Bret Davis D.M.D., PC
788 Eastland Drive Suite A
Twin Falls, Idaho 83301
208.733.2621

NOTICE OF PRIVACY PRACTICES

We respect our legal obligation to keep health information that identifies you private. We are obligated
by law to give you notice of our privacy practices. This Notice describes how we protect your health information and
what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or disclose your health information is for treatment, payment or
health care operations. Examples of how we use or disclose information for treatment purposes are: setting up an
appointment for you; examining your teeth; prescribing medications and faxing them to be filled; referring you to
another doctor or clinic for other health care or services; or getting copies of your health information from another
professional that you may have seen before us. Examples of how we use or disclose your health information for
payment purposes are: asking you about your health or dental care plans, or other sources of payment; preparing
and sending bills or claims; and collecting unpaid amounts (either ourselves or through a collection agency or
attorney). "Health care operations"” mean those administrative and managerial functions that we have to do in order
to run our office. Examples of how we use or disclose your health information for health care operations are:
financial or billing audits; internal quality assurance; personnel decisions; participation in managed care plans;
defense of legal matters; business planning; and outside storage of our records.

We routinely use your health information inside our office for these purposes without any special
permission. If we need to disclose your health information outside of our office for these reasons, we will ask you
for special written permission.

OTHER USES AND DISCLOSURES
We will not make any other uses or disclosures of your health information unless you sign a written
"authorization form." Typically, in this situation you will give us a properly completed authorization form, or you
can use one of ours.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
The law gives you many rights regarding your health information. You can:
Ask us to restrict our uses and disclosures for purposes of treatment (except emergency treatment), payment or
health care operations. We do not have to agree to do this, but if we agree, we must honor the restrictions that you
want. To ask for a restriction, send a written request to the office.

OUR NOTICE OF PRIVACY PRACTICES
By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change it. We
reserve the right to change this notice at any time as allowed by law. If we change our Notice of Privacy Practices, we
will post the new notice in our office and have copies available in our office.

I acknowledge that | have been informed of my rights as a patient.

Signature of Patient or Legal Guardian:

Print Name: Date:

Patient Name: Date of Birth:




