Dr. Todd R. Tibbs DDS
Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and IT}W you
can get access to this information. Please review it carefully.

If you have any questions about this Notice please contact the Privacy Officer.
Front Desk

Effective Date: December, 2009 Revised: 8/23/2017

We are committed to protect the privacy of your personal health information (PHI).

This Notice of Privacy Practices (Notice) describes how we may use within our practice or netwbrk and
disclose (share outside of our practice or network) your PHI to carry out treatment, payment or health care
operations. We may also share your information for other purposes that are permitted or required by law.
This Notice also describes your rights to access and control your PHI. -

We are required by law to maintain the privacy of your PHI. We will follow the terms outlined in this
Notice.

We may change our Notice, at any time. Any changes will apply to all PHI. Upon your request, we will
provide you with any revised Notice by:

e Posting the new Notice in our office.
e Ifrequested, making copies of the new Notice available in our office or by mail.

* Posting the revised Notice on our website: www.drtanyawilliams.com

Uses and Disclosures of Protected Health Information

We may use or disclose (share) your PHI to provide health care treatment for you.

Your PHI may be used and disclosed by your physician, our office staff and others outside of our
office that are involved in your care and treatment for the purpose of providing health care
services to you.

EXAMPLE: Your PHI may be provided to a physician to whom you have been referred for
evaluation to ensure that the physician has the necessary information to diagnose or trea you. We
may also share your PHI from time-to-time to another physician or health care provider e.g.,a
specialist or laboratory) who, at the request of your physician, becomes involved in your care by
providing assistance with your health care diagnosis or treatment to your physician.

We may also share your PHI with people outside of our practice that may provide medical care
for you such as home health agencies.

We may use and disclose your PHI to obtain payment for services. We may provide your FHI to

others in order to bill or collect payment for services. There may be services for which we share
information with your health plan to determine if the service will be paid for.
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PHI may be shared with the following:

EXAMPLE: You are seen at our practice for a procedure. We will need to provide a listing of
services such as x-rays to your insurance company so that we can get paid for the procedure
at times contact your health care plan to receive approval PRIOR to performing certain proc
ensure the services will be paid for. This will require sharing of your PHI.

Billing companies

Insurance companies, health plans

Government agencies in order to assist with qualification of benefits
Collection agencies

We may

>dures to

We may use or disclose, as-needed, your PHI in order to support the business activities of this

practice which are called health care operations.

EXAMPLES:

We may use and disclosure your PHI in other situations without your permission:
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Training students, other health care providers, or ancillary staff such as billing personnel to

help them learn or improve their skills.

Quality improvement processes which look at delivery of health care and for imprO\Hement in

processes which will provide safer, more effective care for you.
Use of information to assist in resolving problems or complaints within the practice.

If required by law: The use or disclosure will be made in compliance with the law ar

d will be

limited to the relevant requirements of the law. For example, we may be required to report

gunshot wounds or suspected abuse or neglect.
Public health activities: The disclosure will be made for the purpose of controlling d

s€ase,

injury or disability and only to public health authorities permitted by law to collect ci];receive
a

information. We may also notify individuals who may have been exposed to a dise
be at risk of contracting or spreading a disease or condition.

Health oversight agencies: We may disclose protected health information to a health!
oversight agency for activities authorized by law, such as audits, investigations, and
inspections. Oversight agencies seeking this information include government agenci
oversee the health care system, government benefit programs, other government reg
programs and civil rights laws.

Legal proceedings: To assist in any legal proceeding or in response to a court order,
conditions in response to a subpoena, or other lawful process.

or may

s that
latory

n certain

Police or other law enforcement purposes: The release of PHI will meet all applicable legal

requirements for release.

Coroners, funeral directors: We may disclose protected health information to a coro
medical examiner for identification purposes, determining cause of death or for the
medical examiner to perform other duties authorized by law

€r or
roner or

Medical research: We may disclose your protected health information to researchers/when
their research has been approved by an institutional review board that has reviewed the

research proposal and established protocols to ensure the privacy of your protected
information.

alth

Special government purposes: Information may be shared for national security purpases, or if

you are a member of the military, to the military under limited circumstances.




* Correctional institutions: Information may be shared if you are an inmate or under ¢ ustody of

law which is necessary for your health or the health and safety of other individuals.

* Workers’ Compensation: Your protected health information may be disclosed by uslas
authorized to comply with workers’ compensation laws and other similar legally-established

programs.

Other uses and disclosures of your health information.

Business Associates: Some services are provided through the use of contracted entities called

the business associate can perform the identified services. We require the business asso ate(s) to

“business associates”. We will always release only the minimum amount of PHI necess;v so that
g

appropriately safeguard your information. Examples of business associates include billi
companies or transcription services.

Health Information Exchange: We may make your health information available electronyc
other healthcare providers outside of our facility who are involved in your care.

ally to

Fundraising activities: We may contact you in an effort to raise money. You may opt out of

receiving such communications.

Appointment reminders: We may contact you as a reminder about upcoming appointmeTts or

treatment. We may leave you a message to remind you of an appointment.

We may use or disclose your PHI in the following situations UNLESS you object.

®  We may share your information with friends or family members, or other persons difectly

identified by you at the level they are involved in your care or payment of services.

you are

not present or able to agree/object, the healthcare provider using professional judgment will
determine if it is in your best interest to share the information. For example, we may|discuss
post procedure instructions with the person who drove you to the facility unless you tell us

specifically not to share the information.

* We may use or disclose protected health information to notify or assist in notifying J family

member, personal representative or any other person that is responsible for your car
location, general condition or death.

of your

* We may use or disclose your protected health information to an authorized public ori private

entity to assist in disaster relief efforts.
The following uses and disclosures of PHI require your written authorization:

e Marketing
¢ Disclosures of for any purposes which require the sale of your information

All other uses and disclosures not recorded in this Notice will require a written authorization from you or

your personal representative.

Written authorization simply explains how you want your information used and disclosed. Your ritten

authorization may be revoked at any time, in writing. Except to the extent that your doctor or this

practice

has used or released information based on the direction provided in the authorization, no further Tse or

disclosure will occur.
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Your Privacy Rights

You have certain rights related to your protected health information. All requests to exercise your rights
must be made in writing. You may email the front desk at toddtibbsdds@gmail.com with your request

or you may mail the request to the office at 1933 Jake Alexander Blvd West Salisbury, NC 2

You have the right to see and obtain a copy of your protected health information.

contained in a designated record set for as long as we maintain the protected health info
[f requested we will provide you a copy of your records in an electronic format. There a

This means you may inspect and obtain a copy of protected health information about ythat is

47

ation.
some

exceptions to records which may be copied and the request may be denied. We may charge you a

reasonable cost based fee for a copy of the records.
You have the right to request a restriction of your protected health information.

You may request for this practice not to use or disclose any part of your protected health

information for the purposes of treatment, payment or healthcare operations. We are notrequired
to agree with these requests. If we agree to a restriction request we will honor the restriction

request unless the information is needed to provide emergency treatment.

There is one exception: we must accept a restriction request to restrict disclosure of inférmation
to a health plan if you pay out of pocket in full for a service or product unless it is otherwise

required by law.

You have the right to request for us to communicate in different ways or in different locatiéns.

We will agree to reasonable requests. We may also request alternative address or other miethod of
contact such as mailing information to a post office box. We will not ask for an explanation from

you about the request.

You may have the right to request an amendment of your health information.

You may request an amendment of your health information if you feel that the informatign is not

correct along with an explanation of the reason for the request. In certain cases, we may
your request for an amendment at which time you will have an opportunity to disagree.

You have the right to a list of people or organizations who have received your health info
from us.
This right applies to disclosures for purposes other than treatment, payment or healthcar
operations. You have the right to obtain a listing of these disclosures that occurred after
2003. You may request them for the previous six years or a shorter timeframe. If you re
more than one list within a 12 month period you may be charged a reasonable fee.

Additional Privacy Rights

* You have the right to obtain a paper copy of this notice from us, upon request. We
provide you a copy of this Notice the first day we treat you at our facility. In an eme
situation we will give you this Notice as soon as possible.

eny
ation
pril 14,

est

1l
ency

* You have a right to receive notification of any breach of your protected health information.
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Complaints

If you think we have violated your rights or you have a complaint about our privacy practices ycﬂu can
contact:

Front Desk
704-633-1799
toddtibbsdds@gmail.com

You may also complain to the United States Secretary of Health and Human Services if you beligve your
privacy rights have been violated by us.

If you file a complaint we will not retaliate against you for filing a complaint.

This notice was published and becomes effective on April 13, 2003

Patient / Guardian Signature Date
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Dr. Todd R. Tibbs DDS
Office Payment Policy
Please read and sign

Patients with Dental Insurance:

You are responsible for your bill, not your insurance company. As a courtesy to you, we
will assist in filing your claims. However, this is not a guarantee of payment by yéur
insurance company. You are expected to pay the percentage your insurance company

does not cover when services are rendered. In the event your insurance falls to pay make

a payment upon the claim within a responsible amount of time (60 days), full paym

expected from you. Upon hearing from the insurance company, (payment or no
payment we will either: (1) Refund any overpayment or (2) bill you for the balan

tis
1
e,
Patients without Dental Insurance:

Payment is collected in full on the day services are rendered.
[ will be paying for my treatment by:

Cash[_] Check [] (not the initial visit)
Visa[ | MasterCard [ ] Discover (]

**CHECKS SHOULD BE MADE OUT TO Todd R. Tibbs **
A $25 fee for all returned checks will apply

YOU ARE REQUIRED TO SIGN :I‘HIS PAYMENT POLICY, NO MATTER
WHAT INSURANCE COMPANY YOU HAVE.

Prior to being seen, please do not hesitate to inquire about the above financial statement.

I, undersigned, have read the above information. I certify that I am the patient or guardian of the patient
authorized to furnish the information requested. 1 understand that even though I may have insuran

ce
coverage, I am responsible for the total bill.

I authorize the dental staff to perform any necessary dental services that | may need during my dia,

osis
and treatment with my informed consent. I also realize that all charges not paid by the insurance company
are my responsibility. I authorize the release of my personal health information to the insurance com

any.
We, the staff, thank you for your cooperation.

Signature of Patient/Guardian

Date




Dr. Todd R. Tibbs DDS
CANCELLATION / MISSED APPOINTMENT POLICY

Please read and sign
We will make every effort to accommodate your scheduling needs. In return we asklthat
you help us by keeping your scheduled appointments, or by notifying us in advance Jn the
event that you are unable to make your appointment.

In the event that you need to reschedule your appointment, please call us with 24 hO\LI‘S
notice.

Patients who fail to arrive for a scheduled appointment or who cancel with less than 24
hour notice is subject to a $25 fee.

Please note: This missed appointment fee is NOT covered by your insurance compahy
and is your responsibility to pay.

Late cancellations and missed appointments will be reviewed on a case-by-case basig and
discussed with the patient or guardian.

We reserve the right to dismiss you and/or your family for excessive late cancellations or
missed appointments (3 or more qualify).

Thank you for your assistance in complying with our office policy.

Signature of Patient / Guardian Date




Dr. Todd R. Tibbs DDS
INSURANCE POLICY

We are committed to ensuring that your insurance benefits are maximized and used fo
your advantage. We will confirm your benefits with your insurance company prior
your appointment.

However, please note the following:

*Your insurance policy is a contract between you and your insurance company. Dr.Todd
R. Tibbs DDS, is not a third party to your contract as we will file your insurance as
courtesy service.

*Knowledge of all benefit coverage (amounts, maximums, deductibles, downgrades,
limitations, exclusions, waiting periods, x-ray/cleaning/exam histories etc.) is entirely
your responsibility as a patient and insurance policy holder. By asking us to file
insurance and receiving dental treatment, you are in agreement with their provisions for
you policy and to paying full amount regardless of what insurance agrees or disagrees to
pay after treatment.

*Prior to treatment you will be given an estimate of what insurance should pay. Thig is
an estimate only, as insurance companies will not fully guarantee coverage with us when
we inquire about your benefits. We will gladly requesting for you to be mailed an
official pre-treatment estimate from your insurance company prior to treatment.

*Your estimated fee is due on the date of the appointment before treatment.

Patient / Guardian Signature Date






