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CHRISTOPHER M. GRANILLO, DDS, LLC
INTEGRITY, COMPASSION, AND COMMITMENT

HIPPA NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY 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
The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a federal program that requires that all medical

records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on
paper, or orally, are kept properly confidential. The Act gives you, the patient, significant new rights to understand and
control how your information is used. HIPAA provides penalties for covered entities that misuse personal health information.

As required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy of your health
information and how we may use and disclose your health information. We may use and disclose your medical records for
several purposes, including treatment, payment, defense of legal matters, to family and friends, and health care operations:

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 a physician or other healthcare provider providing
treatment to you, or to family and friends you approve. Treatment includes providing, coordinating, and/or
managing health care related services by one or more health care providers. An example of this would include
teeth cleaning services.

Payment: We may use and disclose your health information to obtain payment for services we provide to you. Payment
includes such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and
utilization review. An example of this would be sending a claim for your visit to your insurance company for payment.

Healthcare Operations: 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 qualifications
of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation,
certification, licensing or credentialing activities. An example would be an internal quality assessment review. We may also
create and distribute de-identified health information by removing all references to individually identifiable information.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations,
you may give us written authorization to use your health information or to disclose it to anyone for any purpose. You also
have the right to request restrictions on disclosure of PHI (Personal Health Information), or alternative means of
communication to ensure privacy. Before we disclose your health information to these people, we will provide you with
an opportunity to object to our use or disclosure. If you are not present, or in the event of your incapacity or an
emergency, we will disclose your medical information based on our professional judgment of whether the disclosure
would be in your best interest. We may use our professional judgment and our experience with common practice to
make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, X-
rays, or other similar forms of health information.

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

Required by Law: We may use or disclose your health information when we are required to do so by law or national
security activities.

Abuse or Neglect: We may disclose your health information to appropriate authorities when we suspect abuse or
neglect.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders
(Such as voicemail messages, postcards, or letters).



PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information with limited exceptions. If you request
copies, we will charge you a reasonable fee to locate and copy your information, and postage if you want the copies
mailed to you.

Amendment: You have the right to request that we amend your health information.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information 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 alternative means or at alternative locations, you may complain
to us 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 Human Services. We will provide you with the address to file your complaint with the U.S.
Department of Health and Human Services 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 with the U.S. Department of Health and Human Services. A Privacy/Contact Officer has been
designated for this office. The Privacy Officer can be contacted by simply contacting the office and asking to speak to the
Office Manager who serves as the Privacy Officer.



PATIENT ACKNOWLEDGEMENT OF THE
NOTICE OF PRIVACY PRACTICES
AND CONSENT FOR USE AND DISCLOSURE OF
PERSONAL HEALTH INFORMATION

Print Patient’s Name Date

I, , acknowledge that |
(Signature of Patient or Parent or Legal Guardian)

Have either received a copy of this office’s NOTICE OF PRIVACY PRACTICES or that this office’s
NOTICE OF PRIVACY PRACTICES was made available to me to receive.

I, , consent to the use and disclosure of
(Signature of Patient or Parent or Legal Guardian)

My personal health information by your office for Treatment, Billing / Payment and Health care

Operations as outlined in the NOTICE OF PRIVACY PRACTICES.

FOR OFFICE USE ONLY

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

Notice of Privacy Practices effective [date] given to individual on (date)

[]InPerson []Mailing []Email [] Other

Reason individual or parent/legal guardian did not sign this form:

[] Did not want to
[] Did not respond after more than one attempt
[] Other

The following good faith efforts were made to obtain the individual or parent/legal guardian’s signature.
Please document with dates, times, individuals spoken to, and outcome, as applicable, the efforts that
were made to obtain the signature. More than one attempt must be made.

[ In person conversation
[] Telephone contact
] Mailing
[ ] Email
] Other

Staff Name (please print): Title:

Signature: Date:




