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Notice of Privacy Practices 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 
CAREFULLY. 

I. Dental Practice Covered by this Notice 

This Notice describes the privacy practices of ALEPMED Dental Group. “We” and “our” means the ALEPMED Dental 
Group. “You” and “your” means our patient. 

II. Our Promise to You and Our Legal Obligations 

The privacy of your health information is important to us. We understand that your health information is personal and 
we are committed to protecting it. This Notice describes how we may use and disclose your protected health information 
to carry out treatment, payment or health care operations and for other purposes that are permitted or required by law. 
It also describes your rights to access and control your protected health information. Protected health information is 
information about you, including demographic information, that may identify you and that relates to your past, present 
or future physical or mental health or condition and related health care services. 

We are required by law to: 

 Maintain the privacy of your protected health information; 

 Give you this Notice of our legal duties and privacy practices with respect to that information; and 

 Abide by the terms of our Notice that is currently in effect. 

III. How We May Use or Disclose Your Health Information 

The following examples describe different ways we may use or disclose your health information. These examples are 
not meant to be exhaustive. We are permitted by law to use and disclose your health information for the following 
purposes: 

IV. Uses and Disclosures of Health Information 

1. Treatment. We may use your health information to provide you with dental treatment or services, such as cleaning 

or examining your teeth or performing dental procedures. We may disclose health information about you to dental 
specialists, physicians, or other health care professionals involved in your care. 

2. Payment. We may use and disclose your health information to obtain payment from health plans and insurers for 

the care that we provide to you. 

3. Health Care Operations. We may use and disclose health information about you in connection with health care 

operations necessary to run our practice, including review of our treatment and services, training, evaluating the 
performance of our staff and health care professionals, quality assurance, financial or billing audits, legal matters, and 
business planning and development. 

4. Disclosure to Family Members and Friends. We may disclose your health information to a family member or friend 

who is involved with your care or payment for your care if you do not object or, if you are not present, we believe it is in 
your best interest to do so. 

V. Our Right to Change Our Privacy Practices and This Notice 

We reserve the right to change the terms of this Notice at any time.  Any change will apply to the health information we 
have about you or create or receive in the future. We will promptly revise the Notice when there is a material change 
to the uses or disclosures, individual’s rights, our legal duties, or other privacy practices discussed in this Notice. We 
will post the revised Notice in our office and will provide a copy of it to you on request.  

 

  



ALEPMED DENTAL GROUP - 215 Summer St • Ste 11 • Haverhill MA 01830 • Tel. (978) 372 9122 • Fax (978) 372 6131 

165 High St   •   Newburyport MA 01950   •   Tel. (978) 465 3273   •   Fax (978) 465 8674 

 

 

 

Acknowledgment of Receipt of HIPAA Privacy 
Practices and Procedures 

 

 

Notice to Patient: 

We are required to provide you with a copy of our Notice of Privacy Practices, which states how 
we may use and/or disclose your health information. Please sign this form to acknowledge 
receipt of the Notice. You may refuse to sign this acknowledgement, if you wish. 

 

 

I, ________________________________________________________, acknowledge that I have 

received and reviewed a copy of ALEPMED Dental Group’s health information and security 

policies and procedures. 

 

 

 

 

 

 

 

 

 

 

Signature_____________________________________________________________________________ 

Date_________________________________________________________________________________ 

 


