Notice Of Privacy Practices

Purpose: This form, Notice of Privacy Practices, presents the information that federal law
requires us to give our patients regarding our privacy practices.

We must provide this Notice to each patient beginning no later than the date of our first
service delivery to the patient, including service delivered electronically, after April 14,
2003. We must make a good-faith attempt to obtain written acknowledgement of
receipt of the Notice from the patient. We must also have the Notice available at the
office for patients to request to take with them. We must post the Notice in our office in
a clear and prominent location where it is reasonable to expect any patients seeking
service from us to be able to read the Notice. Whenever the Notice is revised, we must
make the Notice available upon request on or after the effective date of the revision in a
manner consistent with the above instructions. Thereafter, we must distribute the
Notice to each new patient at the time of service delivery and to any person requesting
a Notice. We must also post the revised Notice in our office as discussed above.

GREGORY T. BERG, D.D.S.
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.

OUR 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 Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect 04/14/03, and will remain in effect until we replace it.
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes
are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new
terms of our Notice effective for all health information that we maintain, including health information we created or
received before we made the changes. Before 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 Notice at any time. For more information about our privacy practices, or for
additional copies of this Notice, please contact us using the information listed at the end of this Notice.
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.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.
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.
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. If you give us an authorization, you may revoke it in writing at any time. Your revocation 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 disclose your health information for any reason except those described in this Notice.
To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights
section of this Notice. We may disclose your health information to a family member, friend or other person to the
gxtent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may
0 so.
Persons Involved In Care: We may use or disclose health information to notify, 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 condition, or death. If you are present, then prior to 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 health 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 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.




Purpose: In cases where Gregory T. Berg, DDS has directed not to rely on acknowledgements as a basis to use or disclose health information,
this form is used to obtain a patient's consent to our use and disclosure of the patients protected health information to carry out treatment,
payment activities and healthcare operations, as described more fully in our Notice of Privacy Practices.
GREGORY T. BERG, D.D.S
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

NAME:

ADDRESS:

TELEPHONE:

EMAIL:

SECTION B: TO THE PATIENT, PLEASE READ CAREFULLY

Purpose of consent: By signing this form you will consent to our use and disclosure of your protected health information to carry out treatment,
payment activities, and healthcare operations.

Notice of privacy practices: You have the read our Notice of Privacy Practices before you decide whether or not to sign this consent. Our notice
provides a description of our treatment, payment activities, healthcare operations, and the uses and disclosures we make of your protected
health information. A copy of our Notice is available upon request. We reserve the right to change our privacy practices as described in our
Notice of Privacy Practices. If we change our privacy practices, we will issue a revised Notice which will contact the changes. You may obtain a
copy of our Notice, including any revisions, at any time by contacting our office

BERG ENDODONTICS 1325A QUEENS CT, ST PETERS, MO 63376 (636) 928-6000

Right to revoke: You will have the right to revoke this consent at any time by giving us written notice of revocation. Please understand the
revocation this consent will not affect any action we took in reliance on this consent before we received your revocation, and that we may
decline to treat you or continue treating you if you revoke this consent.

l, have had full opportunity to read and consider the contents of this consent for and our
Notice of Privacy Practices. | understand that by signing this consent form, | am giving my consent to your use and disclosure of my protected
health information to carry out treatment, payment activities, and healthcare operations.

SIGNATURE DATE

If this consent is signed by a personal representative on behalf of the patient, complete the following:

Representative name: Relation:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
REVOCATION OF CONSENT:
| REVOKE MY CONSENT FOR YOUR USE AND DISCLOSUREOF MY PROTECTED HEALTH INFORMATIONFOR TREATMENT, PAYMENT ACTIVITIES,
AND HEALTHCARE OPERATIONS. | UNDERSTAND THAT REVOCATION OF MY CONSENT WILL NOT AFFECT ANY ACTION YOU TOOK IN RELIANCE
TO MY CONSENT BEFORE YOU RECEIVED MY WRITTEN NOTICE OF REVOCATION | ALSO UNDERSTAND THAT YOU MAY DECLINE TO TREAT OR
CONTINE TO TREAT ME AFTER | REVOKED MY CONSENT.

SIGNATURE DATE




