
 

 
 
 

 

 

 
 

HIPAA NOTICE OF PRIVACY PRACTICES 

 

 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN OBTAIN ACCESS TO THIS INFORMATION. PLEASE REVIEW 
IT CAREFULLY. 

 
The terms of this Notice of Privacy Practices (“Notice”) apply to Buena Vida Dental Studio, its affiliates 
and its employees. Buena Vida Dental Studio will share protected health information of patients as 
necessary to carry out treatment, payment, and health care operations as permitted by law. 

 
We are required by law to maintain the privacy of our patients' protected health information and to provide 
patients with notice of our legal duties and privacy practices with respect to protected health information. 
We are required to abide by the terms of this Notice for as long as it remains in effect. We reserve the 
right to change the terms of this Notice as necessary and to make a new notice of privacy practices 
effective for all protected health information maintained by Buena Vida Dental Studio. We are required 
to notify you in the event of a   breach of your unsecured protected health information. We are also required 
to inform you that there may be a provision of state law that relates to the privacy of your health 
information that may be more stringent than a standard or requirement under the Federal Health 
Insurance Portability and Accountability Act (“HIPAA”). A copy of any revised Notice of Privacy Practices 
or information pertaining to a specific State law may be obtained by mailing a request to the Privacy 
Officer at the address below. 

 
USES AND DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION: 

 
Authorization and Consent: Except as outlined below, we will not use or disclose your protected health 
information for any purpose other than treatment, payment or health care operations unless you have 
signed a form authorizing such use or disclosure. You have the right to revoke such authorization in 
writing, with such revocation being effective once we actually receive the writing; however, such 
revocation shall not be effective to the extent that we have taken any action in reliance on the 
authorization, or if the authorization was obtained as a condition of obtaining insurance coverage, other 
law provides the insurer with the right to contest a claim under the policy or the policy itself. 

 
Uses and Disclosures for Treatment: We will make uses and disclosures of your protected health 
information as necessary for your treatment. Doctor and other professionals involved in your care will 
use information in your health record and information that you provide about your symptoms and 
reactions to your course of treatment that may include procedures, medications, tests, medical history, 
etc. 

 
Uses and Disclosures for Payment: We will make uses and disclosures of your protected health 
information as necessary for payment purposes. During the normal course of business operations, we 
may forward information regarding your dental treatment to your insurance company to arrange payment 
for the services provided to you. We may also use your information to prepare a bill to send to you or to 
the person responsible for your payment. 



 

 
 
 

 

 

 
RIGHTS THAT YOU HAVE REGARDING YOUR PROTECTED HEALTH INFORMATION: 

 
Access to Your Protected Health Information: You have the right to copy and/or inspect much of the 
protected health information that we retain on your behalf. For protected health information that we 
maintain in any electronic designated record set, you may request a copy of such health information in 
a reasonable electronic format, if readily producible. Requests for access must be made in writing and 
signed by you or your legal representative.   You may obtain a "Patient Access to Health Information 
Form" from the front office person. You will be charged a reasonable copying fee and actual postage 
and supply costs for your protected health information. If you request additional copies you will be 
charged a fee for copying and postage. 

 
Amendments to Your Protected Health Information: You have the right to request in writing that 
protected health information that we maintain about you be amended or corrected. We are not obligated 
to make requested amendments, but we will give each request careful consideration. All amendment 
requests, must be in writing, signed by you or legal representative, and must state the reasons for the 
amendment/correction request. If an amendment or correction request is made, we may notify others 
who work with us if we believe that such notification is necessary.  

 
Restrictions on Use and Disclosure of Your Protected Health Information: You have the right to 
request restrictions on uses and disclosures of your protected health information for treatment, payment, 
or health care operations. We are not required to agree to most restriction requests, but will attempt to 
accommodate reasonable requests when appropriate. You do, however, have the right to restrict 
disclosure of your protected health information to a health plan if the disclosure is for the purpose of 
carrying out payment or health care operations and is not otherwise required by law, and the protected 
health information pertains solely to a health care item or service for which you, or someone other than 
the health plan on your behalf, has paid Buena Vida Dental Studio in full. If we agree to any discretionary 
restrictions, we reserve the right to remove such restrictions as we see appropriate. We will notify you if 
we remove a restriction imposed in accordance with this paragraph. You also have the right to withdraw, 
in writing, any restriction by communicating your desire to do so to the individual responsible for medical 
records. 

 
Right to Notice of Breach: We take very seriously the confidentiality of our patients’ information, and 
we are required by law to protect the privacy and security of your protected health information through 
appropriate safeguards.   We will notify you in the event a breach occurs involving or potentially involving 
your unsecured health information and inform you of what steps you may need to take to protect yourself. 

 
Paper Copy of this Notice: You have a right, even if you have agreed to receive notices electronically, 
to obtain a paper copy of this Notice. To do so, please request a printed copy to the business team. 



 

 
 
 

 

 

 
Patient Name (Print):_________________________________ 

Acknowledgement of Receipt of Notice of Privacy Practices 

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to 

document our good faith effort to obtain that acknowledgement. 

***You may refuse to sign this acknowledgement*** 

 

I, ______________________________________, have received a copy of this office’s Notice of Privacy 

Practices. 

_______________________________________                    _______________________________ 

Patient Name (Printed)         Date  

_______________________________________ 

Signature 

 

Authorization to Release Information 

Purpose: This form is used to obtain authorization to release information regarding yourself covered under 

the Privacy Act to people other than yourself. 

I, _____________________________________, authorize the following person(s) to have access to 

information covered under the Privacy Practice regarding myself. 

_______________________________________                   _______________________________ 

Name (Printed)                                                                                           Relationship 

_______________________________________                   _______________________________ 

Name (Printed)                                                                                           Relationship 

______________________________________________                       _____________________________________ 

Name (Printed)                                                                                           Relationship 

 

  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: 

Individual refused to sign 

___ Communication barriers prohibited obtaining the acknowledgement. 

___ An emergency situation prevented us from obtaining acknowledgement. 

___ Other (Please Specify) 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

 


