
James S. D.M.D.,LLC 

CONSENT FOR USE AND DISCLOSURE 

OF HEALTH INFORMATION 


SECTION A: PATIENT GIVING CONSENT 

SECTION B: TO THE PATIENT - PlEASE READ THE FOLLOWING STATEMENTS CAREfULLV 

Purpose of Consent: By signing !.his form. you will consent to our use and disc!osv-re of yrn..... protected health infor· 
mation to carry out treatment. payment activities., and healthcare operations. 

Notice of Privacy Practices: You 1"laVe the right to read our Notice of Privacy Practices before you decide whethel 
to sign ,ilis Consent. Our Notice pFovid.<>s a descrip>Jon of our treatrnent. payment activities, and heal{tican, oper· 
atlons, ofUl€ uses and discIosures we may make of your protected Health information. and of Othel' imporwm mal 
rers about your protected health ifJfonnm:ion. A CDp)! of our Nonce accomparnes this Consent. We encourage you (0 

reael It carefully and cornpietely before signing this Consent. 

We reserve the fight to dlange our privacy practices as described in our Notice of Privacy Practices. If we chonge 
~Uf privacy practices. we will issue a reVised Notice of Privacy Practices, Which will contain the changes. Those 

Ghanges#rnayappiy to any of your protected nealU1 information thar -we maintnin 

You may obtain a copy.of our Notice of Privacy Practices, ip.c!uWng 8i1Y reviSions of our Notice. at any lime by contacting 

Cnnk1Ct Person: Leona T omascak 

T,';l',phonc (203) 743-2232 Fax: 
-~---~.---------------' 

(203) 792-4291 
-~--------~ 

tmml Leona09@aol.com 
.~.. ~--------------

53 North St. Danbury, ct. 06810 

Right to Revoke: You wit! have me right to revoke this Consent at any time by giving us wriuen notice of your 
revocation submitted to the Contact Person liS[ed above. Please understand ,OOl rel.'OCation of this Consent will not 
affect any action we took in reliance on this Consent before -we received your revocation. and that we may decline to 
tre~t )Iou or to continue treating you if you revoke this Consent. 

::iIGNATURE 

t. have had full opportunity to lead and consider the 
contents of this Con~,ent fo>m and your Notice of Privacy Practices. I under-stand thaL by signing this Consent 
form. I am giving my consent to yout use and disclosure of my protected health information to carry out treatment 
P<'J,,'1nent activities and health care ooerations 

li this Consent IS signed by a personal representative on behalf of tl'.e patient. complete the following 

Personal RepresenlacNe's Warne: 

YOU ARE ENTrn..ro TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. 

Include completed eonsem. in the patient's chart. 



James S. Tagliarini,D.M.D.•LLC 

ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 


. You !'<tiay Kefuse to ::>igo I his Acknowedgement' 

L of thi' 

uffices Notice of ,-"'''','''''' Practices, 

~~---,- --------------------------- ­

We attempted to obtain written acknowledgement of receipt of our Notice of lJr',,"'r'H Practices, bu! 
aCknowieclgement could not be obtained because: 

o refused to 5;QI, 


U f';ornfT)unicaUons l)arners obtaining the acknowJedqement 


o An emergency situation prevented us from acknowledgement 

o Other (Please Specify; 

:--<{~pttX:hfCHnf; .:oa j-:;.e1~ 1~11~ !'l~m, ntth."i!~{$ and U~r ~<-i:!~ i",~'H"VH.(A'1 fl.,l·f'j uH;er 

~.:.~,nen ;');nP'K<v;:,r ~;l me f\ma; Oin Den;:.); A~"$OCJ;t1ti<:1 



James S. Tagfiarini. D.M.D.,lLC 

NOTICE OF PRIVACY PRACTICE_S_ 

THIS NOTICE DESCRIBES HOW HEALTH INfORMATfONABOUT YOU MAY BE USED AND 


DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 


PLEASE REVIEW ITCAREFULLY. 

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORT.MfT TO US. 


OUR LEGAL DUTY 
We are required by applicable federal and state taw to maintain the privacy ofyour health information We are also 
required to give you this Noticeabout OUT privacy practices. our legal duties. and your rights concerning your health 
information. We must follow the privacy practiceS that are deScribed in this Notice while it is in effect. This Notice 
takes effect 03ID112OO3 , and ",,'iii r-ana!n in effect Ufliil we replace iL 

We reserve the right to change our privacy' pi""actices and the terms of this Notice at any time. provided such 
changes are permitted by applicable law. \tVa reserve the right to make the changes in our privacy practices and the 
new terms of our Notice effective for all health information that we maintain. il1Ctuding I1ealth information we creat­
ed or received before we made the changes. Before we make a significant change In our privacy practices, we wiH 
change this Notice and make the nelfl Notice available upon request. 

You may request a crJpy of our Notice at any time. for more information about our privacy practices, or 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 INFORMAJ1ON 

We use am! disclose health information aboutyou for trea!meflt:. payment. and healthcare operations. for example: 


Treatment: We may use or disclose 'jOIJT health information to a physician or other healthcare provider pro­
viding treatment to you. 

Payment: We may use and disclose your heai'"J1 information to obtain payrr.ent lOr services we provide to you. 

Healthcare Operations: We may use and disclose ':JfJIJf" health information in connection wi!h our hea!thcare oper· 
ations. Healthcareoperations 1l1Ctudequatil¥assessment and improvementactiIIiI:ies. reviewing the competence or 
qualificetions of healthCare professionals, evmuatiflg practitioner and provider performance. conducting training 
programs, accreilltation. certification. licensing Of credentialing activities. 

Your Authorization: In addition to our use ofyour health information fi:lr treatment. payment or heaithcare opera· 
tions. you ma)' give us written autllOlization to use your- heall11 information or to disclose it to anyone for any pur­
pose. Ifyou give us an authorization. you may reIIOke it in writing at any time. Your revocation wilf not affect any t!S'.') 

or disclosures permitted by your authori.za....ion while it was in effect. Unlessyou give us a Written authorization, Vie 
cannot use or disclose your heall11 information for any reason except those described in this Notice. 

To Your Family ana Friends: We must disclose. your health inl'onnatin.'l to you. as described in the Patient 
Rights section of this Notice. We may disclose your health information to a family membeI: mend or other person 
to the extent necessary to helpwith your healthCare or with payment for your healthcare. but only if you agree !hat 
we may do so. 

Persons InVolved tn Care: We may use or disdose health information to notity. Of assist in [/1e notification Ol 
(lllclUding identitying or locating) a family rnerJlber. your pers<lI1ID representative or allOther person responsible for 
your care. ofyour location. your general condition. or death. Ifyou are present then prior In use or disclosure of ')'OUr 
health information. we will provide you with an opjXII1l.Inity to oI?jed: to such uses or disclosures. In !:tie event of your 
incapacity or emergency circumstances.. we witl disclose health Information base<t on a determination using our 
professionaljudgment disclosing only health information that is directJy reieIant to the person's involvement in your 
heal!hcare. We will also use our proressionaljudgment and our experience with common practice to make reason­
able inferences of your best interest in a!lcwing a person to pick up filled prescriptions. medical supplies, x·rays. or 
()fhf!r similar forms ofhealth information. 

Marketing Health-Related Senrices:: We will not use your heaith information for mar;;eting communicationS 
without ',lour written authorization. 

Required by Law: We may use or disclose your health informatIOn when we are required to do so by law. 

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that 
you area possible victim of abuse, neglect. or domestic violence or the possible victim ofother crimes. We may dis­
close your health inforrr.ation to the extent necessary to avert a sertous threat to your health or safety or the health 
or sefetyof ot.'1ers. 

http:authori.za


National Security: We maydisclose to military atl{horities the health information of AriTk..<>d Forces personnel under 
certain cirCUf115I:ances. We may disdose to authorized federal off"tdalS health intbrmation required for lawful intelli· 
gence. counterintelligence. and other oaliorlal seo..niIy activities. We may disclose to correctional institution or law 
enforcement offiCial having lawful cUSlDdydprotected health information ofinmate or patient under certain circum· 
swnces. 

Appointment Reminders: We may use or disclOse your health information to provide you with appomtmem 
remInders fsuch as voicemail messages. postcards. or !etters}. 

PATIENT RIGHTS 
Access: You have the right w look at or get copies of your health information. with limited exceptions. You may 
request that we provide copies in a format other than photocopies. Vie will use the format you request unless We 
cannot practicably do so. {You must make a request in writing to Obtain access to your health information. You may 
obtain a form to request access by using the contact infotmation listed at meend ofmiS Notice. We will charge you 
a reasonable cost-based fee for expensessuch as copies and staff time.. You may alSo request access by sendIng us 
a letter to the address at the end of this Notice. If you request copies. we win Charge you $O.~ for each page.. 

$ 25.0(} per hour for staiftime to locateand copy your healU"l information. and postage ifyou want the copies mailed 
to you. if you request an alternative format. we will charge a cost~ fee for pr01liding your health information in 
that format. If you prefer. we will prepare a summary or an explanation ofyour health infiJrmaoon for a fee. Contact 
us using the information listed at the end of this NoI:ice fOr a full explanation ofour fee suucture.} 

Disclosure Accounting: You have !:he right to receive a list of instances in which we or our business a5sociates 
disclosed your health information for ptJfpCIseS. other than treatmer.t. payment. healthcare operations and certain 
other activities. for the last 6 years. but not before Apn114. 2003. Ifyou request this accounting more than once in a 
12-monl;.'1 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 at your 
health information. We are not reQUired to agree to these addiL~1 restrictions. but ifwe do. we will abide by our 
agreement {except in an emergency}. 

Alternative Communication: You have !:he right to n~quest that we communicate with you about your health infor­
mation by alternathle means or to alternative foc:ations. (You must make your request if! writing.) Your request must 
specify the alternative means Of IOCaliOn. and provide satisfactory explanation how payments will be handled under 
tile alternative means Of locatiO!' you request. 

Amendment: You have the right to request thai we amend your heall:l1 information. (Your request must be In .vntIl19. 
and it must explain wI'iy the information sfloufd beamended.) We may deny your mquest under certain circumstances. 

Electronic Notice: If you receive this Notice on our Wet> site 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 our privacy practices or have questions or concem5. please contact us. 


If you are concerned that we may have violated your privacy rights, Of you disagree with a decision we maoe aODU( 
access to your health inibnnation or in response to a request you made ro amend or restrict the use or disclosure of 
your health information or to have us comffil..lflicate with you by akemative means or at alternative locations. yOl!. 
may complain to us using me contact information listed at the end of this Notice. You also may submit a written 
complaint to the U.s. Department of Health and Human Services. We will prOVide you with !.he address to file your 
complaint with me U.S. Department of Health and Human SeMces 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. 

COnlact Officer: leona Tomascak 

TeJephone: (203)-743-2232 ____....:Fax: (203) 192-4291 

Address: 53 North St.. Danbury, Ct. 06810 

2002 AmC:-iCZ'ln Dental As-~lCl\ 

AU Rights ~vcQ 

R~(XkJQtooafnjuseoithislu-mby~5M1dt.rleii~5~Al-;'ln(_USle..m.....~Qf~o:ftfris.ftJftnbJa'lYothet'PNtY'eqt1t(eU1eptiIJ; 
"."<Inuen ~"ilfof t:he'~'i OenIm~iatiGl 


T".. Fmmise<lueotional""""-...r..... ~Iegal-..._cmers_.l__staU!.._(A:ugust14..2IlQll. 



