North Penn Dental Arts
Stanley J. Heleniak, D.M.D.
1670 Sumneytown Pike
Lansdale, PA 19446
(215) 361-2040

Notice of Privacy Practices

Please read this notice carefully, as it describes your rights regarding your health information and how it
can be used and/or disclosed and how you can be given access to the information.
The privacy of your healthcare information is important to us.

Legal Responsibility of Qur Office

Federal and state laws require us provide you with this notice in regards to the protection of vour private
healthcare information. We are also required to give vou this notice about our privacy policies and procedures,
your rights in relation o your healthcare information and our legal responsibilities. This privacy policy takes
effect immediately March 3,2003 and will remain in place until our office replaces it. We must follow the
privacy practices that this notice sets forth

[t is the right of this office to change this policy at any time as long the changes are in accordance with the
applicable laws. Significant changes will result in the replacement of this Notice and the new Notice wil| be
available upon request.

If you have any questicns regarding our privacy policies or if you would like a copy of this notice, please
contact our office using the contact information at the end of this Notice.

Healthcare Information Uses and Disclosures

Your healthcare information is used and disclosed for treatment. payment, and healthcare operations: for
example: '

Treatment: Our office may use or disclose your healthcare information to a physician or other healthcare provider who
is providing treatment to vou,

Payment: Your healthcare information will be used and disclosed by our office to obtain pavment for services rendered
to you.

Healthcare Operations: Our office will use and disclose your healthcare information in associarion with our healthcare
operations. These operations include, but are not limited to: evaluation and review of healthcare professionals, quality
reviews, assessments, improvement and training activities, licensing and credentialing activities. and certification and
accreditation programs.

Your Authorization: In addition to the above uses of your healthcare information, vou have the right to give us written
authorization to use or disclose vour private healthcare information to anyone for any reason. . We will not release vour
private healthcare information without your written authorization. You are allowed to revoke the authorization at any
tune: however, this revocation will not affect any prior uses or disclosures of this information that may have been relcased
while this authorization was in affect.

Family and Friends: Your healthcare information will only be released to vou unless vou have authorized our office to
disclose information to a family member. friend, or other person. We will only disclose the information necessary to help
with your treatment or payment of your healthcare with vour permission.
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notify or aid in the notification of a family member, personal representative or another person responsible for your care of
vour location. vour general condition or death. If vou are present and capable of deciding what information and to whom
that information should be released, vou will be given that option. If you are incapacitated because of an emergency, we
will use or disclose only that private health information that is deemed necessary in our professional judgment and
experience to make reasonable recommendations of vour best interest in altowing another individual to pick up
prescripions, medical supplies, x-rays or other similar forms of healthcare information.

Persons Involved in Your Care: Our office may use or disclose your private health information if it is necessary to

Marketing Health-Related Services: We will not use vour private healthcare information for marketing programs
wi hout vour written authorization.

Required by Law: If the law requires our office to use or disclose vour private healthcare information, our office will
comply.

Abuse or Neglect: Qur office will notity the appropriate authorities if we have reason to believe that vou have been a
victim of abuse, neglect or domestic violence, We may disclose your personal health information to the degree necessary
to prevent or avert any serious threats to vour health or safety or the health or safety of others.

National Security: We may disclose to military officials the health information of Armed Forces personnel under
certain circumstances. We may disclose vour health information as required for lawful intelligence, counterintelligence,
and other national security activities. We may disclose this information to correctional institutions or law enforcement
officials having lawful custody of protected health information of inmates or patients under certain circumstances as
dictated by tederal regulation.

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

Patient Rights

Access: You have the right to look at or get copies of vour personal health information. with limited exceptions. You
may ask that we provide these copies in a format other than photocopies. We will use the requested format unless that
format is unavailable to our office. (To obtain access to vour healthcare information, you must make the request in

writing. You can either send a letter detailing the request or contact our office for a form letter. Contact information 1s
provided at the bottom of this Notice). We will charge a reasonable cost for copies. $ 20 00 for staff time to locate and

copy these records. Please contact us for further information regarding fees or it vou need a form to request access to vour
records.

Disclosure Accounting: You have the right to receive a list of requests that have been made for disclosure of your
personal health information either from our office or our business associates for purposes other than treatment, payment,
healthcare operations and certain other activities, for the last 6 vears, but not before Apnl 14, 2003, If you request this
accounting more than once in a 12 month period we may charge vou a reasonable fee for this request.

Restriction: You have the right to request that we place restrictions on our use or the disclosure of vour personal
healthcare information. We are not required to abide by these requested restrictions, but if we do, we will accept your
request (except in emergency situations)

Alternative Communication: You have the right to request that we communicate with you about vour health
information by other forms of communication or to other locations. (These requests must be made in writing). Your
request must spectfy the form of communication, or the alternate location, and provide satisfactory explanation how
payments will be handled under these alternate circumstances.
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Amendment: You have the right to request that we amend vour healthcare information. Again. your request must be
made in writing and it must explain why the information should be amended. We have the nght to denv this request under
certain circumstances as dictated by the federal regulations regarding HIPAA.

Electronic Notice: If vou recetve this notice via our Web site or by e-mail, you are also entitled to receive this Notice
in written form from our office.

Questions and Complaints

[f you need or want more information regarding our privacy practices or have any questions or concerns, please
ccntact us.

[f you are concerned that we may have violated your privacy rights, or vou disagree with a decision our office
has made regarding access to your healthcare information or a response we made to vour request to amend or
restrict the use and/or disclosure of vour healthcare information or to have us communicate with you using an
alternative means or location, vou have the right to complain to us using the contact information listed on the
bottom of this Notice. You may also contact the Department of Health and Human Services in writing. We
will be happy to provide you with the mailing information upon request.

Our office supports your right to the privacy of your healthcare information. We will not retaliate in any way if
you deem it necessary to file a complaint with the U.S. Department of Health and Human Services.

Contact Information

Contact Officer: Michele Clinger

Telephone: (215) 361-2040 Fax: (215) 361-2088
E-mail: drheleniak@cs.com

Address: 1570 Sumneytown Pike, Lansdale, PA 19446
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