[image: image1.jpg][t Lake &
Ccs)glglu%ify@
College



 Dental Hygiene Clinic
3491 West Wights Fort Road 

West Jordan, Utah 84088
801-957-6001

PATIENT NOTICE OF PRIVACY PRACTICES AGREEMENT*
This notice describes how dental/medical information about you may be used and disclosed and how you can get access to this information. Carefully review and sign where appropriate. 

Salt Lake Community College will only use patient healthcare information for treatment, payment and healthcare operation purposes. We reserve the right to change our privacy practices and the terms of this Notice at any time for all health information that we maintain, including health information we created or received before we made the changes. You may request a copy of our notice at any time by notifying the Salt Lake Community College in writing. 

Treatment: It may be necessary to share patient health information with other dentists or medical/dental facilities. This may include specialists and primary care physician/providers. 
Healthcare Operations: Salt Lake Community College will protect patient health information by accessing information that is reasonable and documenting disclosures, speaking quietly and sharing health information outside of the practice where necessary to provide optimum healthcare operation including conducting training programs, certification, licensing and credentialing activities. Contacting a patient regarding appointments and transmitting relevant information about health services is a part of healthcare operations. 
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 you with your healthcare upon a written notice. 
Your Authorization: You may revoke your authorization of our use of your health information for treatment, payment or healthcare operations, in writing, at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect. 
We may not disclose your health information for any reason except as noted below:
Marketing Health-Related Services: We will NOT use your health information for marketing communications without your written notice. 
Legal Requirement: We may use or disclose your health information as required by law. We may disclose to correctional institution or law enforcement official(s) having lawful custody of protected health information of inmate or patient under certain circumstances.
National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances.  We may disclose to federal official’s health information required for lawful intelligence, counterintelligence and other national security activities.  

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, domestic violence or other serious 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. 
PATIENT RIGHTS: The patients of the Salt Lake Community College have the following rights regarding their healthcare information: 

1. The right to receive a paper copy of the privacy notice upon request. 

2. The rights to access, inspect, or receive a copy of personal dental records. 
3. If a patient requires copies of  his/her records or x-ray(s) they will be provided  within seven business days of the request under the following conditions: 

a. The patient must submit a signed “Release of Medical Records” consent form.

b. This request must be made during the months the dental hygiene clinic is in session. 
c. A reasonable fee for duplication must be submitted.
4. The right to request that we amend your health information.  This request must be made in writing and include your reason for requesting the amendment.  We may deny your request under certain circumstances.

*The term patient may also comprise parent, legal guardian or legally authorized person. 
Questions or Concerns

If you need more information about our privacy practices or have questions or concerns, please contact our privacy officer/clinic manager at the number listed at the top of the opposite side of this page.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we 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 address this issue with us using the contact information listed at the end of this notice.  If you wish to submit a written complaint to the U.S. Department of Health and Human Services, we will provide you with the address 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.

I, _______________________________________, have had full opportunity to read and consider the contents of this Notice of Privacy Practices Agreement. I understand that, by signing this form, I am giving my consent to the use and disclosure of my protected health information to carry out treatment, payment activities and healthcare operations. Healthcare operations include permission for the dental hygiene clinic to contact my medical doctor(s) and/or their staff, or other healthcare providers as needed, to develop a safe and effective dental hygiene treatment plan for me. 
Date: _________________________________

Printed Name: ______________________________________________

Signature: __________________________________________________
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