Delia Fem'a'mdez-Garner, D.D.S.

Notice of Privacy Practices

‘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.

Delia Femandez-Gamner, D.D.S., hereafter referred to as "Practics,” is commitied to preserving the privacy and confidentiality of your
health information. This Notice of Privacy Practices degoribes how we sty use and disclose your protected health information,
hercafter referred to as “PHL™ to carry out treatment, payment or health care operations and for other purposes that are permitted or
required by law. 45 CFR§ 164.520. This Notice has been revised to conform to HIPAA’s Final Ruie referred to as the “Omnibus
Rule” published 01/25/13. This notice replaces previous versions of the Notice and is effective 6/23/2614. You may access or obtain
a copy according to the following options: 1) Contect the office and request a copy to be sent to you by mail or email, 2) request a
copy at the time of your next appointment.

1, USES & DISCLOSURES OF PHI: How We Use Your Information: Your PHI may be used and disclosed by our Practice’s dentist,
administrative and or clinical staff and others outside of our Practice who arc involved in your care and treatment for the purpose of
providing healthcare services to you.

A) Treatment: We will use and disclose your PHI to provide, coordinate or manage your dental care and any related services. We
may disclose PHI 1o other providers who may be treating you such as a specialist.

B) Payment: We will use your PHI to obtain payment for the dental care services provided by this Practice. For example, if we are
working with your insurance plan, we may verify eligibility or coverage for benefit determination. We may use or disclose your
information so that a bill may be sent to you that may include services provided.

C) Healthcare Operations: The Practice may use or disclose, as needed, your PHI in order to support its business activities such as
quality performance reviews regarding our services or the performance of our staff. i) Business Associates: We may share your PHI
with third party business associates such as answering services, transcriptionists, billing services, consultants, trainers and legal
counsel. We obtain 2 written agreement between our Practice and the business associate to assure the protection and privacy of your
PHI.

Other Permitted and Required Uses and Disclosures That May Be Made Without Your Authorization or Opportunity to Agree or
Object: We may use or disclose your PHI in the following situations without your authorization or providing you the opportunity to
agree or object as follows:

D) Required or Permitted by Law: We may use or disclose your PHI as required by law. This may include public health activities
such as controlling 8 communicable disease or compliance with health oversight agencies authorized by law, We may disclose PHI to
a public health authority authorized to receive reports of child abuse or neglect. We may disclose your PHI if we believe you have
been a victim of abuse, neglect or domestic violence to a governmental agency authorized to receive such information in comptiance
with state and federal law. We may disclose your PHI to the Food and Drug Administration for the quality, safety, or effectiveness of
FDA-regulated products or activities. We may disclose your PHI in the course of a legal proceeding in response to & subpoena,
discovery request or other lawful process. We may also disclose PHI to law enforcement providing applicable legal requirements are
satisfied. We may disclose PHI to a coroner or medical examiner for identification purposes. We may disclose PHI to researchers
when the information does not directly identify you as the source of the information and such research has been approved by an
institutional review board 1o ensure the privacy of the PHI. We may disclose PHI as authorized to comply with workers® compensation
laws. We may use and disclose your PHI if you arc an inmate of a correctional facility and this information is necessary for your care.

Authorization for Other Uses and Disclosures of PHI: Use and disclosure of your PHI not addressed in this Notice of Privacy
Practices will be made only with your written authorization. You may revoke this authorization in writing at any time. If you revoke
this authorization, we will no longer use or disclose your PHI; however, we are unable to retrieve previous disclosures made with your
prior authorization.

Other Permitted and Required Uses and Disclosures that Require Your Permission or Objection:

ii) Students: We may share PHI with students working in our Practice to fulfill their educational requirements. 1f you do not wish a
student to observe or participate in your care, please notify your provider.

iii) Appointment Reminders: We may contact you as a reminder of your appointment. Only limited information is provided on an
answering machine or an individual other than you answering the call. We may issue a post card or letter notifying you that it is time
to make an appointment. You may provide a preferred means of contact such as a mobile telephone number or email address.
Reasonable requests will be accommodated.

iv)Family, Close Friends, Personal Representatives & Care Givers: Our staff may disclose to person involved in your care your PHI
relevant to that person’s involvement in your care or payment of the services providing you identify these individual{s) and authorize
the release of information. If you are unable to agree or object to such disclosure, we'may disclosure such information as necessary if
we determine that it is in your best interest based on our professional judgment. If a young adult age cighteen (18) requests that his or




her information not be réleased to a parent or guardian, we must oomply with this request in compliance with state law. For minor
children living in divided houscholds, both parents (mother and father) have access to the PHI uness their parental rights have been
terminated. Payment of services is addressed in-your Finat Divorcé Decree; however, we obtain payment from the parent who brings
the child in foc treatment. We will provide you a statement to send to the other parent for your reimbursement.

v) Disaster Relief: If applicable, we may use.or disclose your PHI to an authorized public or private entity to assist in disaster relief
eﬂ'mumdmooordimmmddndomm family or other individuals involved in your care.

2. YOUR RIGHTS. 'I'he lbllomngunmunofymnghfsregardmgpm wegather about you:

A) Copy of this Notice: You have the right to a copy of this , . _

B) Inspect sad Copy PHI: Ywh\m&eﬂshttohnpg youmainmnedbyourl’mﬁcctomclude
dental and billing records. You must submiit a written tet Whether refer & paper or electronic copy. According to
state and federal law, mmmMamﬂeﬁehmmmwm&mMmltmum via
email. However, if you prefer this information emailed to you with ¢ bt Or Security messures, we will comply with your request
andwillwﬂﬂyommdhd&mWemggeﬂsmdiugmwmmmﬁlaﬁwewﬂimplymﬂlmemmmmhmow Under
federal law, you may not inspect or copy psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil,

criminal or administrative action or proceeding. Please contact the Privacy Officer for more details),

C) Amendment: You have the right to have your provider amend your PHI about you in a designated record set. Please consult with
the Privacy Officer. We may deny this request and you may respond with a statement. We may include a rebuttal statement in your
record. Reasons we may deny amending such information, but not limited to these reasons, is if we did not create the information, or
if the individual who created the information is no longer available to make the amendment or it is not part of the information
maintained at our Practice.

D) Restrictions: You have the right to request a restriction of your PHI. If you paid out-of-pocket for a service or item, you have the
right to request that information not be disclosed to a health plan for purposes of payment or health care operations and we are
required to honor that request. You may request in writing to our Privacy Officer not to use or disclose any part of your PHI for the
purposes of treatment, payment or health care operations such as to family members or friends involved in your care or for notification
purposes as described in this Notice of Privacy Practices. However, your provider is not required to agree to this restriction. You may
discuss restrictions with the Privacy Officer.

E) Confidential Communications: You have the right to request to receive confidential communications from our Practice by
alternative means or t an alternative location. For example, you may prefer our Practice to use your mobile telephone or email rather
than s residential line. Please make this request in writing to the Privacy Officer. Our staff will not ask personal questions regarding
your request. ‘

F) Disclosures: You have the right to request an accounting of disclosures of your PHI including those made through & Business
Asnociate as set forth in CFR 45 § 164.528. The HITECH Act removed the accounting of disclosures exception to PHI to carry out
treatment, payment and healthcare operations if such disclosures are made through the EHR. To request an accounting, you must
submit your request in writing to the Privacy Officer.

G) Breach Notification: According to the HITECH Act, you have the right to be notified following a breach of unsecured PHI that
affects you. “Unsecured” is information that is not secured through the use of technology or methodology identified by the Secretary
of the U.S, Department of Health and Human Services to render the PHI unusable, unreadablte and undecipherable to unauthorized
users. Breach notification applies to our Business Associates who are obligated to notify our Practice if & breach of unsecured PHI
occurs that affects you, '

H) Fundraising: If PHI is used for fund raising which is considered “health carc operations,” basic requirements must be satisfied to
include notice to the individual and a process for individuals to opt-out. If the individual consents, only specific parts of PHI may be
used for fund raising. Note: Your PHI will not be used in this manner at our Practice.

3. Complaints: You have the right to file 2 complaint if you believe your privacy rights or that of another individualy’ have been
violated. You may contact our Privacy Officer and your issue wiit be addressed, You may also file a complaint with the Secretary of
Health and Human Services at: U.S, Department of Health & Hunran Setvices, Office of Civil Rights, 200 Independence Avenue, SW,
Washington, D.C. 20201. Your complaint must be filed in ‘writing, either on paper or clectronically, by mail, fax, or e-mail; name the
covered entity or business associate involved and describe the.acts or omissions you believe violated the requlrements of the Privacy,
Security, or Breach Notification Rules; and be filed within 180 days of when you knew that the act or omission complained of
occurred. You may visit the Office of Civil Rights website at www.hhs.gov/ocr/hipaa/ for more information.

If you have any questions, would like additional information or want to report a problem regarding the handling of your PHI, you may

contact the Privacy Officer at:
Delia Femandez-Garner, D.D.S.

703 N. Main Street, PO Box 232
Mount Pleasant, TN 38474
Tele: (931) 379-7711
You will not be penalized for filing a complaint.




Time 4:05 PM Delis Fernondesz, 005 Date 11272018

Eaglesoft Medical History(New)
Patient Name: Birth Date: Date Created:

mwmmmw!aeahwammmﬁ,mmﬂ'\isapartofmmﬂrebudy. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive, Thank you for answering the folowing questions.

Are you under a physician's care now? &1 ves N0 lfyes[ i
Have you ever been hospitalized or had a major operation? Eives @ No If yes | i
Have you ever had a serious head or nedk ingury? & ves ©5No lfvﬂi i
Are you taking any medications, inguding blood thinners? fves ©No Ifyes | |
Do you take, or have you taken, Phen-Fen o Redux? €1¥es @) No Ifyes | ' ]
Have you ever taken Fosamax, Boriva, Actonel or any other Fives S No Ifyu[ |
medications containing bisphosphonates?

Are you on a spedal det? #5Yes €O No

Do you use tobacco? Eves SN0

Women; Are you Pregnasnt/Trying to get Pregnant? Pives SN0

Da you use controled Rbstoncas? £} Yes TiNo If yes |
Are you allergic to any of the following? - - :

ClMeta FiLatex £ Sudfa Drugs Filocal Anesthetics

Other? F Ifyes | |

Doymm,aimeyu;.h.ad,mofh.mr

AIDSAHIV Posfive FiYes SN0 | Cortisone Madidne 7 ves €No | Hemophia P Yes ©No  |Radation Treatments Fives N0
Alzheimer’s Disease FiYes ©No |Diabetes ivfes :No |Hepatitis A #Yes FiNo |RecentWeightLoss OiYes TINo
Ansphiaxis FYes € No |Drug Addictien FyYes & No |HepatitsBorC ives €3N0 [Renal Dinlysis #)Yes ©INo
Anemia Fives ©ONo  |Emsly Winded & Yes €3N |Herpes TiYes ©No  |Rheumatic Fever Sives FiNo
Angina HYes SNo |Emphysema # Yes & No |High Blood Fressure £ Yes O No |Rheumatism FrYes ONa
Arthritis JGout £iYes HiNo |Eplepey or Seinres #Yes ©3Np | High Chalesterol Eives ©No |ScaretFever PrYes £3No
Actifical Heart Valve FYes O No |Excessive Bleeding #Yes &3No  |HvesorRash @ Yes FINo |Shingles Fives SN0
Artificial Joint 5% ¢INo  |Evcessve Thirst Sives ©No  |Hypogiycemia i Yes F5No | Sidde Cel Disease @ ves £No
Asthma #ves ©No |FantingSpedeDiziness £ Yes $)No  |Iregular Heartheat ©ives SN0 | Snus Trouble @ ves TiNo
Blood Disease Zives SNo |FrequentCough #Yes S No | Kdney Problems ®ifes ¥3No |Spina Bifida Hves ©iNo
glood Transfusion FYes £iNo |FrequentDiarrhea EiYes FiNo | Levkemia £tes @No |Stomach/Intestingl Disease i ves &) No
Breathing Problers #Yes ©)No |Frequent Headaches I Yes ©:No  |Liver Discase Fives ©ONo |Stroke ®ives ExNo
Bruise Easly ves *yNo |Genital Herpes #ives 3No | LowBlood Pressure Pives o |Sweling of Limbs FiYes SINo
Cancer FivYes @ No |Gaucoma Tives &xNo |LungDisease FiYes ©3No | Thyroid Disease #1ves N0
Chemotherapy ©iYes ¢iNa  |HayFever # Yes No | Mitral Valve Prolapee #i¥es TINo |Tonslitis ©ves TNo
Chest Pains #Yes #INo |HeartAttadcFalure #ives N0 |Osteoporosis #ives PiNo | Tuberculosia #Hives Do
Cold SoresfFever Blisters )y Yes TiNo  jHeart Murmur M yes TiNo | Painin Jaw oints Fives F)No | Tumorsor Growtha Fives £No
Congerital Heart Disorder ¢ Yes £ No Heart Pacemaker £ Yes ©:No |Parathyroid Disease FyYes ¢HNo |Ulcers T Yes O No
Cormvultions A Yes ©)No |Hesrt TroubleDisease Fives ©No |Puychiatric Care FyYes ©No | Veneresl Disease Fves DINo
yelow Jaundice Dves ONo

Have you ever had any serious liness not isted above? & Yes A No If yes r l

Comments:

Tohﬂofmhm.&qmﬂﬁﬁmm.wm. Iwmmmhﬁmmhmmm{umﬁm&)m. Itismy
Mwmuwmﬁmdu-whmﬁm

Sgnature of Patient, Parent or Guardian:

X ) Date:




PATIENT REGISTRATION

First Name Last Name Middle Initial__Preferred Name
Address City State/Zip
HomePhone CellPhone WorkPhone

Sex ( )Male ()Female
Birth Date Age

Employment Status { } Full Time ( ) PartTime ( }Retired Employer

Student Status { } Full Time { ) Part Time - Name of School Attending

How did you hear about us?

Marital Status ( ) Married ( )Single ( ) Divorced ( )Single ( )Widowed
Email Address

Responsible Party (if somecone other than the patient)

First Name Last Name Middle Initial
Address

Home Phone Cell Phone Work Phone

Employer

Primary DENTAL Insurance Information

Name of Insured

insured’s Soc. Sec. # or Subscriber ID#

Relationship to Insured ( )Self ( ) Spouse ( )Child
Grp# Insured’s DOB

Employer Insurance Company
Address Address
City, State, Zip City, State, Zip

Secondary DENTAL Insurance Information

Name of Insured

Relationship to Insured { ) Self ( ) Spouse ( ) Child

Insured’s Soc. Sec. # or Subscriber ID#

Grpi#t Insured’s DOB

Employer

Address

City, State, Zip

Insurance Company

Address

City, State, Zip

In the event my account is placed with an outside collection agency, | hereby agree to pay all collection fees,

attorney fees, and court costs associated with the collection of the account.

SIGNATURE

DATE




Delia Fernandez-Garner, D.D.S.
Your Privacy Is Important to Us

Acknowledgment of Receipt of Notice of Privacy Policies
(Minor)

I have received a copy of the Notice of Privacy Practices of Delia Fernandez-Garner D.D.S. I hereby
authorize, as indicated by my signature below, Delia Fernandez-Garner, D.D.S. to use and to disclose my
protected health information for any necessary clinical, financial, and insurance purpose, as authorized
in the Patient Consent form.

Print Patient Name Address

Signature (Parentor Guardian) Date

Please check any means and provide necessary information:

You may contact me at my home telephone number.
You may contact me on my mobile telephone number,
You may contact me on my work telephone number
You may send me an email at:
Other:

Uaaaa

Please list authorized persons with whom we may discuss yoﬁr Protected Health Information (PHI) in
addition to custodial parents and legal guardians:

1. : Date Added /Removed:
2. * Date Added / Removed:
3. Date Added/Removed:
4 Date Added / Removed:
5 Date Added / Removed:

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:
D Individual refused to sign

D Communication barriers prohibited obtaining the acknowledgement

D An emergency situation prevented us from obtaining the acknowledgement

D Other (Please Specify)

Staff Person Intiials




PATIENT CONSENT (MINOR)

Clinical

1.

As the parent/legal guardian of ("Patient”), I authorize Delia
Fernandez-Garner, D.D.S. to perform all recommended treatment on the Patient

1 authorize the Practice to take radiographs, study models, photos, and other diagnostic aids or materials
(collectively, “Diagnostic Material”) as needed to make a thorough diagnosis. I authorize that such
Diagnostic Material may be released to third-party payors and/or other health professionals.

I authorize the use of anesthetics, sedatives, and other medication, as needed, and am fully aware that
using anesthetic agents involves certain risks, including not limited to redness and swelling of tissues,
pain, itching, vomiting, dizziness, miscarriage, cardiac arrest, drowsiness, and/or lack of coordination.

Financial

4.

I am responsible for payment for all services rendered on behalf of the Patient. I understand that
payment is due when services are rendered unless prior arrangements have been made. Should my
account become delinquent, I will be responsible for all additional collection costs including reasonable
attorney fees.

Insurance

5.

I authorize the Practice to release to staff, hospitals, health care service plans, insurance companies, self-
insurers or their representatives, any and all information, records, and radiographs about the Patient’s
medical history, services rendered, or recommended treatment.

1 authorize the Practice to submit claims for payment for services rendered or pre-authorizations
necessary to my insurance company, on my behalf or on Patient’s behalf and in my name listed as
“signature on file” and assign to the practice the insurance benefits providing assignment is accepted. I
am responsible for payment regardless of the coverage provided.

I have read this Patient Consent and agree to the terms and conditions herein.

Signature of Parent/Guardian: Date:

Relationship to Patient:




