Patient Health Information Consent Form

We want you to know how your Patient Health Information (PHI) is going to bejused in
this office and your rights concerming thuse records. We require you to read ahd sign
this consent form stating that you understand and agree with how your r“e:t:ords? will be
used. If you would like to have & mare detailed ancount of our policies and procedures
concerning the privacy of your Fatient Health Information we encourage you toﬂ read the
HIPPA NOTICE that is available to you at the front desk before signing this oorﬁgent

1. The patient understands and agrees to allow this chiropractic office to use tJ‘nen—
Fatient Health Information (FHI) for the purpose of treatment, payment, healthéare
operations, and coordination of care. As an example, the patlent agrees 1o alldw this
chiropractic office to submit requested PHI {0 the Health Insurance Company (éx
companles) provided to us by the patient for the purpose of payment. Be assuted that
this office will imit the release of all PHI to the minimum needed for what the ingurance
companias require for paymaeant. i

2. The patient hag the right to examine and obtain a copy of his or ker own health
records at any time and request corrections. The patient may request to krow what
disclosures have been made and submit in writing any further restrictions on thr-" use of
thair PHI. Our office iz not obligated to agree to those restriclivns.,

3. A patient's written consent need only be obtained one time for all su hsequm‘lt care
given the patient in this office,

4. The patient may provide a wrillen request to revoke consent at any time durihg care.
This would not effect the use of those records for the care given prior to the written
request to revoke consent but would apply to Bny care given after the request h:a& been
presentad, |

5. For yowr security ang right to privacy, ail staff has been trained in the area of patient
record privacy and a privacy official has been designated to enforce those procédures in
our office. We have taken all precautions that are known by this office to aaﬁur&? that
yvour records are not readily available to those who do not need them. '

8. Palients have the rignt to file a tormal complaint with our privacy official about any
possible violations of these policies and procedures. |

7. If the patient refuses to sign this consent for the purpose of treatment, payment and
healthcare operations, our office has the right to refuse to give care.

| have read and understand how my Patient Health Information will be used and | agree
to these policies and procedurcs.

Fatient name Date



INFORMED CONSENT :
TO
CHIROPRACTIC TREATMENT

on the patient namec below, for whom am legally
rgsponsible:; ) by the chiropractic
physictan and/or anyone working in this office authorized by the chiropractic physi!aian

[ further understand that such chiropractic services may be performed by the phff,ician of chiropractic

named here and/or other licensed Physician of chiropractic whom
may treat me now or in the future at this office. [ have had an opportumity to discuss with
Dir. —and/or with other office or clinic personnel the xl;i‘atu.re and purpose of

chiropractic adjustments and other procedures. I understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine and all health;care, the practice of
chiropractic carries some risks to treatment, including, but not limited to, fractur%es, disc injuries, and
strokes (CVA), dislocations, and sprains. I do not expect that physician to be able to anticipate and
explain all risks and complications. Further, I wish to rely on the physician to exetkise judgment during
the course of the procedure which the physician feels are in my best interests, at thmhhne, based upon the
facts then knowun, ‘

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions
about its contents, and by signing below, I agree to the treatment recommended by my physician. |
intend this consent form to cover the entire course of treatment for my present condition(s) and for any
condition(s) for which I seel treatment at this facility. i

To be completed by the patient: " To be completed by the patients
Represcntative, i necessary,(€.g.
If the patient is a minor or is
) physically or mentally irlcapacitated)
Print Patient’s Name

Print name of Patient !
Signature of Patient *

Signature of Representative



