you prefer, we may-but are not requted to-prepare a summary or an explanalion of your health

inlormation for a fee. Contact us using lhe intormation listed at the ond ofthis notice loI more information aboul fees.

Disclosure Accounting: You have the righl to receive a list of instances in which we or our business associates disclosed your health information over

the last 6 yoars (but not before Apil 14, 2003). That lisi will not include disclosures lor trealment, paymenl, health care operations, as authorized by you,

and for certain olher activities. ll you request this accounting mote lhan once in a 12-month period, we may charge you a reasonable, costbased lee lor

responding to these addilional requests. Contact us using the inlomation listed at the end ol this notice for more inlolmation about foes.

Restriction: You have lhe dght to r€quest that we place addilional restdctions on our use or disclosure 0l your health information. We are not tequited to

agree to these addilional restrictions, but iF we do, we will abide by our agreement (excepl in an emergency). Any agrcement $re may make to a request

lor additional restrictions must be in ,flriting signed by a person authodzed to make such an agreement on our behalf. Your request is not binding unless

our agreement is in wrjting.

Alternatlve Communication: You have the right to requesl that we communicate with you about your health inlormation by altsmative means or to

alternative locations. You musl make your request in wdting. You must specify in your request lhe alternalive means or location, and plovide salislactory

explanation how you will handle paymenl under the alternative means or location you request

Amendment You have the right to request that we amend your health infolmation. YouI lequesl musl be in wriling, and it must explain why we should

amend the inf0rmation. We may deny your request under certain circumstances.

OUESTIONS AND COMPLAINTS

ll you tvant more information about our pdvacy practices or have questions or concems, please contact us using the inlomalion listed at lhe end of this

notice.

ll you believo lhat;
. we may have violated your privacy righls,
. we nade a decision about accoss lo your health information incorectly,
. our response to a request you made io amend or restdct the use oI disclosure ol your health inlormatjon was incollecl. or

. w0 should communicale with you by alternative means or at altetnative locations,

you may contact us using the information listed below. You also may submit a written complaint lo the u.s Depanment ol Hoalth and Human Services'

i{e willprovide you with ihe addross to file your complaint ryith the U.S. Dopanment ol Heallh and Human SeMces upon request-

we supiorr youi rigtrt to tne privary of youi trealth inlormation. We will noi reraliate in any way if you choose to file a complaint with us or with the U S'

Department ol Health and Human Services.

Hoban DentistrY
Provider Contact Off ice: _-

513-858-2012513-858-1600 Fax:Telephone

E-Mail:- essica hobandentistr .com

Address: -
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5184 Winton Road, Fairfield, Ohio 45014
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ltE,tt afiE ol Pndb]
SECTlOil A: The Patient

Name:

Address:

I,

Telephone: E-mail:

Patient Number: Social Security Number:-
SECTlOil B: Aclurowledgemed d Beceipt d Ptircy Pnclirxs ilolir.

, acknowledge that I have received a Notice of

Pdvacy Practices from the above-named practice.

Signature: Date:

lf a personal representative signs this authorization on behalf ol the individual, complete the following:

Personal Representative's

Relationship to lndividual:

SECIIOII C: Good Faih Efiort b 0tfrln Achrodetemeil d Receits

Describeyourgoodfaitheffoiltoobtaintheindividual'ssignatureonlhisform:-

Descdbe the reason why the individual would not sign this form:

Signature:

SIGilATURE.
I atlest that the above inlormation is conect.

Prinl name:

Date:

Title:
lduh ilt affiedgeflrf'nl d re,ript h E hrtrfunfs lf,Nd$

ACKNOWLEDGEMENT OF RECEIPT OF
rnoNdno,r^ PRIVACY PRACTICES NOTICE o'clr.,Bd&rn.n'i.\uc

Nema'



I
HOBANan DENTISTRY DDS

Appointment Cancellation and No-Show Policy

At Hoban Dentistry, we strive to provide exceptional dental care and service to all our

patients. ln order to maintain the efficiency of our practice and accommodate the needs

of all our patients, we have implemented the following Appointment Cancellation and

No-Show Policy.

Appointment Cancellation:

We understand that circumstances may arise that reguire you to cancel or

reschedule your appointment. We kindly ask that you provide us with at least 24

Hours' Notice if you need to cancel or reschedule your appointment.

To cancel or reschedule an appointment, please contact our office during

business hours at (513) 858-1600

Failure to provide at least 24 hours notice for cancellation or rescheduling may

result in a Cancellation Fee ($50.00).

No€how Policy:

o A "No€how" is defined as missing an appointment without prior notification or

cancellation.

o To ensure the availability of our services to all patients, we have implemented a

No€how Fee Policy.

r No-Show Fee $50.00

a

a

a
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Thank you for your cooperation and understanding. lf you have any questions or

concerns regarding this policy, please feel free to contact our office. We appreciate the

opportunity to serve your dental needs.

Patient's Signature and/orGuardian

Print Name

Date

Hoban Dentistry, LLC

5184 Winton Road

Fairfield, Ohio 45014

(513) 858-1600

sherry@hobandentistry.com
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