Smile Gallery Dental

David M. Datu, D.D.S., Inc.
Tel: (714) 998-2241 Fax: (714) 998-8124
E-mail: smilegallerydnti@aol.com
www.smilegallerydental.com

Welcome to Smile Gallery Dental!

We are delighted you have considered our practice in your search for excellent dental care.

At Smile Gallery Dental we are committed to provide you with complete thorough evaluations,
which are simple and well communicated by both Dr. Datu and his staff. This is done in a friend-
ly and comfortable environment with professional attitude from the initial evaluation and in
numerous follow up communications. Our number one priority is our patient's utmost satisfaction.
We will provide you with professional excellence in all phases of your dental needs, from handling
insurance claims to providing you with financial options you are comfortable with. This helps our
patients to be able to experience the confidence a more beautiful smile brings.

Dr. Datu graduated in 1992 from the University of Southern California School of Dentistry. He
continues on as part time dental faculty for USC, which he was awarded for excellence in teaching.
He is also a member of the USC mobile clinic. Dr. Datu has attended several education courses in
Periodontal Surgical Skills, Advanced Removable Prosthetics and Cosmetic Dentistry and is certi-
fied in Branemark Implantology and Prosthodontics. His focus is in Cosmetic and Family dentistry
with the most sophisticated and advanced smile enhancing. Techniques from relatively simple
options to improve your smile, to procedures that can reverse the signs of dental aging. Find out
what modern dentistry has to offer you.

Call our office for a complimentary exam and consultation appointment
at (714) 998-2241.

We look forward to treating your dental needs.

Yours In Dental Health,

Smile Gallery Dental
Dr. David Datu & Staff

1107 E. LINCOLN AVE., SUITE 201 ORANGE CA 92865
PHONE: (714) 998-2241 FAX: (714) 998-8241
www:smilegallerydental.com




Photographic Release

Your signature below indicates your consent for

Smile Gallery Dental/David M. Datu D.D.S., Inc. to use,
reproduce, and publish photographic or computer illustrations of
your face, mouth and teeth for educational or marketing
purposes, and you waive claim against any party based on the
usage of the images, or make any claim that the use of the

images defames you or constitutes an infringement of your rights
to privacy, or any other right you may enjoy. It is not mandatory
that you initial this paragraph, and you agree that if you choose
to initial this paragraph, it is done so freely and voluntarily.

Patients Signature: Date:
Dr.’s Signature: Date:
Witness Signature: Date:




The benefits of a happy, healthy smi are imme. 1 ¢ ch and maintain optimal oral heaith.
Please fill out this form c@inpletely. The bette e er we can care for you.

ABOUT YOU , INSURANCE

Primary Insurance
Dental Coverage? [] Yes [| No

Insurance Co. Name:

Today’s Date:

E-mail Address:

Name:

Insurance Co. Address:

Last First Mi Mr Mrs Ms Dr
| prefer to be called: [ Mdle [ Female Ty 7
Birthdate: 7 Age: SS#: 7 "% Insurance Co. Phone #: ( )
Hes Addvassi Group # (Plan, Local or Policy #):
Apt/Condo # Insured’s Name: Relation:

= — % Insured's Birthdate: __/_ / Insured’s ID #:
" Single " Married [IPartnered [~ Divorced/Separated | Widowed Insured's Employer:
Hem #: | | Cell / Cthes #: Employer’s Address:
Wk #: | ) Ext: DL #: T FT %
. Dental Coverage? [ Y:S“%“:ery i g
Emp Sy Ak Insurance Co. Name:

= = = Insurance Co. Address:

How long there? Occupation:

Ty S 7
Where & when are best times fo reach you? & Insurance Co, Phone #( ]
Whom may we Thank for referring you? Group # (Plan, Local or Policy #):
Other family members seen by us: Insured’s Name: Relation:

Insured’s Birthdate: / / Insured'’s ID #:

Insured’s Employer:

Previous / Present Dentist:

(Please Circle}

Person Responsible for Account: Emplayer's Address:

City State ip

SPOUSE INFORMATION

Payment is due in full at the time of treatment
unless prior arrangements have been approved.

Bis / Har Name: IF this office accepts insurance, | understand that | am responsible for payment

of services rendered and dlso responsible for paying any co-payment and
Employer: deductibles that my insurance does not cover. | hereby authorize payment direct-
Wk #: | ) Ext: SS #: ly to the Dental Office of the group insurance benefits otherwise payable to me.
Birhdate:___ / /DL # | understand that | am responsible for all costs of dental treatment. | hereby

authorize release of any information, including the diagnosis and records of

Relative or Friend not living with you. freatment or examination rendered, to my insurance company.

His / Her Name: Relation:
Wk #: ( ) Hm #: | ]

Signature Date




Patient Name:

Confidential Health History

Date of Birth:

Yes / No
2. Yes/No
3. Yes/No
4. Yes/No
5. Yes/No
6. Yes/No

- Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No

Yes / No

Other:

It NO, explain:

Has there been a change in your health within the last year?

If YES, explain:

Have you gone to the hospital or emergency room or had a serious illness in the last three years?

If YES, explain:

Are you being treated by a physician now? If YES, explain:

Date of last medical exam?

Reason for exam:

Have you had problems with prior dental treaiment?

If YES, explain:

Date of last dental exam:

Are you in pain now?
If YES, explain:

Name of last treating dentist:

Chest pain (angina)
Fainting spells

Recent significant weight loss

Fever

Night sweats
Persistent cough
Coughing up blood
Bleeding problems
Blood in urine

Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No

es; / No

Blood in stools

Diarrhea or constipation Yes / No
Frequent urination Yes / No
Difficulty urinating Yes / No
Ringing in ears Yes / No
Headaches Yes / No
Dizziness Yes / No
Blurred vision Yes / No
Bruise easily Yes / No

Frequent vomiting
Jaundice

Dry mouth

Excessive thirst
Difficulty swallowing
Swollen ankles

Joint pain or stiffness
Shortness of breath
Sinus problems

Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Other:

Heart disease

Family history of heart disease

Heart attack

Artificial joint
Stomach problems or ulcers
Heart defects

Heart murmurs
Rheumatic fever

Skin disease
Hardening of arteries
High blood pressure
Seizures

Cosmetic surgery

Yes / No

Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No

AIDS/HIV Yes / No
Surgeries Yes / No
Hospitalization Yes / No

Diabetes Yes / No
Family history of diabetes Yes / No
Tumors or cancer Yes / No
Chemotherapy Yes / No
Radiation Yes / No
Avrthritis, rheumatism Yes / No
Emphysema or other lung disease Yes / No
Kidney or bladder disease Yes / No
Stroke Yes / No
Eating disorders Yes / No

e YesiorNoiforeach) .

Psychiatric care
Osteoporosis
Thyroid disease
Asthma

Hepatitis

Sexual transmitted disease
Herpes

Canker or cold sores
Anemia

Liver disease

Eye disease
Transplants
Tuberculosis




Aspirin Yes / No Valium or other sedatives Yes / No Codeine or other narcotics

Yes / No Penicillin or other antibiotics Yes / No Latex Yes / No Food
Yes / No Nitrous oxide Yes / No Local anesthetic Yes / No Metal
Others;

Recreational drugs Yes /No Tobaceo in any form Yes / No

Yes / No Antibiotis
Yes / No Overthe-counter medicines Yes / No Alcohol Yes / No  Supplements
Yes / No Weight loss medications Yes / No Bisphosphonate (Fosamax) Yes / No Aspirin

Yes / No Anti-Depressants Yes / No Herbal Supplements
Please list all prescription medications:

Yes / No  Are you or could yu bepregnanf? If ES, what month?
Yes /No  Are you nursing?
Yes /No  Are you taking birth control pills?

FREE A

Yes / No Do you have or have you had any other diseases or medical problems NOT listed on this forme

If YES, please explain:

Yes / No Have you ever been pre-medicated for dental treatment? If YES, why:

Yes / No Have you ever taken Fen-Phen? If YES, when:

Yes / No Is there any issue or condition that you would like to discuss with the dentist in private?

The practice of dentistry involves treating the whole person. If the dentist determines that there may be a potentially medically
compromised situation, medical consultation may be needed prior to commencement of dental treatment.

I authorize the dentist to confact my physician.

Patient's Signature: Date:

Physician’s Name: Phone Number;

Whom would you like us to contact in case of an emergency?

Name: Relationship: Phone Number:

I certify that | have read and understand this form. To the best of my knowledge, | have answered every question
completely and accurately. | will inform my dentist of any change in my health and/or medication. Further, | will

not hold my dentist, or any other member of his/her staff, responsible for any errors or omissions that | may
have made in the completion of this form.

Signature of Patient (Parent or Guardian) Date Signature of Dentist Date



Welcome To Our Office

Our Doctor and Staff would like to welcome you and your family to our office and encourage you to ask any questions regarding
our office policies and services.

We strive for excellence in every aspect of your dental care and always do our best. We respect your appointment time, and
make every effort to stay on schedule ourselves. Since we are rarely late, please understand if we are delayed because of an
unexpected dental emergency. If you have an emergency dental problem you will be seen the same day you call. Please keep
in mind that you will be worked into the schedule due to our pre-scheduled appointments too there will be a wait.

For your information our dental team is comprised of an Office Administrator, Financial Coordinator and a Registered Dental
Assistant alongside the Doctor. We provide all aspects of dental services from PREVENTATIVE CARE, RESTORATIVE (fillings,
crowns, implants, etc.), EXODOTIA (extractions), COSMETIC DENTISTRY (whitening system, porcelain crowns, composite fillings
esthetics, etc.), CLEAR CORRECT (clear aligners), as well as, REMOVABLE PROSTHESIS (full and partial dentures).

Our patient's age group is diversified. We treat adults as well as children. Our patient's needs vary according to the problems
they present, and on occasion we will refer to outside specialists, whom we personally know to be caring practitioners (vary
due to insurance coverage).

PATIENT PRIVACY

Our office makes every effort to maintain patient privacy. Our staff is trained using HIPPA guidelines on the most effective way
of maintaining our patient's most private and personal information. If you have any questions or have not received your copy
of the "Notice of Privacy Practices” please speak to Nicole our Privacy Officer.

OUR OFFICE HOURS

Mondays, Fridays 9:00 AM - 5:30 PM
Wednesdays 9:00 AM - 1:30 PM
Tuesdays, Thursdays & Sundays Closed

One Saturdays a Month 9:00 AM - 5:30 PM
We try very hard to meet all of the needs of the needs of our patient's and to accommodate them. If you have any special

needs, please ask us and we will do our best to work with you. In case of an emergency after hours our doctor could be
reached @(714) 720-2020.

PATIENT COMUNICATION
| understand brief messages from the dental practice may be left on my home answering machine or with anyone who answers
the telephone at my home unless | have provided the practice with alternate instructions for communication. (initials)

CELL PHONE
| consent to the dental practice using my cell phone number to (choose one or both)J callor(] text regarding appointments
and to call regarding treatment, insurance and my account. | understand that | can withdraw my consent at any time.

My cell phone number is (include area code) (initials)

MEDICATIONS

Prescriptions and refills will be considered during office hours only. This helps us keep accurate records of medicine
consumption to be maintained in the patient chart for review by State Pharmacy Review Board. This also allows us time to
verify the accuracy of your prescription. Due to State Pharmacy Regulations, refills will not be provided to any patients who
have not been seen in the office for more than six months. Again, we welcome you to our office.

I have read and understood the above information.

Patient Signature(Guardian) Date




Payment Policy

Our goal is to deliver the finest and most cost effective health care treatment available today. Following diagnosis

the doctor will advise you of your plan for treatment. Additionally, we will discuss with you the cost of today's and
future treatments.

Appointments

Your appointment is pre-arranged. Your appointment time is reserved exclusively for you. Because of this
courtesy, when a patient cancels an appointment, it affects the overall quality of service we are able to provide. .
To maintain the utmost service and care, we do require 24 hour notice to reschedule an appointment. With less
than 24 hour notice, a fee of $45.00 or deposit to reserve the appointment time again, may be required. To serve
all of our patients in a timely manner, we may need to reschedule an appointment if a patient is 15 minutes late or
more arriving to our practice. To reschedule an appointment due to late arrival, a fee of $25 or deposit to reserve
the appointment time again, maybe required.

Payment

Our office policy is that payment is due at the time services are rendered. By not having to bill we can keep our
costs down and pass that savings on to our patients. Financial arrangements are discussed during the initial visi:
and a financial agreement is completed in advance of performing any treatment with our practice. We accept the
following forms of payments CASH, CHECK, MASTERCARD, VISA, CARECREDIT

Please note that there will be a fee of $25.00 for each bank returned check along with a 1.5% interest rate charged
monthly OTR your statement of total charges reflecting payment.

insurance

Your dental benefits is a contract between you or your employer and the dental benefit plan. Benefits and
payments received are based on the terms of the contract negotiated between you or your employer and the plan.
We are happy to help our patients with dental benefit plans to understand and maximize their coverage. Our
practice IS / IS NOT (circle one) a contracted provider with your dental benefit plan.

If we are a contracted provider with your plan, you are responsible only for your portion of the approved fee as
determined by your plan. We are required to collect the patient's portion (deductible, co-insurance, co-pay or any
amount not covered by the dental benefit plan) in full at time of service. If our estimate of your portion is less
than the amount determined by your plan, the amount billed to you will be adjusted to reflect this.

If we are not a contracted provider with your dental benefit plan, it is the patient's responsibility to verify with the
plan whether the plan allows patients to receive reimbursement for services from out-of-network providers. If
your plan allows reimbursement for services from out-of-network providers, our practice can file the claim with
your plan and receive reimbursement directly from the plan if you "assign benefits" to us. In this circumstance,
you are responsible and will be billed for any unpaid balance for services rendered upon receipt of payment from
the plan to our practice, even if that amount is different than our estimated patient portion of the bill. If you
choose to not "assign benefits" to our practice, you are responsible for filing claims and obtaining reimbursement
directly from your dental benefit plan and will be responsible for payment to our practice before or at the time of
service.

Signature of responsible party: 4 Date:




COVID-19 PANDEMIC DENTAL TREATMENT
NOTICE AND ACKNOWLEDGEMENT OF RISK

Patient's Name Date of Birth

The World Health Organization has characterized the COVID-19 virus, also known as “Coronavirus,” as a
pandemic. Our practice wants to ensure you are aware of the risks of exposure to COVID-19 associated with
receiving treatment during this pandemic.

COVID-19 is highly contagious and has a long incubation period. You or your healthcare providers may have
the virus, not show symptoms and yet still be highly contagious. COVID-19 can result in a life-threatening
respiratory disease in some patients. You may be exposed to COVID-19 at any time or in any place. Due to the
frequency and timing of visits by other dental patients, the characteristics of the virus, and the characteristics of
dental procedures, there is an elevated risk of you contracting the virus simply by being in a dental office.

Dental procedures can create fine water spray or “aerosols” which may remain in the air for several minutes to
hours. These aerosols may contain the COVID-19 virus and may create a risk of COVID-19 exposure. You
cannot wear a protective mask over your mouth to reduce exposure during treatment as your healthcare
providers need access to your mouth to render care. This leaves you vulnerable to COVID-19 transmission while
receiving dental treatment.

To provide a safe environment for our patients and staff, this practice follows the applicable state and federal
regulations and protocols for infection control, universal personal protection, and disinfection. However, due to
the nature of the procedures we provide, it may not be possible to maintain social distancing between patients,
doctors, and staff at all times.

Patient Acknowledgement

I acknowledge that | have read the Notice above and that | understand and accept that there is an increased risk
of COVID-19 exposure with treatment during the pandemic.

| understand and accept the increased risk of COVID-19 exposure with treatment at this office.
I also acknowledge that | could, or may have, exposure to COVID-19 from outside this office and unrelated to

my visit here.

| have read and understand the information stated above:

Patient or Legal Representative Signature Date

Print Patient or Legal Representative Name/Relationship

Witness Signature (optional) Date

Revised May 15, 2020



David M. Datu, D.D.S. INC.
1107 E. Lincoln Ave Suite #201
Orange, CA 92865

|

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES j

Notice to Patient:

We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may
use and/or disclose your health information. Please sign this form to acknowledge receipt of the Notice.
You may refuse to sign this acknowledgement, if you wish.

| acknowledge that | have received a copy of this office’s Notice of Privacy Practices.

Please print your name here

Signature

Date

FOR OFFICE USE ONLY

We have made every effort to obtain written acknowledgment of receipt of our Notice of Privacy from this
patient but it could not be obtained because:

| The patient refused to sign.

. Due to an emergency situation it was not possible to obtain an acknowledgement.

| We weren't able to communicate with the patient.

L Other (Please provide specific details)

Employee signature Date

HIPAA Acknowledgement of Receipt of the Notice of Privacy Practices
This form does not constitute legal advice and covers only federal, not state, law.




David M. Datu D.D.S. Inc.

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mail:
Patient #: Social Security #:

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health infor-
mation to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether
to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare oper-
ations, of the uses and disclosures we may make of your protectea haalth information, and of other important mat-
ters about your protected health information. A copy of our Notice accompanies this Consent, We encourage you to
read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change
our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those
changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:
Contact Person: NlCOIe A{Iec:
Tolephone: 7 14-998-2241 o 714-998-8124
=mai: SMilegallerydnti@aol.com

address: 1107 E. Lincoln Ave. Ste. 201, Orange, Ca 92865

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the Contact Person listed above, Please understand that revocation of this Consent will not
affect any action we took in reliancs on this Consent before we received your revocation, and that we may decline to
treat you or to continue treating you if you revoke this Consent.

SIGNATURE

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

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

Relationship to Patient;

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.




REVOCATION OF CONSENT

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment
activities, and healthcare operations.

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you
received this written Notice of Revocation. | also understand that you may decline to treat or to continue to treat me
after | have revoked my Consent.

Signature: Date:

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.
This Form is educational only, does not constitute legal advice, and covers anly federal, not state, law (August 14, 2002).



' SMILE GALLERY DENTAL
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 IMPORTANT TO US.

OUR LEGAL DUTY

te law to maintain the privacy of your health information. We are also
required to give you this Notice about aur privacy practices, our legal duties, a i

information. We must follow the privacy practices that are described in this 'Notioe while it is in effect. This Notice
takes effect (MM/DD/YR), and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes
are permitted by applicable law. We reserve the right to make the -ch

anges in our privacy practices and the new
terms of our Notice effective for all heaith information that we maintain, including health information we created or
received before we made the changes. Before we make a significant change iri our privacy practices, we will change
this Notice and make the new Notice available upon request., -

You mey request a copy of our Notice at any time. For more information about our privacy practices, or for
additional 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 disclose health information about you for treatment, payment, and healthcare o

perations. For example:
Treatment: We may use or disclose your health information to a physician or other healthcare provider providing
treatment to you. ‘

Payment: We may use and disclose your health information to obtain payment for services we

Healthcare Operations: We may use and disclose your health info
operations.  Healthcare operations include quality assessment and improvement activities, reviewing the
competence or qualifications of healthcare professionals, evaluati

ng practitioner and provider performance,
conducting training programs, accreditatiqn. certification, licensing or credentialing activities.

provide to you.
rmatian’ in connection with our healthcare

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone 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 permitted by your authorization while it was in effect. Unless i

ou give s a written authorization,
we cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to
section of this Notice. We may disclose your health information to a family

extent necessary tg help with your healthcare or with payment for your health
do so.

you, as described in the Patient Rights
member, friend or other person to the
care, but only if you agree that we may

Persons Involved In Care: We may use or disclose health information t

0 notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of

your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of



reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-
rays, or other similar forms of health information.
Marketing Health-Related Services: We will not use

F your health information for-marketing-communications without
your 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 are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may

disclose your health information to the extent necessary to avert 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 Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health .information required for lawful
intelligence, counterintelligence, and other national security activities. We may disclose to correctional institution or

law enforcement official having lawful custody of protected health information of inmate or patient under certain
circumstances. :

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to 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. -We 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 information listed at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending
us a lefter to the address at the end of this Notice. If you request copies, we will charge you $0.___ for each page,
$___ per hour for staff time to locate and copy your health information, and postage if you want the copies mailed to
you. If you request an alternative format, we will charge a.cost-based fee for providing your health information in that
format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us
using the information listed at the end of this Notice for a full explanation of our fee structure.)

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 treatment, payment, healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
12-momh 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 agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. {You must make your request in writing.} Your

request must specify the alternative means or location, and provide satisfactory explanation how payments will be
handled under the alternative means or location.you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in

writing, and it must explain why the information should be amended.) We may deny your request under certain
circumstances.

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




your health information or to have us communicate with you by alternative means or at alternative locations, you may
complain t6 us using the contact infermation 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 [

rovide you with the address to file your
complaint with the U.S. Department of Health and Human Services upon request, . ‘

We support your right to the privacy of your health information, We will net retaliate in any way if ybu choose to file a

- complaint with us or with the U.8. Department of Health and. Human Services.

Contact Officer: DaVid M- D&tll, DJD&' mc- : - .
Telephone: —|'|4 - 994 - 274 ﬁ_ Fax __ 714 - 9 R - Elﬁ

E-mail:




