PATIENT RIGHTS

Access: You have the right to lock ot or get copies of your health
infoernation, with limited exceptions. You moy request that we provide
copies in @ farmat other than photocopies. We will use the format you
request unless we cannol prachicably do so. You must make a request
in writing to cbiain access to your helth informalion. You may obtain
a form to request access by using the contact information listed in this
Motice. We may charge you a reasonchble cost based fee for expenses
such os staff time, copies and postage if you want them mailed to you.
You may also request access by sending s a letter 1o the oddress in this
Mafice. If you request on alternative format, we will charge a cost
based lee for providing your health informanen in that format. IF you
prefer, we will prepare o summary or an explanation of your health
information for o fee. Contact us using the information listed in this
Nolice for o lull explanation of cur fee siructure.

Disclosure Accounting: ‘You howe the right to
receive o list of instances in which we or eur business associotes dis:
closed your health information for purposes, ather than ireatment, pay-
ment, healthcore operations and cerlin ather activifies, for the lost &
years, but not before April 14, 2003 IF you request this accounting
more than ence in o | 2 monih pericd, we may charge you o reason-
able, cost based fee for responding to these additienal requests.

Restrictions: You hove the nght 1o request that we ploce
additiondl restricions on our use of disdosure of your health informa-
fion. We are nol required 1o agree lo these addifional restrictions, but
if we da, we will obide by our agreement {except in an emergency).

Alternative Communication: You have the
right 1o request that we commumeate with you about your health infor-
mation by allernative means, or to allemative lecofions. You must
moke your request in wriling. Your request must specify the aliemative
maans o location, and provide sofislactary explanation how pay-
ments will be handled under the aliernative means or localion you
reques

Amendment: vou hove the right 1o request that we
amend your health information. Your request must be in wriling, and
it must explain why the information should be amended. We may deny
your reques! under cerbain circumstonces.

STEVEN J. SMITH, D.D.5.
MORGAN J. SMITH, D.M.D.

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH
INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AMD HOW YOU CAN GET ACCESS TO
THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE FRIVACY OF YOUR HEALTH INFORMATION 15
IMPORTANT TO LS.

CUR LEGAL DUTY

We are raqmrnd h:,.r appilcobh tederal and state low 1o main:
tain the privacy of your health information. We are also
required fo give this MNotice about our privacy practices, and
our legal duties and your rights cencerning your health infor-
mation. We must follow the privacy proctices thal are
described in this Notice while it is in effect. This notice 1akes
ffect 04,/ 14/03, and will remain in effect until we replace i,

We reserve the right to change our privacy practices and the
terms of this Notice ot any time, prowided such changes are
permitted by applicable low. We reserve the right to moke the
changes in our privacy practices and the new terms of our
Matice offective for all health information that we maintain,
including health information we created or received belore we
made the changes. Belore we make o significant change in our
privacy practices, we will change this Motice and make the
new Motice available upon request

You may request a copy of our Nalice al any time. For more
information aboul our privacy prociices, or for addilional
copies of this Matice, please contact us using the information

listed in this Molice,

QUESTIONS AND COMPLAINTS

If you want more information abeout our privacy prachices or
have questions or concerns, p[ens.e conlach us.

If you are concerned that we may hove violated your privacy
rights, or you disagres with a decision we made aboul access
to your health infermation or in response le a request you
made lo amend or resirict the use of disclosure of your health
information or to have us communicate with you by alterna-
tive means or locations, you may complain lo us using the
contact information listed ol the end of this Notice. You may
also submit a written complaint 1o the Office for Civil Rights.
We will provide you with the address to file your complaint
with the Office for Civil Rights upon request.

We suppart your right 1o the privacy of your healih informa-
tion. We will not retaliote in any way if you choose 1o file o

complaint with the Privacy olficer or with the Office for Civil
Rights.

Privacy Officer; TOMNYA HOLDER
Telephone: [B01] 266-4427

Address: 6065 S Fashion Blvd., Suile 200

Salt Leske City, UT 84107

Office for Civil Rights

U.5. Department of Health and Human Services
50 United Nations Plozo--Room 322

Son Francisco, CA 94102

Voice (415} 437-8310

Fox (415) 437-8329

TOD (415) 437-8311

This form does nat cansmune rngul advicn, and covers oy lederal, mar sane
lowe in et ar plq]m:d s of August 14, 2002 fmhwq.ul:nl b changes
mery tetpaire Ferm ieviseon
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USES AND DISCLOSURES OF
HEALTH INFORMATION

We use and disclose health information about you for
treatment, payment and healthcare operations. For
example:

Treatment

We may use or disclose your health information to @
physician or other healthcare provider providing treal-

ment o you.

Payment
We may use and disclose your health infermation to

obtain payment for services we pravide lo you.

Healthcare Operations
We may use and disclose your health information in

connection with our healthcare operations. Healthcare
operations include quolity assessment and improve-
ment aclivilies, reviewing the competence or qualifica-
tions of healthcare prefessionals, evaluating practition-
er and provider performance, conducting training pro-
grams, accreditation, certification, licensing or creden-
tialing activities.

Your Authorization
In addition to our use of your health information for

treaiment, paymenl or healthcare operations, you may
give us wrilten authorization o use your health infor-
mation or fo disclose it to anyone for any purpese. If
you give us an autharization, you may revoke it in writ-
ing at any lime. Your revocation will not affect any use

or disclosures permitted by your authorization while it

was in effect. Unless you give us a wrilten authoriza-
tion, we cannot use or disclose your health information
for any reason except those described in this nofice.
To Your Family and Friends

We must disclose your health information to you, as
described in the Patient Rights Section of this Molice.

We may disclose health information to a family mem-
ber, friend or other person to the extent necessary fo
help with your healthcare or with payment for your
healthcare, but only if you agree that we may do so.

Persons Invelved In Care
We may use or disclose health information 1o notity, or

assist in the nofification of (including identifying or
locating) a family member, your personal representa-
tive or another person responsible for your care, of
your lecation, your general condition, or death. If you
are present, then prior to use of disclosure of your
health information, we will provide you with an oppor-
tunity to Dbi&tl to such uses or disclosure, In the event
of your incapacity or emergency circumstances, we will
disclose health information based on determination
using our professional judgement disclosing only health
information that is directly relevant to the person's
involvement in your healthcare. We will also use our
professional judgement and our experience with com-
mon practice to make reasonable inferences of your
best interest in allowing o person to pick up filled pre-
scriptions, medical supplies, x-rays, or other similar

torms of health information.

Marketing Health-Related Services
We will not use your health information for murkeiing

communications without your writlen 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 appropri-
ate 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 1o the extent necessary fo avert
a serious threat fo your health or safety or the health or
safety of others.

National Security
We may disclose to military authorities the health infor-

mation of Armed Forces personnel under certain cir-
cumstances. 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
low enforcement official having lawhul custedy or pro-
tected health information of inmate or patient under
certain circumstances.

Appointment Reminders
We may use or disclose your health information to pro-

vide you with appointment reminders (such as voice-

mail messages, postcards or letters).
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