James 8. Tagliarini, DM.D_LLC

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Pasvwe

Adddtess,

fstenhone: E-masit

Vagign 75 Sacial Security #

SECTION B: TG THE PATIENT — ?LEASE REAB THE FGU_GWING STATEME%TS CAREF ULL‘!

Purpose of Consent: By signing this form. you wilt consent 10 our use and disclosure of your protected heslth infor
miation to carry oul reatment. payment actvities, and heglthcare opersions.

Notice of Privacy Practices: You have the right 1o read our Nolice of Privacy Pracuices before you decide whethe
Lo sign this Consent. Our Notice provides a description of our resunert, payment activities, and healthcare oper-
ations, of the uses and disciosures we may make of your prolected health information, and of other Important mat
ters about your protecied healtih information. A copy of our Notice accompanies this Consent. We encourage you 1o
read it carefully and completely before signing this Consent.

wao reserve the right 10 change our privacy practices as described in our Notice of Privacy Practices. If we change
sur privacy practices. we will issue a revised Notice of Privacy Practices, which will contain the changes. Those
changes rmay apply 10 any of your protecited health information that we maininin

You rnay obtain a copy of our Notice of Privacy Practices. including any revisions of pur Notice, 8t any tine Dy cornactitig
Comac Person: L-€ONA TOmascak

(203) 743-2232 e (203) 792-4291

Tateptione

Leona09@aol.com

53 North St., Danbury, Ct. 06810

Lot

Addregs

Right to Revoke: You will have the right 1o revoke this Consent at any time by giving us writien notice of yous
revocation subrmitted to the Contact Person tisted above. Please understand that ravocation of this Consent will ot
affect any action we 100X in reliance on this Consent before we received your revocation, and that we may dectine
reat you or to continue treating you if you revoke this Consent.

SIGNATURE
i have had full opporiunity to read and consider the
contents of this Consent form and your Motice of Privacy Praciices. | understand that. by signing this Consent

forrre 1 am giving my consent 1o your use and disclosure of my protected heaith information 10 carcy out treatment.
pavment activities and health care operations.

Signanure. Data

it this Consent s signed by & personat representiative on behalf of the patdent. compleate the following

Personat Representative’s Mame:

Netsrionship o Pauers:,
YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN T
inchude completed Consent in the patient’s chart.




James S. Tagliarini,D.M.D.LLC

NOTICE OF PRIVACY PRACTICES

 You May Refuse to Sign This Acknowedgement”
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We attemnpied 10 obiain written acknowtedgement of receipt of our Notice of Privacy Practices,
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James S. Tagharini, DM.D.,LLC

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 IS iIMPORTANT TO US.

OUR LEGAL DUTY .

We are required by applicable federal and state law o maintain the privacy of your heslih information. We are aiso
required 1o give you this Notice sbout our privacy practices, our legat duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while 1t is in effect. This Notice
takes effect _ 03W2N08 and will rernain in effect uniil we replace it

We reserve the right to change our privacy practices and the terms of this Notice at any tirme, provided such
changes are permitted by applicable law. We reserve the right to miake the changes in our privacy practices and the
new terms of our Notice effective for all health information that we mgintain, including heatth informaiion we Creat-
ed ar received before we made the changes. Before we mske a significarst change n aur privacy practices, we will
change this Notice and make the new Notice avallable upon request.

You rray request a copy of our Notice at any time. For move information about our privacy practices, of for addition
al copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disciose health inforrnation about you for treatinent, payment, and healthcare operations. For exaruple:

Treatment: We may use or disclose your health information ta a physician or oiher healthcare provider pro-
viding treatment o you.

Payment: We miay use and disclose your health infermation to obtain payment for services we provide 1o you.

Heaitheare Operations: We may use ang disclose your health infformation in connection with our healthcare oper
ations. Healthcare operations include quality assessment and improvernent activities, reviewing the competence or
qualifications of healthcare professionats, ephusting praciitioner and pravider pecformance, conducting training
programs, accreditation. certification, licensing of credertiating activities.

Your Authorization: i addition 1o our use of your health information for reaument, payment or healthcare opera-
tons, you may give us weitien authorization to use your heaith information or 1o disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke 1 In wrilting at any time. Your revocation will not affect any use
or disclosures permitted by your authorization while # was in effect Uniess yous give us a written authorization, we
cannol use oF disclose your health infonmation for any reason except those described in this Notice.

To Your Family and Friends: We must disciose your heslth information te you, as described in the Patient
Rights section of this Notice. We may disciose your health informstion 10 3 family member, friend or other person
1o the extent necessany W help with your heaithcare or with payment for your healthcare, but only if you agree that
we may do so.

Persons Involved in Care: We may use or disclose health information to notlfy, or assist in the notification o
{inciuding identifying or localing) 2 family mernber, your personat representative or anothes person responsible for
vour care, of your location, your general condition, or death. i you are present, then prior 1o use or disclosure of your
- health information, we will provide you with an opportunity to obiject 1o such uses or disclosures. in the event of your
incapacity or emergency circumstances, we will disclose heaith information based on a determination using ouwr
professional judgment disclosing onty health informasion that is directy relevant to the person’s involvement in your
heafthcare. We will aiso use our professionst judgment and cur experience with cornmon practice [0 make reason-
abie inferences of your best interest in allowing 8 person o pick up fiked prescriptions. medical supplies, xrays, or
nther simifar forms of health information.

Marketing Health-Related Services: We will not use yous heaith information for marketing commurnications
without your written authorization.

Renuired by Law: We may use or disclose your health information when we are required 1o €0 So by faw.

Abuse or Neglect: We may disclose your health information 1o appropriate suthorities if we reasonably betieve that
you ave a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may dis-
Close your feaith Information 1o the extert necessary to avert & serious threat (o your health or safety or the health
or safety of others.


http:authori.za

National Sesurity: We may disciose (o military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose 1o authorized federal officials heatth information requiced for lawful intelli-
gence. counterinteliigence. and other national security activities. We may disclose to comrectional institution or law
enforcement official having lawful custody of protected healih information of inmate or patient under centain circum-
slances.

Appoimtment Reminders: We may use or disclase your health informaltion 1o provide yau with appomiment
recrinders [such as voicernail messages. postcards, or letters).

PATIENT RIGHTS . .
Aceess: You have the right 1o jook at or get copies of your health information. with limited exceptions. You may
request that we provide copies in a formal other than photocopies. We will use the format you request unless we
cannot practicably do so. {You must make a request it wiiting 1o oblain access ip your health information. You may
abtain a form to request access by using the contact information fisted ax the end of this Notice. We will charge you
a reasonable cost-hased fee for expenses such as copies and staff tirne. You may aiso request access by sending us
a fetter 1o the address at the end of this Notice. if you request copies, we will charge you $0.50 for each page. -
$26.00 _per hour for staff time to locote and copy your health information. and postage ¥ you want the copies mailed
to you. ¥ you request an aliernative format, we wili charge a cast-based fee for providing your health information in
that foranat. ¥ you prefer, we will prepare a sumimary of an explanation of your health information for a fee. Comtact
us using the information histed at the end of this Notice for a full explanation of o fee structure }

Disciosure Accounting: You have the right 1o receive  list of instances in which we or our business associaies
disclosed your health information for purposes. other than treatment, payment. healthcare operations ari cerain
other activities. for the last & years, but not before Agrit 14, 2003, If you request this accounting more than once in a
12-manth 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 o JISCIOSure af your
health information. We are not required 10 agres 1o these additiona! restriciions, but if we do. we will abide by oy
agreement {except in an emergency}.

Atternative Commnunication: You have the right 1o request that we communicate with you aboul your haalth infor-
mation by alternative means or W akernative lecations. {You must make your request i wiiting.} Your request rust
specify the alternative means or lfocation, and provide satisfactory expianation how payments will be handled urdes
the alternative means or [acation you request,

Amendment: You have the fight 1o request that we amerx! your hesith information. {Yous request must be 1 witmg,
and it must explain why the information should be amenderd} We may deny your request under cenain circurmstances.

Electronic Notice: If you receive this Notice on our Web she or by electronic mail {e-mail), you are entitled to
receive this Notice in written form.,

QUESTIONS AND COMPLAINTS
If you want more information about owr privacy practices or have questions or concems, please corntact us.

If you are concamed that we may hove violated your privacy rights, of you disagree with a decision we mage avout
access to your health infarmstion or in response o a request you made 10 amend or restrict the use or disclosure of
your heslth information or 1o have us communicate with you by alternative means or at alternative locations, you
may complain 1o us using the contact information fisted at the end of this Notice. You also may subrmiit 5 written
complaint w the U.S. Department of Health ang Human Services. We will provide you with the address to file your
complaint with the ULS. Depariment of Health and Human Services upon reguest.

We support yeér Fight to the privacy of your health information. We will not retaliate in any way i you choose t file
a cornplaint with us or with the U.S. Department of Health and Human Services.

Comact Officer: _-€0Na Tomascak

Tetephone: {203} 743-2232 e (203) 7924291
cmait.__Leonad9 @ aol.com

Adaress: 29 North St., Danbury, CL. 06810
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