BRIGHT VALLEY DENTAL

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.
We are required by law to maintain the privacy of protected health information (PHI), to provide
individuals with notice of our legal duties and privacy practices with respect to PHI, and to notify
affected individuals following a breach of unsecured PHI. We must follow the privacy practices that are
described in this Notice while it is in effect. This Notice takes effect January 1, 2022 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, and to make new Notice
provisions effective for all PHI that we maintain. 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.
DISCLOSURE OF YOUR PROTECTED HEALTH INFORMATION (PHI).
We may disclose information as allowed or required by law. We are obligated to provide information
to law enforcement and government officials under certain circumstances. We will not use your
information for marketing purposes without your written consent. We may use and/or disclose your
health information to communicate reminders about your appointments including voicemail messages,
answering machines, and postcards. Any breach in the protection of your personal health information,
including unauthorized acquisition, access, use, or disclosure, will be fully investigated, addressed, and
mitigated as established by the HIPAA Privacy Rule. You have the right to and will be provided all
information relating to any breach involving your personal health information.
Other examples of how we may use of disclose your information:
Treatment. We may use and disclose your health information for your treatment. For example, we
may disclose your health information to a specialist providing treatment to you.
Payment. We may use and disclose your health information to obtain reimbursement for the
treatment and services you receive from us or another entity involved with your care. Payment
activities include billing, collections, claims management, and determinations of eligibility and
coverage to obtain payment from you, an insurance company, or another third party. For example, we
may send claims to your dental health plan containing certain health information.
Healthcare Operations. We may use and disclose your health information in connection with our
healthcare operations. For example, healthcare operations include quality assessment and
improvement activities, conducting training programs, and licensing activities.

Individuals Involved in Your Care or Payment for Your Care. We may disclose your health information
to your family or friends or any other individual identified by you when they are involved in your care
or in the payment for your care. Additionally, we may disclose information about you to a patient
representative. If a person has the authority by law to make health care decisions for you, we will treat
that patient representative the same way we would treat you with respect to your health information.
YOUR HEALTH INFORMATION RIGHTS
You have the right to request copies of your healthcare information; to request copies in a variety of
formats; and to request a list of instances in which we, or business associates, have disclosed your
protected information for uses other than stated above. All such requests must be in writing. We may
charge for your copies in an amount allowed by law. If you believe your rights have been violated, we
urge you to notify us immediately.
If you want more information about our privacy practices or have questions or concerns, please
contact us using the information below.
Telephone: 847-742-1700
Address: 16 N Airlite St Ste 2 Elgin, IL 60123

Acknowledgement of Privacy Practices
My signature confirms that I have been informed of my rights to privacy regarding my
protected health information under the Health Insurance Portability & Accountability Act of
1996 (HIPAA). I understand that this information can and will be used to:
•
•
•

Provide and coordinate my treatment among a number of health care providers who
may be involved in that treatment directly and indirectly,
Obtain payment from third-party payers for my health care services (insurance
companies, collection service agencies, etc.)
Conduct normal health care operations such as quality assessment and improvement
activities.

I have been informed of my dental provider’s Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my protected health information. I have
been given the right to review and receive a copy of such Notice of Privacy Practices. I
understand my dental provider has the right to change the Notice of Privacy Practices and that
I may contact this office at the address below to obtain a current copy of the Notice of Privacy
Practices.
I understand that I may request in writing that you restrict how my private information is used
or disclosed to carry out treatment, payment, or health care operations and I understand that
you are not required to agree to my requested restrictions, but if you do agree then you are
bound to abide by such restrictions
Patient Name: ______________________________ Date of Birth _______________________
I authorize the release of information such as, but not limited to: diagnosis, treatment plan,
billing/statement information, insurance and claim information to:
Name __________________________________ Relationship _____________________
Name __________________________________ Relationship _____________________
Name __________________________________ Relationship _____________________

Patient or Guardian signature ___________________________________________
Date _________________________

