North Atlanta

AESTHETIC DENTISTRY

New Patient Registration

Patient Name:

First MI Last
Preferred Name: Date of Birth:
Address:
City: State: Zip:
Home: Work: Cell:
Email:

L1 1 would like to receive correspondences via email.



Time 11:41 AM Horth Atlanta Aesthetic Dentistry Date 1f25/2016
Updated Medical History
Patient Marne: Birth Date: Date Created:

Although dental personnel prirnarily treat the area in and around your mouth, your rmouth is a part of your entire body, Health problemns that vou may have, or medication

Are you under a physician's care now? Yes (O No If yes
Hawe you ever been hospitalized ar had a major s (0 Mo If ves
operation?

Have you ever had a serious head or neck injury? Yes (0 Mo If yes
Are you taking any medications, pills, or drugs? Yes (O MNo If ves
Do you take, or have you taken, Phen-Fen or Redux? Yes (D) No If ves
Have you ever taken Fosamax, Boniva, Actonel or Yes (Mo If yes
any other medications containing bisphosphonates?

Are you on a special diet? Yes (O MNo

Do you use tobacco? Yes (D)Mo

Wornen: Are youl...
Pregnant/Trying to get pregnant? MHursing? Taking oral contraceptives?

Are you allergic to any of the following?

Aspirin Penicillin Codeine Acrylic

Metal Latex Sulfa Drugs Local Anesthetics
Do you use controlled substances? Yes (O No If yes
Other? If ves

Botoy and Facial Fillers

Are you currently using Botox or facial fillers? Yes (O MNo

Do you have, or have you had, any of the folowing?

aIDSMIY Positive Yes (O Mo | Cartisone Medicine Yes (DMNo | Hemaphilia Yes (Mo |Radiation Trestments Yes (Mo
alzheimer's Disease Yes (Mo | Diabetes Yes (Mo | Hepatitis & Yes (MO |Recent ‘Weight Loss Yes (0 MNo
Anaphylaxis Yes (O No | Drug Addiction Yes (OMNo | Hepatitis B or © Yfes (ONo |Renal Dialysis Yes (0 No
Anemia Yes (ONo | Easily Winded Yes (DND | Herpes Yes (DO Mo |Rheumatic Fever Yes (Mo
Angina Yes O MNo | Emphysema Yes (D No | High Blood Pressure Yes (D Mo |Rheumatism Yes (D)Mo
arthritis/Gout Yes (O No | Epilepsy or Seizures Yes (D MNo | High Cholesterol Yes (DO Mo |Scarlet Fever Yes (D Mo
artificial Heart Yalve ¥es (O No | Excessive Bleeding Yes (Mo |Hives or Rash ez (D Mo | shingles Yes (Mo
artificial Joint Yes (O No | Excessive Thirst Yes (DNo | Hypoglycemia Yes (DMNo | Sickle Cell Disease Yes (D)Mo
asthma Yes (O No | Fainting Spells/Dizziness Yes (OMNo | Irreqular Heartbeat Yes (Mo |Sinus Trouble Tes (D Mo
Blood Disease Yes (Mo | Frequent Cough Yes (Mo | Kidney Problems Yes (Mo | Spina Bifida Yes (0 MNo
Blood Transfusion Yes Mo Frequent Diarrhea Yes Mo Leukemia Yes Mo Stomach/Intestinal Disease Yes ]
Breathing Problems ¥es (ONO | Frequent Headaches Yes (Mo | Liver Disease Yes (Mo | Stroke Yes () No
Bruise Easily Yes (OMNo | Genital Herpes Yes (Mo | Low Blood Pressure Yes (D Mo | Swelling of Limbs Yes () No
Carncer Yes O MNo | Glaucoma Yes (DO Mo | Lung Disease Yes (D Mo | Thyroid Disease Yes (D Mo
Chemotherapy Yes (ONo | Hay Fever Yes (D Mo | Mitral Walve Prolapse Yes (DMo | Tonsillitis Yes (Mo
Chest Pains Yes (ONo | Heart attack/Failure Yes (DNo | Osteoporosis Yes (DMNo | Tuberculosis Yes (D)Mo
Cold SoresfFever Blisters (O Wes (MO | Heart Murmur Yes (Mo |Pain in Jaw Joints Yes (Mo | Tumaors or Growths s (Mo
Congenital Heart Disarder Yes (MO |Heart Pacemaker Tes (Mo | Parathyroid Disease Yes (Mo |Ulcers Tes (Mo
Caorvulsions Yes (MO |Heart Trouble/Disease Yes (Mo | Peychialric Care Yes (MO |Venereal Disease es (Mo
Yellow Jaundice Yes (O MNo

Have you ever had any serious illness not listed Yes (O No If ves

Commernts:

To the best of my knowledge, the guestions on this form have been accurately answered, T understand that providing incorrect information can be dangerous to ey (or
patient'sy health, It is my responsibility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X Date:



North Atlanta Aesthetic Dentistry
CONSENT FOR RELEASE OF MEDICAL AND BILLING INFORMATION

Patient Name: Date of Birth: Date:

Signature: Relationship to Patient:

| authorize Dr. Shawn Gurley to release and disclose medical information and billing information to

Fusion Sleep, LLC.

| agree to the release of information from past, current, or future visits. | agree that a photocopy of this
authorization will be treated in the same manner as the original.

This authorization will remain in effect a maximum of one year from the date of signature and may be

cancelled by the patient in writing at any time. To cancel or revoke this authorization, the patient shall
forward a written notice to Dr. Shawn Gurley at 4165 Old Milton Pkwy Suite 140, Alpharetta, GA 30005

HIPAA STATEMENT

| understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and the
amendments to the HIPAA Regulations contained in the HIPAA Omnibus Final Rule enacted on January
29, 2013 and effective on March 26, 2013, | have certain rights to privacy regarding my protected health
information. | understand that this information can and will be used to:

¢ Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who
may be involved in that treatment directly and indirectly.

¢ Obtain payment from third party payers.

¢ Conduct normal healthcare operations such as quality assessments and physician certifications. | have
received, read and understand your Notice of Privacy containing a more complete description of the
uses and disclosures of my health information. | understand that Dr. Shawn Gurley has the right to
change its Notice of Privacy Practices from time to time and that | may contact Dr. Shawn Gurley at
any time at the address above to obtain a current copy of the Notice of Privacy Practices.

| understand that | may request in writing that Dr. Shawn Gurley restrict how my private information is
used or disclosed to carry out treatment, payment or health care operations. | also understand Dr.
Shawn Gurley is not required to agree to my requested restrictions, but if Dr. Shawn Gurley does agree
then Dr. Shawn Gurley is bound to abide by such restrictions.

Signature of Patient/Guardian: Date:




& INFORMED
EE Luna CONSENT

NAME: DATE:

INFORMED CONSENT FOR THE TREATMENT
OF SLEEP DISORDERED BREATHING WITH ORAL APPLIANCES

This form is called an “Informed Consent Form.” The purpose of this form is to verify that you have received
this information and have given your consent to procedure recommended to you. You should read this form
carefully and ask questions of your providers so that you understand the procedure before you decide
whether or not to give your consent. If you have questions, you are encouraged and expected to ask them
before you sign this form.

All procedures carry the risk of unsuccessful results, complications, injury or even death, from both known

and unforeseen causes, and no warranty or guarantee is made as to result or cure. You have the right to be

informed of:

The nature of the procedure, including other care, treatment or medications;

Potential benefits, risks or side effects of the procedure;

The likelihood of achieving treatment goals;

Reasonable alternatives and the relevant risks, benefits and side effects related to such alternatives,

including the possible results of not receiving care or treatment; and

e Any independent medical research or significant economic interests your provider may have related
to the performance of the proposed operation or procedure.

Except in cases of emergency, procedures are not performed until you have had the opportunity to receive
this information and have given your consent. You have the right to give or refuse consent to any proposed
procedure at any time prior to its performance.

You have been diagnosed as requiring treatment for sleep disordered breathing (snoring and/or obstructive
sleep apnea). Sleep disordered breathing occurs during sleep due to narrowing or total closure of the
airway. This condition may pose serious health risks since it disrupts normal sleep patterns, can reduce
normal blood oxygen levels and may result in excessive daytime sleepiness, irregular heartbeat, high blood
pressure, heart attack or stroke.

Oral Appliance Therapy

Oral appliances may be helpful in the treatment of sleep disordered breathing. Oral appliance therapy for
snoring/obstructive sleep apnea assists breathing by keeping the tongue and jaw in a forward position
during sleep. Oral appliance therapy has effectively treated many patients. However, there are no
guarantees that it will be effective for you, since every patient is different and there are many factors that
influence the upper airway during sleep. Furthermore, some people may not be able to tolerate the
appliance in their mouth. It is important to recognize that even when the therapy is effective, there may be a

Copyright© 2017 FusionSleep CONFIDENTIAL PATIENT INFORMATION
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period of time before the appliance functions maximally. During this time you may still experience the
symptoms related to your sleep disordered breathing. A post-adjustment polysomnogram (sleep study) is
necessary to objectively assure effective treatment. This must be obtained from your physician.

Side Effects and Complications of Oral Appliance Therapy

Published studies show that short term side effects of oral appliance use may include excessive salivation,
difficulty swallowing with the appliance in place, sore jaws, sore teeth, jaw joint pain, dry mouth, gum pain,
loosening of teeth and bite changes (how the upper and lower teeth come together). Oral appliances can
wear and break. The possibility that these or broken parts from them may be swallowed or aspirated exists.
There are also reports of dislodgment of ill-fitting dental restorations, such as fillings and/or crowns. Most of
these side effects are minor and resolve quickly on their own or with minor adjustment of the appliance.
Long-term complications include bite changes that may be permanent resulting from tooth movement or jaw
joint repositioning. These complications may or may not be fully reversible once appliance therapy is
discontinued. If not, restorative treatment or orthodontic intervention may be required for which you will be
responsible.

Follow-up visits with the provider of your oral appliance are mandatory to ensure proper fit and to allow an
examination of your mouth to assure a healthy condition. If unusual symptoms or discomfort occur outside
the scope of this consent, or if pain medication is required to control discomfort, it is recommended that you
cease using the appliance until you are evaluated further.

Upon using the device, patients may notice that after sleeping with an oral appliance they feel more
refreshed and alert. This is only subjective evidence of improvement and may be misleading. The only way
to accurately determine whether the appliance is keeping the oxygen level sufficiently high is to attend a
follow up consultation with your sleep doctor or your medical doctor. A follow up sleep test will be necessary
to determine effectiveness of your oral device.

Alternate Treatments for Sleep Disordered Breathing

Other accepted treatments for sleep disordered breathing include behavioral modifications, positive airway
pressure and various surgeries. It is your decision to have chosen oral appliance therapy to treat your sleep
disordered breathing and you are aware that it may not be completely effective for you and that you are
financially responsible for services rendered. It is your responsibility to report the occurrence of side effects
and to address any questions to the provider's office. Failure to treat sleep disordered breathing may
increase the likelihood of significant medical complications.

Consent

By signing below I, the patient, certify that | have read and fully understand this information concerning oral
appliance therapy for the treatment of sleep apnea. | have had the opportunity to discuss the foregoing
conditions and the information concerning the oral appliance with the provider and have had all questions
answered to my satisfaction.

Copyright© 2017 FusionSleep CONFIDENTIAL PATIENT INFORMATION
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| hereby authorize the taking of photographs and x-rays before, during and after treatment, and understand
that my diagnostic and treatment records may be used for the purposes of research, education or
publication in professional journals. While the appliance may be covered by my medical insurance, |
accept any financial responsibility for this therapy and authorize treatment and confirm that | have received
a copy of this consent form. | further understand that | will be responsible for the full cost of any repair or
replacement necessary for any lost or damaged appliance.

Your signature on this form indicates that:
e You have read and understand the information provided in this form;
e Your provider has adequately explained to you the procedure set forth above, along with the risks,
benefits, and the other information described above in this form;
You have had a chance to ask your provider questions;
You have received all of the information you desire concerning the procedure; and
You authorize and consent to the performance of the procedure or treatment.

PATIENT SIGNATURE AND DATE:

SIGNATURE: DATE:

Copyright© 2017 FusionSleep CONFIDENTIAL PATIENT INFORMATION




HIPAA 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.

This is your Notice of Privacy Practices from Fusion Sleep, LLC. The Notice refers to Fusion Sleep, LLC by using the

LR N3

terms “us”, “we,” or “our.”

We are required by law to maintain the privacy of Personal Health Information. We are required to provide this Notice of
Privacy Practices to you by the privacy regulations issued under the federal Health Insurance Portability and
Accountability Act of 1996 (“HIPAA”.)

This notice describes how we protect the Personal Health Information we have about you that relates to your medical
information or Personal Health Information. Personal Health Information is medical and other 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. (The HIPAA law uses the term “protected health information”
where we use “Personal Health Information.”)

This Notice of Privacy Practices describes how we may use and disclose to others your Personal Health Information to
carry out payment or healthcare operations and for other purposes that are permitted or required by law. It also describes
your rights to access and control of your Personal Health Information.

We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our notice at any
time. The new notice will be effective for all Personal Health Information that we maintain at that time. This notice may
also be revised if there is a material change to the uses or disclosures of Personal Health Information, your rights, our
legal duties, or other privacy practices stated in this notice. Within 60 days of a material revision to this notice we will
provide you with a copy of the revised notice. Additionally, upon your request, we will provide you with any revised
Notice of Privacy Practices by calling us at 678-990-3962 and requesting that a revised copy be sent to you in the mail.

How We May Use and Disclose Personal Health Information about You

The common reasons for which we may use and disclose your Personal Health Information are to process and review your
requests for coverage and payments for benefits or in connection with other health related benefits or services in which
you may be interested. The following describes these and other uses and disclosures and includes some examples.

* For Treatment. We may use and disclose Personal Health Information to treat you. For example, you may be
asked to undergo laboratory tests per your physician’s orders (such as blood or urine tests), and we will report the
results back to your physician to be used in your treatment. Many of the people who work for us may use or
disclose your Personal Health Information to treat you or to assist others in your treatment. Additionally, we may
disclose your Personal Health Information to others who may assist in your care, such as your physician,
therapists or medical equipment suppliers

* For Payment. We may use or disclose information for billing, claims management, collection activities, and
obtaining payment under a contract for reinsurance and related healthcare data processing. For example, we may
contact your health insurer to certify that you are eligible for benefits (and for what range of benefits), and we
may provide your insurer with details regarding your treatment to determine if your insurer will cover, or pay for,
your treatment. We may also use and disclose your Personal Health Information to obtain payment from third
parties that may be responsible for such costs, such as family members. Also, we may use your Personal Health
Information to bill you directly for services and items.

* For Healthcare Operation. We may use and disclose Personal Health Information about you for our health plan
and insurance operations. For example we may use Personal Health Information to conduct quality assessment
and improvement activities. We may also use or disclose Personal Health Information to review the competence
or qualifications of health care professionals, evaluating practitioner and provider performance, health plan
performance, training of non-healthcare professionals, accreditation, certification, licensing, or credentialing
activities. We may also use or disclose Personal Health Information for purposes of underwriting, premium rating,
and other activities relating to the creation, renewal or replacement of a contract of health insurance or health
benefits, and ceding, securing, or placing a contract for reinsurance of risk relating to claims for healthcare



provided that if we receive Personal Health Information for the purpose of underwriting, premium rating, or other
activities relating to the creation, renewal, or replacement of a contract of health insurance or health benefits, and
if such health insurance or health benefits are not placed with us, we may not use or disclose such Personal Health
Information for any other purpose, except as may be required by law. We may also use or disclose Personal
Health Information to conduct or arrange for medical review, legal services, and auditing functions, including
fraud and abuse detection and compliance programs. We may also use or disclose Personal Health Information for
business planning and development, such as conducting cost-management and planning-related analyses related to
managing and operating an entity. We may also use and disclose Personal Health Information for the business
management and general administrative activities of our entity (to the extent that such activities relate to functions
that are covered under the federal HIPAA privacy laws.)

For Treatment Alternatives. We may use and disclose Personal Health Information to tell you about or to
recommend possible treatment options or alternatives that may be of interest to you.

For Health-related Benefits and Services. We may use and disclose Personal Health Information to tell you
about health-related benefits and services that may be of interest to you.

Other Purposes for which the Law Requires Us to Use or Disclose Personal Health Medical Information
Without Your Written Authorization. The law requires that we disclose your Personal Health Information to
you if you so request. This Notice provides the procedures we both must follow for us to disclose your Personal
Health Information to you. The law also requires us to disclose Personal Health Information when required by the
Secretary of the U. S. Department of Health and Human Services to investigate or determine our compliance with
the requirements of the HIPAA privacy regulation.

Other Purposes for which the Law Allows Us to Use or Disclose Medical Information Without Your
Written Authorization.

o We may disclose Personal Health Information to another healthcare provider, a healthcare clearinghouse,
or a health plan for the payment activities of the entity that receives the information.

o We may disclose your Personal Health Information to another healthcare provider, a clearinghouse or a
health plan for the healthcare operations activities of the entity that receives the information, if (1) each
entity either has now or had in the past a relationship with you, (2) the Personal Health Information
pertains to such relationship, and (3) the disclosure is for any of the following purposes: conducting
certain quality assessment and improvement activities; reviewing the competence or qualifications of
healthcare professionals; evaluating practitioner and provider performance; evaluating health plan
performance; conducting certain training programs; accreditation; certification; licensing; credentialing
activities; or healthcare fraud and abuse detection or compliance.

o We may use or disclose your Personal Health Information that is incident to an allowable use or
disclosure if we have complied with the minimum necessary requirements and we have in place the
appropriate administrative, technical, and physical safeguards, i.e. information and physical security
safeguards, to protect the privacy of protected health information.

o We will use and disclose medical information about you when required to do so by law. Our use or
disclosure will be made in compliance with the law and will be limited to the relevant requirements of the
law. Examples of such required uses and disclosures are notifying public health authorities regarding
public health activities including certain communicable diseases. Additionally, if required by law, or you
agree, we would disclose Personal Health Information to the appropriate government authority if we think
you have been the victim of abuse, neglect, or domestic violence. We may disclose Personal Health
Information to a governmental agency or regulator with healthcare oversight responsibilities. We may
also disclose Personal Health Information to a coroner or medical examiner to assist in identifying a
deceased person or to determine the cause of death. We may disclose Personal Health Information to
funeral directors as necessary to carry out their duties. We may also disclose Personal Health Information
about you for workers’ compensation or similar programs.

o We may disclose Personal Health Information is response to a request by a law enforcement official made
via a court order, subpoena, warrant, summons or similar process. We may also disclose Personal Health
Information to federal officials for national security and military activities authorized by law. If you are
an inmate of a correctional institution or under the custody of a law enforcement official, we may release
your Personal Health Information to the correctional institution or law enforcement official as authorized
by law.



o If you or your estate is involved in a lawsuit or dispute, we may disclose Personal Health Information
about you in response to a court or administrative order. We may also disclose Personal Health
Information about you in response to a subpoena, discovery request, or other lawful process by someone
else involved in the case, but only if efforts have been made to tell you about the request or to obtain an
order protecting the information requested.

o If you are an organ donor, we may disclose Personal Health Information about you to organizations that
handle organ procurement or organ, eye or tissue transplantation or to an organ donation bank, as
necessary to facilitate organ or tissue donation and transplantation. We also have the authority to comply
with HIPAA and other federal laws and regulations to use and disclose Personal Health Information for
research purposes.

o We may use and disclose Personal Health Information about you when necessary to prevent a serious
threat to your health or safety or to the health and safety of another person or to the public. We may also
disclose Personal Health Information about you to governmental agencies involved in disaster relief as
well as to private disaster relief agencies to allow them to carry out their responsibilities in specific
disaster situations.

o We may disclose Personal Health Information about you with third parties called Business Associates that
perform various services (e.g., administrative, legal, actuarial, accounting, consulting or data services) for
us. Whenever an arrangement between a Business Associate and us would involve the use or disclosure of
your Personal Health Information, we will have a written contract protecting the privacy of Personal
Health Information.

o We may use or disclose a portion of your Personal Health Information, called a Limited Data Set, only for
the purposes of research, public health, or health care operations. We may use Personal Health
Information to create a Limited Data Set or if we enter into a Data Use Agreement with a Business
Associate we may disclose Personal Health Information to such Business Associate for the purpose of
creating a Limited Data Set.

o Other uses and disclosures of Personal Health Information not covered by this notice and permitted by the
laws that apply to us will be made only with your written authorization or that of your legal
representative. If we are authorized to use or disclose Personal Health Information about you, you or your
legally authorized representative may revoke such authorization, in writing, at any time, except to the
extent that we have taken action relaying on your authorization or if the authorization was obtained as a
condition of obtaining your coverage with us. You should understand that we would not be able to take
back any disclosures we may have made with authorization.

Your Rights Regarding Personal Health Information We Maintain About You and How You May Exercise These

Rights. You have the following rights with respect to your Personal Health Information that we maintain:

Your Right to Request Restrictions on Certain Uses and Disclosures of Personal
Health Information

You may request that we restrict uses or disclosures of your Personal Health Information to carry out treatment,
payment or healthcare operations.

You may request that we restrict disclosures of your Personal Health Information to any person you identify for
involvement in your care and for notification purposes, as applicable, regarding your location, general condition
or death.

We are not required to agree to your request for a restriction on uses or disclosures of your Personal Health
Information to carry out treatment, payment or healthcare operations.

If we agree to a restriction on uses or disclosures of your Personal Health Information to carry out treatment,
payment, or healthcare operations, then we may not use or disclose Personal Health Information in violation of
such restriction. However, if you are in need of emergency treatment and the restricted Personal Health
Information is needed to provide the emergency treatment, we may disclose such information to a healthcare
provider to provide such emergency treatment to you and we will request that such healthcare provider not further
use or disclose your information.



If we agree to a restriction, such restriction would not prevent uses or disclosures as follows: required by the U.S.
Department of Health and Human Services to investigate or determine our compliance with the HIPAA privacy
regulation; required by law; for public health activities; about victims of abuse, neglect, or domestic violence; for
health oversight activities; for judicial and administrative proceedings; for law enforcement purposes; about
decedents; for cadaveric organ, eye or tissue donation purposes; for research purposes; to avert a serious threat to
health or safety; for specialized government functions; or for workers’ compensation.

If we agree to a restriction, we may terminate that agreement if: you agree to or request the termination in writing;
you orally agree to the termination and the oral agreement is documented by us; or we inform you that we are
terminating our agreement to a restriction, except that such termination is only effective with respect to Personal
Health Information created or received after we have so informed you.

Your Right to Receive Confidential Communications of Personal Health Information

We will accommodate any reasonable request you might make to receive communications of Personal Health
Information from us by alternative means or at alternative locations, if you clearly inform us in writing that the
disclosure of all or part of that Personal Health Information could endanger you.

We require that you make a request for a confidential communication in writing and specify how or where you
wish to be contacted.

We may condition the provision of a reasonable accommodation on when appropriate, information as to how
payment, if any, will be handled; and specification of an alternative address or other method of contact.

You do not need to explain to us why you are requesting confidential communications.

Your Right to Inspect and to Copy Personal Health Information

Right of Access — Except for conditions regarding “Unreviewable Grounds for Denial of Access” and
“Reviewable Grounds for Denial of Access” listed below, you have the right of access to inspect and to obtain a
copy of your Personal Health Information that we maintain in a Designated Record Set, for as long as the
Personal Health Information is maintained in the Designated Record Set, except for psychotherapy notes or
information compiled in reasonable anticipation of, or for use in, a civil, criminal, or administrative action or
proceeding. We require you to make requests for access in writing.

Unreviewable Grounds for Denial of Access — We may deny you access to your Personal Health Information
without providing you an opportunity for review, in the following circumstances:

o The Personal Health Information is not something to which you have a right of access.

o The Personal Health Information is contained in records that are subject to the federal Privacy Act and
your access to it may be denied, if the denial of access under the Privacy Act would meet the
requirements of that law.

o The Personal Health Information was obtained from someone other than a healthcare provider under a
promise of confidentiality and the access you requested would be reasonably likely to reveal the source of
the information.

Reviewable Grounds for Denial of Access — We may deny you access to your Personal Health Information,
provided that we give you the right to have such denials reviewed (as required by the Review of a Denial of
Access procedures listed below) in the following circumstances:

o A licensed healthcare professional determines that the access you requested is reasonably likely to
endanger the life or physical safety of you or another person;

o The Personal Health Information makes reference to another person (unless such other person is a
healthcare provider) and a licensed healthcare professional determines that the access you requested is
reasonably likely to cause substantial harm to such other person; or

o The request for access is made by your personal representative and a licensed healthcare professional
determines that the provision of access to such personal representative is reasonably likely to cause
substantial harm to your or to another person.

Review of a Denial of Access — If we deny you access to your Personal Health Information on a ground that
qualifies as a Reviewable Ground for Denial of Access, you have the right to have the denial reviewed by a
licensed healthcare professional who is designated by us to act as a reviewing official and who did not participate
in the original decision to deny access. We will promptly provide written notice to you or to your personal
representative (as applicable) of the determination of the designated reviewing official and we will carry out the
designated reviewing official’s determination.

We Will Respond Promptly to Your Request for Access to Personal Health Information under the following
conditions:




If you request access to Personal Health Information that is not maintained by us or is not accessible to us
on-site, we will, no later than 60 days from the receipt of your request, take one of the following actions:
If we grant your request we will inform you of our acceptance of your request and we will provide you
the access requested in accordance with the Provision of Access requirements listed below.

If we deny your request we will provide you with a written denial in accordance with the Denial of
Access requirements listed below.

If we are unable to meet these requirements within the 60 day time period, we may have an additional 30
days (a total of 90 days) to either accept or deny your request for access if during the first 60 day period
we provide you with a written statement of the reasons for the delay and the date by which we will
complete our action on your request for access.

If you request access to Personal Health Information that is maintained by us or is accessible to us on-site,
we will act on such a request no later than 30 days after receiving your request as follows:

If we grant your request for access we will inform you of our acceptance of your request and provide the
access requested in accordance with the Provision of Access requirements listed below.

If we deny your request we will provide you with a written denial in accordance with the Denial of
Access requirements listed below.

If we are unable to meet these requirements within the 30 day time period, we may take up to an
additional 30 days (a total of 60 days) for such actions by, within the first 30 day period, providing you
with a written statement of the reasons for our delay and the date by which we will complete our action on
your request for access to your Personal Health Information.

Provision of Access — If we provide you access to your Personal Health Information, we will do so by adhering to

the following requirements:

e}

e}

e}

e}

Providing the Access Requested. We will provide the access requested by you of the Personal Health
Information we maintain about you in Designated Record Sets.
Form of Access Requested.
= We will provide you with access to the Personal Health Information in the form you request, in a
hard copy form or another form upon which we both agree.
=  We may provide you with a summary of the Personal Health Information requested, in lieu of
providing you access to your Personal Health Information or we may provide an explanation of
the Personal Health Information to which access has been provided, if you agree in advance to
such a summary or explanation and you agree in advance to the fees imposed, if any, by us for
such summary or explanation.
Manner of Access. We will arrange with you for a convenient time and place for you to inspect or to
obtain a copy of your Personal Health Information, or we will mail a copy of the Personal Health
Information at your request.
Fees. If you request a copy of your Personal Health Information or agree to a summary or explanation of
such information, we may impose a reasonable, cost-based fee.

Denial of Access — If we deny you access, in whole or in part, to your Personal Health Information, we will do so

only by adhering to the following requirements:

e}

To the extent possible, we will give you access to any other of your Personal Health Information
requested, after excluding the Personal Health Information as to which we have a ground to deny you
access.

Provide you with a timely, written denial.

If we do not maintain the Personal Health Information that is the subject of your request for access, and
we know where the requested information is maintained, we will inform you where to direct your request
for access.

Your Right to Amend Personal Health Information We Maintain About You

Right to Amend — You have the right to have us amend Personal Health Information or a Record about you
maintained in a Designated Record Set for as long as we maintain the Personal Health Information in the
Designated Record Set.

Denial of Amendment — We may deny your request for amendment of Personal Health Information or a Record

about you maintained in a Designated Record Set, if we determine that the Personal Health Information or Record
that is the subject of the request:



e}

Was not created by us, unless you provide us with a reasonable basis to believe that the originator of
Personal Health Information is no longer available to act on the requested amendment;

Is not part of the Designated Record Set;

Would not be available for inspection under the rights that the HIPPA privacy regulation gives to
individuals to access Personal Health Information; or

Is accurate and complete.

Requests for Amendment and Timely Action —

e}

You may request that we amend your Personal Health Information that we maintain in a Designated
Record Set. You must make such requests for amendments in writing and provide us with a reason that
supports your proposed amendment.

We will act on your request for an amendment no later than 60 days after receiving your request as
follow:

= [If we grant your requested amendment we will make the amendment, inform you and inform
certain others.
= If we deny your requested amendment we will provide you with a timely written denial that uses
plain language and contains the basis for the denial of an amendment. The denial notice will also
include other information regarding future disclosures of your Personal Health Information and
how you may disagree with or complain about our denial of your amendment.
If we are unable to act on your request to amend your Personal Health Information that we maintain in a
Designated Record Set, within 60 days after receiving your request, we may take up to an additional 30
days to act on your request, by, within 60 days after receiving your request for an amendment, providing
you with a written statement of the reasons for our delay in acting on your request and the date by which
we will complete our action on your request.

Actions on Notices of Amendment. When we are informed by a healthcare provider, a healthcare clearinghouse or

another health plan of an amendment to your Personal Health Information then we will amend your Personal
Health Information that we maintain in a Designated Record Sets by, at a minimum, identifying the Records in
the Designated Record Set that are affected by the amendment and appending or otherwise providing a link to the
location of the amendment.

Your Right to Receive an Accounting of Our Disclosures of Your Personal Health Information

Right to an Accounting of Disclosures of Personal Health Information. You have the right to receive an

accounting of Disclosures of Personal Health Information made by us in the 6 years before the date of your
request for the accounting.
Disclosures NOT required to be listed in the Accounting. The following are disclosures to which you do not have

a right to an accounting and we will not include a listing of such disclosures to you.

e}

o
o
o

o

Disclosures made to carry out our payment activities and purposes.

Disclosures made to carry out our healthcare operations activities and purposes.

Disclosures made by us for the treatment activities of a healthcare provider.

Disclosures made by us to a healthcare provider, a healthcare clearinghouse, or another health plan for the
payment activities of the entity that receives the information.

Disclosures made by us to a healthcare provider, a healthcare clearinghouse, or another health plan for
certain healthcare operations activities of the entity that receives the information, if we and the entity
receiving the information either has or had a relationship with you, the Personal Health Information
pertains to such relationship, and the disclosure is for certain limited purposes.

Disclosures of your Personal Health Information made to you.

Disclosures made incident to a use or disclosure otherwise permitted or required by the HIPAA privacy
regulation.

Disclosures made pursuant to your authorization.

Disclosures made pursuant to the HIPAA privacy regulation regarding those disclosures made to persons
involved in your care or other notification purposes.

Disclosures made for national security or intelligence purposes to authorized federal officials for the
conduct of lawful national security activities.

Certain disclosures made to correctional institutions or law enforcement officials having lawful custody
of you or other Personal Health Information about you.

Disclosures that are part of a Limited Data Set under the HIPAA privacy standards and implementation
specifications regarding Limited Data Sets and Data Use Agreements.



o Disclosures that occurred before April 14, 2003.

* Under certain circumstances we are required to temporarily suspend your right to receive an accounting of the
disclosures we made to a health oversight agency or law enforcement official.

*  You have the right to request from us an Accounting of Disclosures for a period of time less than 6 years from the
date of your request.

* Unless the disclosure is one that we are not required to list in the accounting, or you have requested a time period
of less than 6 years, the written Accounting of Disclosures will include disclosures of your Personal Health
Information that occurred during the 6 years before the date of your request for an Accounting, including
disclosures to or by our Business Associates.

* Provision of the Accounting of Disclosures of Your Personal Health Information — Within 60 days after receiving
your request for an Accounting of Disclosures of your Personal Health Information, we will provide you with
such an accounting. If we are unable to provide an accounting of disclosures within the 60 day period, we may
take an additional 30 days on which to provide the accounting by providing you, within 60 days after receiving
your request for an accounting, a written statement of the reasons for our delay and the date by which we will
provide to you an Accounting of Disclosures of your Personal Health Information.

* Fees for an Accounting — The first accounting of disclosures that you request within any 12 month period will be
provided to you by us at no charge. For any additional accountings of disclosures that you make within a 12
month period we will charge you a reasonable, cost-based fee. We will notify you in advance of this fee, and you
will have the opportunity to withdraw or modify your request for a subsequent accounting of disclosures of your
Personal Health Information in order to avoid or reduce the fee.

Your Right to Receive a Paper Copy of This Notice. You have the right to obtain a paper copy of this notice from

us, upon request, even if you have agreed to accept this notice electronically. At least once every three (3) years, we

will notify all individuals covered by our plan of the availability our Notice of Privacy Practices and how to obtain the
notice.

Your Right to File a Complaint. If you think that we have violated your privacy rights, you have the right to file a

complaint with us or with the Secretary of the U.S. Department of Health and Human Services. To file a complaint

with us, please contact: Fusion Sleep — Privacy Officer 4245 Johns Creek Pkwy, Suite A Suwanee, GA 30024-9122.

All complaints must be submitted to us in writing. We will not penalize you nor will we retaliate against you for filing

a complaint.

Contact Information. For further information about matters covered by this notice please contact Privacy Officer at

678-990-3962.

Effective Date. This notice was published and becomes effective on April 18, 2014.

Omnibus Final Rule

Final modifications to the HIPAA Privacy, Security, and Enforcement Rules mandated by the Health Information
technology for Economic and Clinical Health (HITECH) Act, are as follows:

* You have the right to be notified of a data breach.

*  You have the right to ask for a copy of your electronic medical record in an electronic form.

*  You have the right to opt out of fundraising communications from Fusion Sleep, LLC, and Fusion Sleep, LLC
cannot sell your health information without your permission.

* Certain uses of your medical data, such as use of patient information in marketing, require prior disclosure and
your authorization. Uses and disclosures not described in this notice will be made only with your authorization.

* If you pay in cash in full (out of pocket) for your treatment, you can instruct Fusion Sleep, LLC not to share
information about your treatment with your health plan.
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