General Consent for Treatment

| consent to “dental treatment” by the doctors at Restoration Smiles, P.C. | understand that this includes my first visit and necessary or
advisable intra/extra oral examination, radiographs (x-rays), intraoral photos, study models, cleaning of teeth, and fluoride application
(for children under the age of 18). If | choose not to have x-rays and fluoride application (for children under the age of 18) performed
during my routine visits, | will let my provider know before the start of every appointment. If x-rays are necessary for complete and
accurate diagnosis and | refuse to have them taken, | understand that the doctors at Restoration Smiles, PC. may not be able to treat
me and will refer to another provider.

In general terms, dental treatment may include but is not limited to one or a number of the following:

e Administration of local anesthesia.

¢ Cleaning of the teeth and application of topical fluoride.

¢ Scaling and root planing with local anesthesia.

» Application of sealants to the grooves of the teeth.

» Treatment of diseased or injured teeth with dental restorations. These restorations will be composite (white fillings).

e Stainless steel crowns for children. These are necessary in cases where simple fillings would not be the best long term restoration or
in cases where there are large cavities.

¢ The replacement of missing teeth with a dental prosthesis (crown, partials, etc.).

 Treatment of diseased or injured oral tissues (hard and/or soft).

 Treatment of malposed (crooked) teeth and/or developmental abnormalities.

* Treatment of the canal or pulp chamber that lies in the middle of the tooth and its root also known as "endodontic" therapy or root
canal treatment/pulpotomy.

e Extraction of non-restorable teeth or abscessed teeth.

Risks of Dental Procedures in General: Included (but not limited to) are complications resulting from the use of dental instruments,
drugs, medicines, analgesics (pain killers), anesthetics and injections. These complications include pain, infection, swelling, bleeding,
sensitivity, numbness, and tingling sensations in the lip, tongue, chin, gums, cheeks and teeth, thrombophlebitis (inflammation of a
vein), reaction to injections, change in occlusion (biting), muscle cramps and spasms, temporomandibular (jaw) joint difficulty,
loosening of teeth or restoration in teeth, injury to other tissues, referred pain to the ear, neck and head, nausea, allergic reactions,
itching, bruises, delayed healing, sinus complications, and further surgery. Medication and drugs may cause drowsiness and lack of
awareness and coordination (which can be influenced by the use of alcohol or other drugs), thus it is advisable not to operate any
vehicle or hazardous device, or work for twenty-four hours or until recovered from their effects. Patients treated with certain
medications for osteoporosis may experience problems with or necrosis of the jawbones. Changes In Treatment Plan: | understand
that during treatment, it may be necessary to change and/or add procedures because of conditions found while working on the teeth
that were not discovered during examination. Upon my consent, | will give my permission to the dentist to make any/all changes and
additions as necessary. | understand that | may experience hot and cold sensitivity, pain or discomfort following routine restorative
procedures and that this is usually temporary and should settle without further treatment. If in the event that my condition does not
get any better, | understand that | may need further dental treatment, the most common being root canal therapy, resulting in
additional costs. Crown (Caps) And Bridges: | understand that sometimes it is not possible to match the color of natural teeth exactly
with artificial teeth. | further understand that | may be wearing temporary crowns, which may come off easily and that | must be
careful to ensure that they are kept on until the permanent crowns are delivered. | understand that | must return for a permanent
crown within a timely manner or my crown may not fit properly due to shifting of teeth. | realize the final opportunity to make
changes in my new crown or bridge (including shape, fit size, and color) will be before cementation. Once cemented, | understand that
any changes in shape, fit, size, or color will incur an additional charge.

Alternative Treatment: | understand that | have the right to choose, on the basis of adequate information, from alternate treatment
plans that meet professional standards of care. By signing below, | consent to the general dental treatments and/or proposed
treatment.

Medical Consultation: It may become necessary for the dentist to speak with other dentist/ medical providers who have attended
to me. Permission is given to speak with other providers as needed for management of my case.



Notice of Privacy Policy (HIPAA)

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 Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires that health providers keep your medical and
dental information private. The HIPAA Privacy Rule states that health providers must also post in a clear and prominent location,
and provide patients with a written Notice of Privacy Policy. The privacy practices described are currently in effect. We reserve the
right to change our privacy practices, and the terms of this Notice at any time, provided such changes are permitted by law. If
changes are made, a new Notice of Privacy policy will be displayed in our office and provided to patients. You may request a copy
of our Notice at any time. Additional information may be obtained from the HIPAA Coordinator listed in our written HIPAA plan.

USES AND DISCLOSURES OF HEALTH INFORMATION

The following describes how information about you may be used in this dental office:

o Treatment Services: We may use or disclose your health information to all of our staff members, other dentists, your
physicians, and/or other health care providers taking care of you.
e Payment: We may use or disclose your health information to obtain payment for services we provide to you. Upon your

written request, we will not disclose to your health insurer any services paid by you out of pocket.

e Health Care 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.

e  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.

e Marketing/Fundraising: We will not use your health information for marketing or fundraising purposes without your written
consent. You can opt out of receiving information about our marketing or fundraisers. We will not sell your health
information without your explicit authorization.

e Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders such
as voicemail messages, text messages, emails, postcards, or letters.

o Legal Requirements: We may use or disclose your health information when required to do so by law.

® Abuse or Neglect: If abuse or neglect is reasonably suspected, we may use or disclose your health information to the
appropriate governmental authorities.

e National Security: When required, we may disclose military personnel health information to the Armed Forces. Information
may be given to authorized federal offices when required for intelligence and national security activities. Health information
for inmates in custody of law enforcement may be provided to correctional institutes.

e Family Members, Friends, and Others Involved in Care: At your request or consent, we may disclose your health information
to a family member or other person if necessary to assist with your treatment and/or payment for services. Based on our
judgment and as per 164.522(a) of HIPAA we may disclose your information to these persons in the event of an emergency
situation. We also may make information available so that another person may pick up filled prescriptions, medical supplies,
records, or x-rays for you. Your information may be disclosed to assist in notifying a family member, caregiver, or personal
representative of your location, condition, or death.

e Business Associates: Some services in our organization are provided through contacts with business associates. Examples
include practice management software representatives, accountants, answering service personnel, etc. When these services
are contracted, we may disclose your health information to our business associates so that they can perform the job we have
asked them to do and bill you or your third-party payer for services rendered. All of our business associates are required to
safeguard your information and to follow HIPAA Privacy Rules.

e Workers' Compensation: We may release medical information about you for workers' compensation or similar programs.
These programs provide benefits for work-related injuries or illnesses.



o Research: We may use or disclose medical information to researchers when an institution's review board or special privacy
board has reviewed the proposed study and established protocols to ensure the privacy of the health information used in
their research and determined that the researcher does not need to obtain your authorization prior to using your medical
information for research purposes.

o Public Health Activities: We may use or disclose your health information for public health activities, to include the following:
to prevent or control disease, injury, or disability; to report reactions with medications or problems with products, to notify
people of recalls of products they may be using; to notify a person who may have been exposed to a disease or who may be
at risk for contracting or spreading a disease of condition; to notify the proper government authority if we believe a patient
has been the victim of abuse, neglect, or domestic violence (when required by law).

e Breach Notification: We will notify you any time your PHI may have been compromised through unauthorized acquisition,
use or disclosure.

PATIENT RIGHTS

® Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that
we provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably do
so. You must make a request in writing to obtain access to your health information.

We will charge you a reasonable administrative fee for expenses such as staff time and copies in preparing and
transferring/sending your records. You are not entitled to originals, only copies. Postage will be added if hard copies are to
be mailed.

e Accounting of Disclosures: You have the right to receive a list of instances in which we or our business associates disclosed
your health information for purposes, other than treatment, payment, healthcare operations and certain other activities, for
the last 6 years, but not before May 20, 2023. If you request this accounting more than once in a 12-month period, we may
charge you a reasonable, cost-based fee for responding to these additional requests.

e Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health
information. We will keep your information confidential from your health plans, at your request. In some instances, we may
not be required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an
emergency).

e Alternative Communication: You have the right to request that we communicate with you about your health information by
alternative means or to alternative locations. (You must make your request in writing.) Your request must specify the
alternative means or location, and provide satisfactory explanation how payments will be handled under the alternative
means or location you request.

e Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and
must explain the reason for the amendment.) We may deny your request under certain circumstances.

e Electronic Notice: If you receive this Notice of Privacy Practices on our website or by e-mail, you are entitled to receive a
copy in written form per request.

QUESTIONS AND COMPLAINTS

If you want more information about our Privacy Policy or have questions or concerns, please contact us. If you have concerns
relating to a perceived violation of your privacy rights, to access to your health information, to amending or restricting the use or
disclosure of your health information, or to requesting alternative means of communication, you may contact us using the contact
information listed at the end of this Notice. You also may submit a written complaint to the Department of Health and Human
Services (HHS). We will provide you with the HHS address 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 or with the HHS.

Office Contact Person/Dental Director: Dr. Veronica Mitko, DMD, MS HIPAA Coordinator: Ashley Sllva
Restoration Smiles, P.C.

2 Coolidge Street #202 Hudson, MA 01749

Phone/Fax: 508-658-0661

Email: hello@restorationsmilesdental.com



