
Rhonda	Krause,	DDS	 	 	

Loveland	Family	&	Cosme9c	Den9stry	

NOTICE	OF	PRIVACY	PRACTICES	

THIS	NOTICE	DESCRIBES	HOW	HEALTH	INFORMATION	ABOUT	YOU	MAY	BE	USED	&	DISCLOSED	&	HOW	YOU	CAN	GET	ACCESS	TO	THIS	
INFORMATION.	

PLEASE	REVIEW	IT	CAREFULLY.		THE	PRIVACY	OF	YOUR	HEALTHINFORMATION	IS	IMPORTANT	TO	US	

OUR	LEGAL	DUTY	
We	are	required	by	applicable	federal	and	state	law	to	maintain	the	privacy	of	your	health	informa8on.		We	are	also	required	to	give	you	this	
no8ce	about	our	privacy	prac8ces,	our	legal	du8es,	and	your	rights	concerning	your	health	informa8on.		We	reserve	the	right	to	make	the	
changes	in	our	privacy	prac8ces	and	the	new	terms	of	our	no8ces	effec8ve	for	all	health	informa8on	that	we	maintain.			

USES	AND	DISCLOSURES	OF	HEALTH	INFORMATION	
We	use	and	disclose	health	informa8on	about	you	for	treatment,	payment	and	healthcare	opera8ons.			For	example:	
TREATMENT:		We	may	use	or	disclose	your	health	informa8on	to	a	physician	or	other	healthcare	provider	providing	treatment	to	you.			
PAYMENT:		We	may	use	and	disclose	your	health	informa8on	to	obtain	payment	for	services	we	provided	to	you.	
HEALTHCARE	OPERATIONS:		We	may	use	and	disclose	your	health	informa8on	in	connec8on	with	our	healthcare	opera8ons.		Healthcare	
opera8ons	include	quality	assessment	and	improvement	ac8vi8es,	reviewing	the	competence	or	qualifica8on	of	healthcare	professionals,	
evalua8ng	prac88oner	and	provide	performance,	conduc8ng	training	programs,	accredita8on,	and	cer8fica8on,	licensing	or	creden8aling	
ac8vi8es.	
YOUR	AUTHORIZATION:		In	addi8on	to	our	use	of	your	health	informa8on	for	treatment,	payment	or	healthcare	opera8ons,	you	may	give	us	
wriDen	authoriza8on	to	use	your	health	informa8on	or	to	disclose	it	to	anyone	for	any	purpose.		If	you	give	us	an	authoriza8on,	you	may	revoke	
it	in	wri8ng	at	any	8me.		Your	revoca8on	will	not	affect	any	use	or	disclosers	permiDed	by	your	authoriza8on	while	it	was	in	effect.			
REQUIRED	BY	LAW:			We	may	use	or	disclose	your	health	informa8on	when	we	are	required	to	do	so	by	law.			
ABUSE	OR	NEGLECT:		We	may	disclose	your	health	informa8on	to	appropriate	authori8es	if	we	reasonable	believe	that	you	are	a	possible	vic8m	
of	abuse,	neglect,	or	domes8c	violence	or	the	possible	vic8m	of	other	crimes.		We	may	disclose	your	health	informa8on	to	the	extent	necessary	
to	avert	a	serious	threat	to	your	health	or	safety	or	the	health	of	safety	of	others.			
PATIENT	RIGHTS	
ACCESS:		You	have	the	right	to	look	at	or	get	copies	of	your	health	informa8on,	with	limited	excep8ons.		(You	must	make	a	request	in	wri8ng	to	
obtain	access	to	your	health	informa8on.		You	may	obtain	a	form	to	request	access	by	using	the	contact	informa8on	listed	at	the	end	of	this	
no8ce).	
QUESTIONS	OR	COMPLAINTS:		If	you	want	more	informa8on	about	our	privacy	prac8ces	or	has	ques8ons	or	concerns,	please	contact	us.	
If	you	are	concerned	that	we	may	have	violated	your	privacy	rights,	or	you	disagree	with	a	decision	we	made	about	access	to	your	health	
informa8on	or	in	response	to	a	request	you	made	to	amend	or	restrict	the	use	or	disclosure	of	your	health	informa8on	or	to	have	us	
communicate	with	you	by	an	alterna8ve	means	or	at	alterna8ve	loca8ons,	you	may	complain	to	us	using	the	contact	informa8on	listed	at	the	
end	of	this	no8ce.		You	also	may	submit	a	wriDen	complaint	to	the	U.S.	Department	of	Health	and	Human	Services.		We	will	provide	you	with	
the	address	to	file	your	complaint	upon	request.	
We	support	your	right	to	the	privacy	of	your	health	informa8on.		We	will	not	retaliate	in	any	way	if	you	choose	to	file	a	complaint	with	us	or	the	
U.S.	Department	of	Health	and	Human	Services.	

ACKNOWLEDGEMENT	OF	RECEIPT	OF	NOTICE	OF	PRVACY	PRACTICES		

Pa9ent	name:____________________________________________	Pa9ent	Date	of	Birth:____________________	

I	hereby	acknowledge	that	I	have	received	a	copy	or	viewed	a	copy	of	Loveland	Family	&	Cosme9c	Den9stry’s	
No9ce	of	Privacy	Prac9ces.		I	understand	that	I	have	the	right	to	refuse	to	sign	this	acknowledgement	if	I	so	

choose.	

______________________________________________________	 ____________________________________	
Signature	of	Pa9ent	or	Legal	Representa9ve	 	 	 	 Date	

Rela9onship	to	Pa9ent	(If	applicable)	 	 __________________________________________________	
	 	 	 	 	 	 	 	 	
Printed	Name	of	Pa9ent’s	Representa9ve	 	 	 	

CONTACT	OFFICERS:		Rhonda	Krause,	DDS	 	



Telephone:		970-667-6101	 Fax:		970-663-2766		 	 Address:	403	E.	27th	St.,	Loveland	Co.	80538


