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PRIVACY POLICY

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.

The Health Insurance Portability & Accountability Act of 1996 ("HIPPA") is a federal program that requires that all Dental
records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on
paper, or orally, are kept properly confidential. This Act gives you, the patient, significant new rights to understand and control
how your health information is used. "HIPPA" provides penalties for covered entities that misuse personal health information.

As required by "HIPPA", we have prepared this explanation on how we are required to maintain the privacy of your health
information and how we may use and disclose your health information. We may use and disclose your medical records only for
each of the following purposes: treatment, payment, and health care operations.
- Treatment means providing, coordinating, or managing health care and related services by one or more health care
providers. An example of this would include a dental examination.
- Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection
activities, and utilization review. An example of this would be sending a bill for your visit to your insurance company for
payment.
- Health care operations include the business aspects of running our practice, such as conducting quality assessment
and improvement activities, auditing functions, cost management analysis, and customer service. An example would be an
internal quality assessment review.

We may contact you to provide appointment reminders or information about treatment alternative or other health related
benefits and services that may be of interest to you. Any other use and disclosures will be made only with your written
authorization. You may revoke such authorization in writing by request to the Privacy Officer.

I, have had full opportunity to read and consider the contents of this Consent form and your
Notice of Privacy Practices. I understand that, by signing this form, I am giving my consent to your use and disclosure of my
protected health information fo carry out treatment, payment activities, and health care options.

Signature: Date:

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES *You May Refuse To Sign This Acknowledgement
I , have been given the opportunity to receive a copy of Amazing Kidz
Pediatric Dentistry's Notice of Privacy Practices.

Responsible Party Signature: Date:

For Office Use Only. We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

Individual refused to sign

Communication barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (Please specify)
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Larry Shults, DDS MsD

3549 E. Brown Road Suite 102 - Mesa, AZ 85213 - 480.634.5686 office - 888.620.3210 fax
amazingkidzdentistry@gmail.com - www.AmazingKidzDentistry.com



