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 intelli-
gence, 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 circum-
stances,

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemnail 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 letter to the address at the end of this Notice. If you request copies, we will charge you $0.25 for each page,
$15.00 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 Natice 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-month 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).

Altemative Communication: You have the right to request that we communicate with you about your health infor-
mation by alternative means or to alternative locations. (You must make your request in writing.) Your reguest 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 Natice: 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.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, you
may complain to us using the 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 the address to file your
complaint with the U.5. Department of Health and Human Services 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.

Contact Officer;_Patti Beagle
Telephone: (317) 843-1281 Fax: _(317) 574-9390

E-mallr patti@jbeagledds.com
R 3003 East 98th St., Suite 200 Indianapolis, IN 46280
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Jay R. Beagle, D.D.S., M.S.D.

ACKNOWLEDGEMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES
AND

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

| understand that, under the Health Insurance Portability & Accountability Act of
1966 (“HIPAA”), | have certain rights to privacy regarding my protected health
information. | understand that this information can and will be used to:

+ Conduct, plan and direct my treatment and follow-up among
multiple healthcare providers who may be involved in that
treatment directly and indirectly.

+ Obtain payment from third-party payers.

+ Conduct normal healthcare operations such as quality
assessments and physician certifications.

| have received, read and understand your Notice of Privacy Practices containing
a more complete description of the uses and disclosures of my health information.
| understand that this organization has the right to change is Notice of Privacy
Practices from time to time and that | may contact this organization at any time at
the address above to obtain a current copy of the Notice of Privacy Practices.

| understand that | may request in writing that you restrict how my private informa-
tion is used or disclosed to carry out treatment, payment or health care operations.
| also understand that you are not required to agree to my requested restrictions
but if you do agree then you are bound to abide by such restrictions.

Patient Name:

Relationship to Patient:

Signature:

Date:

OFFICE USE ONLY

| attempted to obtain the patient’s signature in acknowledgement of this Notice of
Privacy Practices Acknowledgement, but was unable to do so as documented below:

[ Date: | Initials: | Reason:
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