Jonathan Koren D.M.D., PC

CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:
Tsicphone: E-mail: ~
Fatlent Number Social Security Number:

SECTION B: TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consant By signing this form, you will consent to our use and disclosure of your protected health information to cany oul traatmant,
payment activities, and healthcare oparations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you deckie whether to sign this Consent. Our Notice
provides a description of our treatmer, payment activities, and healthcare operabons, of tha uses and discosures we may make of your protected health
infarmation, and of other important matters about your protected health informatlon. A copy of our Notice accompanies this Consent. We encourage you to
read it carefully and completely before signing this Consent.

Ve raserve the right 1o change our privacy practices as described in our Notice of Privacy Practices. |f wer change ow privacy practices, we will issue @
ravised Natice of Privacy Practicas, which will contain tha changes. Those ¢hanges may apply to any of your protected heallh informetion that we maintain,

You may obtain a copy of our Notice of Privacy Praclices, including any revisions of our Nolice, at any tims by contacting:
Jonathan Koren D.M.D.

1130 Route 202 South, Bidg E-1, Raritan, NJ 08869
Tel: 9084200442 Faxc 908-429-4107
Right to Revoks: You will have the right to revaoke this Consent at any tima by giving us written notice of your ravocation submitted to the Contact

Percon listed above. Please understand that revocation of this Consent will not affect any action wea took in reliance on this Consent bafors we received
your revocation, and that we may decling to treat you of to continue treating you if you revoke this Congant.

L . have had full oppertunity tn read and consider the contents of this
Conscnt form and your Notice of Privacy Practices. I understand that, by signing this Consent form, 1 1 giving my consent

to your use and disclosure of my protected heaith information to carry out treamment, payment activities and heath care
operations.

Signature: Date:

{f thiz Cansent is signad by a paersonal representative on behalf of the patiant, complete the Following:

Personal Representative’s Nama:!

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN (T,
Include complatad Consent in the patient’s chart.

REVOCATION OF CONSENT

1 revoke my Consent for your use and disclosure of my protacted health information for treatment, payment activives, and healthcare operations.|
understand that tavocation of my Gonsent will not affect any action you took in reliance on my Consert befora you recetved this writlen Notice of
Ravocation. | also understand that you may dechine to treat or to contiua to traat me after | have revoked my Consant.

Signature: Date:




2018

Our Office’s Policy

Any financial arrangements should be made with our office manager prior to
beginning any extensive treatment plans.

Appointments failed or canceled with less than 24 hours notification will be
subject to a $35.00 charge

Unpaid balances which are aver 90 days old will incur finance charges of 1.5%
per month (18% per annum).

If your account needs to be sent to a collection agency, you will be responsibie
for the unpaid account balance as well as any additional collection costs. A
collection fee of 33% will be added to your account. Should legal action become
necessary, you are also responsibie for all court costs and attorney fees {a 20%
surcharge).

If you have dental insurance, it is your responsibility to provide us with all the
information necessary to submit your claim. This includes the proper carrier,
group number and mailing address.

| understand that my insurance is an agreement between my insurance company
and me. | also understand that | am responsible for the balance of my dental
account regardless of my insurance.

t assign dentai benefit payments to be paid directly to Dr. Koren from my
insurance company.

Please notify us of any changes in your insurance before the start of your first
visit following the change.

Other than outstanding insurance claims and financial arrangements,
payment is due at the time services are rendered.

| give permission for my dentist and his/her clinical team fo take any necessary
diagnostic films, photos, or study models to properly enable compiete diagnosis
and freatment.

| have read and understood, and agree to the terms of the preceding office
policy,

Signature of Patient or Guardian Date



Jonathan Koren D.M.D., PC
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MIAY 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.

QOUR 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 Naticz about our privacy practices, our legal duties, and your sights conceming your health
informaticn. We must follow the privacy practices that are described in this Nolice while it is in effect. This Notice
takes affact 04/15/2003, and will remain in effect until we repiace it

We reserve the right te change our privacy practices and the teims of this Notice at any time, provided such changes
are permilted by applicable law. We reserve the right to make the changes in our privacy practices and the new
terms of our Netice effective for all health information that we maintain, including heaith information we created ot
received before we made the changes. Befare we make a significant change in our privacy practices, we will change
this Notice and make the new Notice available upon request.

You may request a copy of our Noiice at any time. For more information about our privacy practices, or for
additional copies of this Notice, please contact us using the information fisted at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you far treatment, payment, and healthcare operalions. For exampla:

Treabnent: We may use or disclose your health information to a physician or other hezithcare provider praviding
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you,

Healthcare Operatlons: We may use and disclose your health information in connection with our healthcare
operations.  Healthcare operations include quality assessment and improvement activities, reviewing the
competence or gqualifications of bealthcare professionals, evaluating practiioner and provider performance,
conducting training programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your heaith information for treatment, payment or healthcare
operations, you may give us written authorization to use your heaith information or to disdlose it fo anyone for any
purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocafion 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 disciose your health information for any reasan except those described in this Nolice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Righis
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: Ye may use or disciose health information to notity, or assist in the notification of
{including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general conditiont, or death. If you are present, then prior t¢ use or disclosure of
your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of
your incapacity or emergency circumstances, we will disclose heatth information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use owr professional judgment and our experience with common practice to make
reasonabie inferences of your best interest in aliowing a person to pick up filled prescriptions, medical supplies, x-
rays, ar other similar forms of health infarmation,

Marketing Health-Related Services: We will not use your health information for marketing communications without
your wiitten authofization.

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 authonties if we reasonably believe that
you are a possible viciim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may
disclose your health information to the exient necessary to avert a serious threat to your heath or safaty or the
heaith or safety of others.

National Security: We may disclose to military authorities the health information of Ammed Forces personnel under
cerain circumstances. Ve may disclose to authorized federai officials health information required for lawful
inteliigence, caunterintelligence, and other national security achivities, Wa may disdose to correctionzl instifution ot
law enforcement official having lawful custody of protected heaftfi 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 voicemall messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look af or get copies of your health information. with limited exceptions. You may
request that we provide copies in a format other than photocopies. We wili use the farmat you request unless we
cannot practicably do so. (You must make a request in writing to cbtain access (o your health information. You may
obtain a form fo request actess by using the comtact 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 letier fo the addrass at the end of this Notice, if you request copies, there may be a charge ta locate and copy
your heafth information, and postage if you want the copies mailed o you. K you request an altemative format, we
will charge a cost-based fee for providing your health information in that format. If you prefer, we will prepare a
sumpary or an explanation of your heatth information for a fee. Contact us using the information listed at the end of
this Notice for 2 full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business assoclates
disclosed your heaith information for purposes, other than ireatment, payment, healthcare operations and certain
other acfivities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
{2-month period, we may charge yau a reasonable, cost-based fee for responding ta 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 o these additional restrictions, but if we do, we will abide by our
agreement (except i an emengency).

Alternative Communication: You have the righl to request that we communicate with you about your health
information by altemative means or to aitemative locations. {You must make your request in writing.} Your
reguest must specify the altemative means or location, and provide satisfactory explanation how payments will be
handled under the alternative means or location yous requiest.

Amandment: You have the right to request that we amend your hezltth informatien. {Your reguest must be in
writing, and it must explain why the information should be amended.) We may deny your request under certain
circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Nofice in written form,

QUESTIONS AND COMPLAINTS
if you want more information about our privacy praciices or have questions or concams, please contact us,

If you are concemed that we may have viclated your privacy nights, or you disagree with a decision we made abaul
access to your health mformation or in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by altemnative means or at aliemative focations, you may
complain to vs using the contact information listed at the end of this Notice. You also may submit a written
complaint to the U.S. Department of Health and HMuman Services. Wa wilt provide you with tha address to file your
complaint with the U.S. Department of Health and Human Servicas 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
compfaint with us or with the U.S. Depariment of Health and Human Services.

Contact Officer: Jonathan Korcn, D.M.D.
Telephone: 808-429-0442 Fax: 908-420-4107

Address: 1130 Route 202 South Bkdg E-1 Raritan, NJ 08869



Jonathan Koren D.M.D., PC

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*¥You May Refuse to Sign This Acknowlcdgement**

SR N __, have received a copy of this
olfice's Notice of Privacy Practices.

{Please Print Name)

{Signature}

{Date}

For Office Use Only

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

i Individua! refused to sign
} Commumcations barriers prohibited obtaining the acknowledgement
i An emergency situation prevented us from obtaining acknowledgement

i Other {Pleasc Specify}

© 2018 American Dental Association
All Riphts Reserved



