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Notices of Privacy Practices
HIPAA

| understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), | 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 been informed by you and your Notice of Privacy Practices containing a more complete description
of the uses and disclosures of my health information. | have been given the right to review such Notice of
Privacy Practices prior to signing this consent | understand that this organization has the right to change
its Notice of Privacy Practices from time to time and that | may contact this organization at any time to
obtain a current copy of the Notice of Privacy Practices.

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

| understand that | may revoke this consent in writing at any time, except to the extent that you have
taken action relying on this account.

Consent of Professional Services and Release of Information

| hereby authorize and release the doctor and whomever he may designate as his assistants to
administer treatment, physical examination, X-ray studies, laboratory procedures, chiropractic care or any
clinic services that he deems necessary in my case: and | further authorize him to disclose all or any part
of my patients record to any person or corporation which is or may be liable under a contract to the clinic
or to the patient or to a family member or employer of the patient for all or part of the clinics charge
including, and not limited to, hospital or medical services companies, insurance companies, workers
compensation carriers, welfare funds or the patient’s employer.

Insurance Information

| understand and agree that health and accident insurance policies are an agreement between an
insurance carrier and myself. Furthermore, | understand that this Chiropractic Office will prepare any
necessary reports and forms to assist me in making collection from the insurance company and that any
amount authorized to be paid directly to this Chiropractic Office will be credited to my account upon
receipt. However, [ clearly understand and agree that all services rendered to me are charged directly to
me and that | am personally responsible for payment. | also understand that if | suspend or terminate my
care and treatment, any fees for professional services rendered to me will be immediately due and
payable.

Print Patient Name:

Authorized Signature:

Relationship to patient (if not self)

Date:




