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HIPAA PRIVACY FORM1

Notice of Privacy
YBEUMENT
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Purpose: This form, Not|ce ofP

e ' I#O‘atll &t m res us to

give our pati regar rﬁ‘% orm m%/V?e n% e chg tareflect the
cles /or strict
patient begi Iat than the date of our first service dellvery to the patient, including service
deliveredelectronically, after April 14, 2003. We must make a good-faith attempt to obtain written '
at'the

offlce for patients to request to take with.the € muﬂott Notice in Iear a
pro t location \Mére\t is reasofiable c\t any‘p'atl eekmmjc
read K ise e No vailable upon request on or
afte m* VISIO méﬁ'rer conS|stent with the above instructions. Thereafter, we
b e No

dental practi tlc t provide this Notice to each
acknowledgement of receipt of the Notice from the patient. We must al e'me Notl avalil
ice to each new patient at the time of service delivery and to any person requesting

istri
a Not|ce. We must also post the revised Notice in our office as discussed above.

DO NOT | RINT:
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Ronald F. Lumachi, DDS

157 Stuyvesant Avenue - Union, NJ 07083

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

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this Notice
about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices that are described
in this Notice while it is in effect. This Notice takes effect (04/28/09), and will remain in effect until we replace it.

e
We reserve the right to change our privacy practices and the ter of thlwnce E!'any‘ﬂne prowded SE\ ermltted by applicable law.
all

We reserve the right to make the chan eﬂgur pri ewte of fornn)n that we maintain,
including he in n e cleal ‘qor ived made e nges or’e cy practices, we will
change this the \v Notice"availab '

You may request a co of our r‘lce t|me For more |nformat|on about our privacy practices, or for additional copies of this Notice, please
contact us using'the |nf atlon listed at the end of this Notice.

USESANDDISCLOL‘R EAL uﬂo!mat ‘ ] w ‘ ""
atIO

We use and disclose h out youfor treatment, payment, and healthcare operations. For example:

Treatment: We may e or d|sc|ose your health information to a physician or other healthcare prowder prowdmg treatment to.yeu. '

Payment: We may use and disclose your health |nf0rmat|on to obtai pay eﬁr ?r‘ we pri

Healthcare Operatlons-,We Wﬂ' ! disclose y atlo |r‘mectlon ORWith our ah op&tions include
quality assessMn Improv t_a V|t V|eW|ng the c etence or qualifi ns of of s 0 als, evaluatmg practitioner and
provider perfor j ining ms a onwtlflcatlonﬂeena r credentialing activities.

Your Authorl se of your health information for treatment, payment or healthcare operations, you may give us written
authorization to use your health |nf0rmat|on 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 you give us 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 you, as described in the Patient Rights section of this Notice. We may
disclose your health information to a family member, friend or other person to the extent necessary to help with your healthcare or with payment for your
healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of |nc|u locating) a family
member, your personal representative or another person responsible for your care, of y ati at fyou are present,
then prior to use or disclosure of your health |nformat|on WI|| pr idewyou'With an Zto‘ or In the event of

your incapacity or emergenc ctrcum it , we WI for ion based on a determi
only health information thé
experience with common

supplies, x-rays, or other si

ri our rofessmnal wdgment disclosing

irec t to the |nv0 your h thcare Wi o luse our"prof ssional judgment and our

}r‘o mal ason st interest’in allowihg a person to pick up filled prescriptions, medical
h |nfo

Marketing Health-Related Services: We will not use 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).
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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 $ 1.00 for each page, $ . per hour for staff time to 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-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).

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 mean locatjomzrand provide satisfactory
explanation how payments will be handled under the alternative means or location ﬁ ‘“

ure
0 request that d your eal fo n#a ‘ust explain why the
|rcums

e may deny you
r |si\l tice on our eb site o ctroﬁE‘malI (e-mail), you are entitled to receive this Notice in written form.

Amendment: You have the rig
information shouldsise afended.)

Electronic Noti‘:e‘ Ifh

QUESTIONS AND COMP, = " , ' 2{ \ l ! - .
If you want more |nf0ri {t our e'practlcj ‘ave‘stlons of concernsypléase contact

If you are concerned that we'may have wolated your privacy rights, or you disagree with a decision we made about access to your heal! ormation or

in response to a request you made to amend or restrict the use or disclosure of your health |nformat|on or to Ve us c unl by
alternative means or at alternative locations, you may complain to us usmg'th tactﬂmatlon otlce aI may submit
a written complaint to the U.S. Department of Health and4Hu I Qrov € you mu rcomp tW|t he U.S.
Department of Health and-Hu

We support yo r hw t ay if you choose to file a complalnt with us or with the U.S.
Department of

Contact Officer:  Ronald F. Lumachi, DDS
Telephone: 908-687-6177 Fax:
E-mail: rlumachi@yahoo.com

Address: 1517 Stuyvesant Avenus - i ew Jersey 0O T ‘ l '
- N
Website: ~ Www . d Fach i.com £ l
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Ronald F. Lumachi, DDS

157 Stuyvesant Avenue - Union, NJ 07083

HIPAA PRIVACY FORM 2

Acknowledgement of

Receipt of IT
THIS RO EIENT

g &8

_

\l‘k‘

‘ =
Pu rpose} Sr is used to obt%p acknowledgement recelpt of our Notice of Privacy Practices or to
documen

faith"effort to obtain that acknowledgement.
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Ronald F. Lumachi, DDS

157 Stuyvesant Avenue - Union, NJ 07083

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse To Sign This Acknowledgement *

— ‘1'

I, ﬂ r a0 : 5 _have rei jwﬂrE la t of Privacy Practices.
X REVIEW

Please Print Name™
w B
— W a &% o
.

F ‘.‘_l_‘r G ’F@face .

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

Signature ‘

i) -

Date

O Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

O

O An emergency situation prevented us from obtaining U\/'Qe\ . l T‘

m| Othe asgﬂfy) \ J ¢ "‘ B
ﬁ' NO 1 T
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