Chiropractic Care Clinic - YEAR 2023
Electr.' nic Health Records Intake Form v Chart#

 Fitst Name: | _ | ‘_ MI - LastName

: DOB: N o Gender Male[] Fernale [] Preferred Language

Srgn up for Text remmders‘? Yes [ ] No 1 A]ready Have [] Cell phone number "
-E-mail: _

. _"Emergency Contact/Relatiow o | : - Phonet#:

Address, Phone # or Insurance Change'

Smokmg Status Never Smoked 1 Every Day Smoker [ ] Occasmnal Smoker [ ] Former Smoker [ ]
o _Smok:mg Start Date (Optronal) | |

- - Race: Amerrcan Indran or~A1aska Native [] Asran 1] Black or African Amencan [ ] ‘White (Caucaswn) []
_Native Hawaiian or Pacific Islander [ Declme to Answer [1 Other[] |

Ethmcrty Hrspamc or Latino []1 Not Hlspamc or Latino [ } Declme to Answer [1

- hj‘v_'Do you have any Medrcme or Food or Envrronmental Aﬂergres? Use baek of form 1f necessary

'Aﬂergy _ ' ‘ Reactron

Allergy: Reactron

Are you currently takmg any me(hcme‘7 (For example Lasm 20mg once daﬂy) Use back of form 1f necessm
Medicine . . . Dosag o Freouencv Medrcme _— Dosage - __Frequency

- _Sj;eciﬁcallv G'I medications-

Famrly Medlcal Hrstory (F Father, M—Mother B- Brother, S Srster or C-Chrld)

'»HeartDrsease _ ._‘ H1gh BloodPressure - D‘]Bbptes U Canlcefi;v‘" . -

'KKidriey Di_sease:l_. LungDrsease 3 Other L

Height: Weight: i

[ 11 choose to allow CCC to register clinical summary and set up my Patient Portal aecount.

, Patient S ignature:

_ Date;
_T or Offrce Use Om’v

" Blood Pressure ./ Pulse_ ) DrKamerman ’-_ Dr Wam’ - Smﬁ"




HEALTH QUESTIONNAIRE

Doctor’s Notes' . -

Chart # ‘Date
. Patient Info i
First Name: , Last Name: ML:
Address: . City, State, Zip: - Home phene #:
Email Address: _ Cell phone #:
Sex: Male —  Date of birth: — Age: SS# DL.#
Female Weight Height
Occupation: Employed by: Work phone #:
Work address: City, State, Zip: .
Marital status ~ single — married - widowed divorced — other ‘
_Patient resides with: lives alone ‘spouse parents — children
Children: yes —_ no..—  How many? '
Spouse’s name: : Spouse’s phone #:
Spouse’sDate of Birth, . SS# Spouse’s employerfoccupation:
Race: Caucasian Black - HiSpanic% Asian American Indian _____ Other
Who referred you to our office? '
Emergency Contact: , Phone #:
B. Review of Systems — Do you currently have any of the following?
1. Skin normal , 4. Reproductive normal

——rash ——— bruise easily : Male only: Female only:

—— redness —— dryness : testical pain painful menstruation
itching —-.. nail changes - prostate problems —  breast lump/mass
hair changes ~ —— other — infertility — breast dimpling/discharge

. — impotence _— abnormal vaginal bleeding
2. Nervous System - normal . 1mpo - f
paralysis *_ loss of consciousness — Omﬂ I a;normal periods

—.— dizziness - memory loss — o
headache angiety } . 5. Cardigvascular\Pulmonary - normal .
tremors depression ) chest pain . shortness of breath
seizures mood swings palpitations coughing up blood
weakness’ other ' "coughing swoller: extremities

3. Special Sense: _ normal . : o wheezmg- . other
" __ visionproblems ~ ringing ears o —— unm
heating loss. ~ - - loss of touch sensation §. Digegtive . . . nommal
" loss of balance * sinus problem’ ‘ i '.a_bdon'ﬁnal pain . .- - dimrhes
loss of taste loss of smell _ naugea .. . hermorrhoids
~ other . ‘ ‘ _vomiting . ulcer '
’ constipation other
7. Uring normtal
painful urination inability to hold urine
T frequent urination kidney stomes
bladder infections : other
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Pajp )
1 o
506d

Head

DOCTOR'S NOTES

_ Neck

Upper Back

Mid Back

| Showder

A

Forearm

L Wrist

Hand

Ribs _

Lower Back

Buttock

Hip

Upper Leg

Knee

Lower Leg

Ankle

. Foot

2. When did your symptoms start?

3. Radiation/spread/referral of pain Y—_ N___

4. How often do your symptoms occur?

Intermittent — Occasional ... Frequent —_ Constant

5. Are you getting? Better—— Worse — Same —

6. Have you had this condition before? Y N____

7. Are your complaints aggravated by?

coughing lifting ——  walking
sueezing ... bending .. reaching __
straining at stool , Sitting . other
neck movement —... standing — ‘

8. Are your complaints relieved by?
nothing —— standing ——  lying down -
heat ~— iee — .  stretching .
sitting —. exercise — other —

9: Since your sympto.ms‘began have you had a change in
bodily functions? Yoo N -

bﬁlance — gait — - .
coughing sexnal . -coordination
menstroal vision hearing —
urination ___ grip — sneezing ——.
bowel habits .___ sleep weight
breathing swallowing ___ other

10. Have you had care for this condition? Yes—_No

List Doctors, treatments and dates

11. Have '_you'ha& changes in activity of daily living?

jlYes-.u__No -




. )

. to

1. Do yousleep on: back ___ stomach - side L/R ____
How well? ‘

2. Do you exercise on a regular basis? Y____ N
How?

3. Howdo 3}ou spend your spare time (hobbies, etc.)?

'DOCTOR’S NOTES

4. Do youuse: caffeine tobacco
aleohol recreational drugs
5. Your diet is: balanced __ fair . poor___
excessive ___ restricted ____

1. Are there any diseases or conditions that are COmmon among
your fanuly members (inherited diseases or condmons)‘?

E. Work History

l. Numberofjobs:1__2__ 3__ Shiftl__ 2. 3

2. full ime____ parttime ___temp__ unemployed____
“retired __ student _ homemaker -
) disabled pattially completely _
3. Work week: hours perday __ _ days perweek __
4. Do your present complaints affect the nnmber of hours you
workperday?Y___ N ___
5. Length of time at present occupation:
Years . Months ___

6. Type of work: professional ___ physical labor — clerical _

S

1. Have you been to a chiropractor- Y N__
2. Do you have a family physician: Y ____ N ____
Date of last exam:

* Doctor name and address

3. Have you been hospnahzed in the past? Y_._.. N~
Date and Teason: '

. 4. Do you have any drug allergies? Y___ N____
5. Are you currently taking any drugs? Y___ N____

—— anti-inflammatory  ____ antibiotics
-— muscle relaxants  ___ birth control
— pain pills ——— hormones
- tranquilizers — blood pressure

List any and for what conditions:




6. WOMEN ONLY: ' * DOCTOR’S NOTES
To your knowledge are you pregnant? Y . N ___ : i

Last OB-GYN exam:

D;. name:

7. Do you currently have or previously had any of the following? -

— allergies - — arthritis

—— asthma —-- broken bone/fracture .
e Cancer —— diabetes

- dislocated joints ~ ___ AIDS

— HIV ~ —— epilepsy

— high blood pressure  ___ hardening of arteries
— herniated disc w kidney trouble

—— heart tronble . —— joint replacement
— multiple sclerosis ~ — osteoporosis

— polio —— prostate trouble

~—. pacemaker —— mental/femotional
- 8TD — scoliosis '
— stroke — thyroid

—— surgical implants

8. Any other conditions or information you would like us to know?

How will you be paying today? ~ Check ___  Cash__ .  CreditCard____  Other__ v

Full payment is due at time of service. We accept cash, checks, Visa, MasterCard, Discover, Ametican Express, and Care Credit. We
will be glad to file health insurance, med pay dlaims, third party insurance, or Worker’s Compensation claims. We accept insurance

- assignment. You will be responsible for paying your pert of the care at the time of service. Our office does not guarantee that any
form of insurance will pay. The patient is ultimately responsibie for all charges incurred. :

&

Patient Signature; : ' ‘ Daie:

. Authorization to Release Records to Patient’s Insurance Carrier: .

Pattent Sign’ature: - o = ' Date:




Patient's Name

Number Date

NECK DISABILITY INDEX

This quasﬂunriairé has been designed o givé the dactor Information as to how your neck pain hag affected your ability o rﬁanage in
everyday life. Please answer every section and mark in each section only ONE box which applles to you. We realize yau may

consider that two of the statements in any ong section refate to you, but please just mark the hox which MOST CLOSELY -

describes your problem.
- Section 1 - Pain Intensity

O] I have no pain at the moment.

0 The pain is very mild at the moment.

13 The pain is moderate at the moment,

1 The pain is fairly severe at the moment.

L[] The pain is very severe at the moment,

O The pain is the worst imaginable at the moment..

Section 2 -- Parsonal Care (Washing, Dressing, etc.)

0O | can ook after myaelf normally without causing extra pain.

E11 can look after myself normally but it causes exira pain.

E1 It is painful to look after myself and | am slow and careful.

I | nesd some help but manage most of my personal care.
-[3 1 need help avery day in most aspects of self care.

31 do not get dressed, | wash with difficuity and stay in bed.

Section 3 - L'iftlng

[} | can lift heavy weights without exira pain.
O | can lift heavy welghts bist it gives extra pain.

1 Pain pravents me from itfing heavy weights off the floor, but

I can manage if they are conveniently positioned, for
example on a table. :

1 Pain prevents me from tifting heavy weights, but | can
manage light to medium weights if they are conveniently
positioned. '

CI{ can [ift very fight welghts.

O cannot fift or carry anything at all.

Sactlon 4 — Reading

L1 1 can read as much as | want to with no pain in my neck.

E1! can read as mach as | want to with slight pain in my neck.

K1 can read as much as | want with mederate pain.

E11 can't read as much as | want bacause of moderate painin
my neck. ‘

O | can hardly reed at all because of severe pain in my neck,

O eannot read at all; :

Section S-Hgadaches

O 1have no headaches atall, . . o

01 hava slight headachas which come infrequently.

3 1 have slight headaches which come fraquently.

O | have maderate headaches which come infrequently.
0 I have severe headaches which comie frequently.

1| have headaches almost ali the time.

Scoring: Questions are scored on a vertical seale of 0-5. Total scares
and multiply by 2. Divide by number of sections answered multiplled by
10, A score of 22% ar more is considered e significant activities of daily
fiving disability.

{Score___x2)/(___Sections x10) = %ADL,

" Section b~ Concentration

L11 can concentrate fully when { want fo with no difficulty.

Cl 1 can concentrate fully when | want fo with slight difficutty.

O1 have a fair degree of difficulty in concentrating when | want to.
O | have afot of difficully in concentrating when | want to.

01 have a great deal of difficulty in concentrating when | want to.
[ | cannot concentrate at all.

Saction 7—Work

01 can do as mueh work as | want to.

O  gan anly do my usual work, but no more.

O I ean do most of my usual work, but no more.
[0 | cannot do my usual work. :
B | can hardly do any work at ail.

.01 can't do any work at all.

Section 8 — Driving

0 | drive my car without any neck pain.

O I can drive my car as long as | want with slight pain in my neck.

31| can drive my car as fong as | want with moderate pain in my
neck.

031 can't drive my car as long as ! want because of mederate pain
in my neck, _ :

DO 1 can hardly drive my car at all because of severe pain in my
neck. ) o

001 can't drive my car at 2ll.

Saction 9 - Sleeping

O | have no frouble sleeping,

1 My sleep is slighlly disturbed (less than 1 hr. sleaploss),
L My slaep is moderately disturbed (1-2 hrs. sleepless),
8 My sleep is moderately disturbed (2-2 hrs. slespless).

- O My sleep is greally disturbed (3-4 hrs, slecpless).
" - T My sleep is completely disturbad (5-7 hrs, sleepless).

Sectlon 10~ Recreation

Otam able_tq— éngéga in all my recreation activities with no neck

painatal. - . o ,
3 | am able to engage In all my recreation activiias, with some
pain in my neck. _ s :
11 am able to engage In most, but nat all of my usuat recreation
activiilas because of pain in my neck. :
0 1 am able ta engage in a fow of my usual racreation activities
because of pain in my neck. . '
O I can hardly do any recreation activitias because of pain in my
neck.

CI | can't do any racreation acilvities at all. -

Commants__

_ AL
Referance: Vemon, Mior, JMPT 1991; 14(7): 408-15




Patient's Name_

Number - : Date

LOW BACK DISABILITY QUESTIONNAIRE (REVISED OSWESTRY)

This questioringire has been designed to give the dbctor inforimatien as to how your back paln has affected your ability to manage In
everyday life. Please answer every section and mark in each section only ONE box which applles to you. Wa realize you may

 consider that two of the stataments in any one section relats to you, but please just mark the box which MOST CLOSELY

describes your prablem,
Section 1 - Pain Intensliy

O 1 can tolerate the pain withaut having to use painkiliers.

0 The pain is bad but | can manage without taking painkiliers.
O Painkillers give complete relief from pain. s

L] Painkillers give moderate relisf from pain,

0 Pairkillers give very fittle relief from pain.

[ Painkillers have no effect on the patrand | do not use them.

Section 2 - Personal Care {Washing, Dressing, efc.)

O | can look afler myself normally without causing axtra paln.
O | can look after mysalf normally but It causes extra pain.
O-Itis painful to look after myself and | am slow and caraful,
1| need same help but manags most of my personal care,
101 need halp every day in most aspects of salf care,

O 1 do rot get dressed, | wash with difficulty and stay in bad.

Section 3 - Lifting

O i can lift heavy weights without extra pain.

00 Vcan lift heavy welghis but it gives extra pain. :

[ Pain prevents ma from lifting heavy weights off the flaor, but
Fcan manage if they are conveniently posiioned, for -
example an a table, - '

8 Palh prevents me from lifing heavy weights, but | can

" manage light to medium welghts if they are conveniently
positionad. :

03 1 can lift very light weights.

E1 1 cannot lift or carry anything at all,

Section 4 — Walking

O Paln does not prevent me from walking any distance.

O Pain preverts me from walking mere than one mile,

0 Pain prevents me from walking more than one-half mile.

0 Pain pravents me from walking more than ane-quarter mila
O I can only walk using a stick or crutches.

01 1 am in bed most of the time and have to crawl 1o the toilet, -

Section § -- Sitting -

O {can st in any chair as long as | like ‘

£1 1 can only sit in my favorite chair as long as | ke

. O Pain prevents me from sitting more than one hour.

- O Paln prevents me from sitting mare than 30 minutes.
L1 Pain prevents me from sitting more than 10 minutes.
0 Pain prevents me from sitting almast all the tima,

Scoring; Questiens are scored on a vertical scals of 0-5. Total scores |
and mutiply by 2. Divide by number of sections answered muliiplied by

10. A score of 22% or more is considerad sigrificant activitles of daily
living disability.

(Scare___x 2 /{ Sectlons x 10) = : . %ADL

Section 6 - Standing

O | can stand as long as | want without extra pain.

Ol | can stand as long as | want but it gives extra pain.

O Pain prevents me from standing more than 1 hour.

3 Pain pravents me from standing more than 30 minutes,
O Pain prevents me from standing more than 10 minutes.
O Paln prevents me from standing at all.

Saction 7 - Sleaping

O Pain doss nat prevent me from slesping wall

T | can sleep well only by using tablsts.

O Even when | take tablets | hava legs than & hours sleep.
03 Even when | take tablats | have less than 4 hours sleep.
O Evan when | take tablets | have less than 2 hours sieep.
0 Pain prevents me. from sleeping at all,

-Section 8 - Social Life

O My social fife Is normal and gives me no extra pain.

01 My soclal fifs is normal but increases the degree of pain,

B Paln has no significant effect an my soclal fife apart from
limiting my more enargetic interests, a.g. dancing.

L1 Pain has restricted my social life and | do not go out as
oftsn.

£ Pain has restricted my sociat lifs to my home.

LI | have no social life because of pain.

Section # — Traveling

! | can travel anywhers without extra pain.

O | can traval anywhere but it gives rme axtra pain.

O Pain Is bad but ! manage journeys over 2 hours.

O Pain is bad but | manage journeys less than 1 hour.

IO Pain restricts me to short necessary journeys under 30
minutes.

O Pain prevants me from fraveling except to the doctor or
hospital, - )

Section 10 -;Changing Degree of Pain

T1 My pain is rapidly getting better. .
B My pain flucluates but overall is definitely getting better.

O My pain seems o be getiing better but improvement is slow
at the presant. ’ : :

o My pain Is nefther getting _better nor worse,

O My pain is gradually worsening.
00 My pain is rapidiy worsening.

Commants

Reference: Faltbank, Physiotherapy 1681; 68(8): 271-3, Hudson-Cook.
In Roland, Jenner feds.), Back Pain New Approashes To Rehabilitation
& Education. Manchester Univ Prass, Manchester 1983: 187-204




LOW BACK PAIN DISABILITY QUESTIONNAIRE
| (ROLAND-MORRIS)

Name - : ' ____Number ___ “Date

When your back hurts, you may find it difficult to do some of the th:ngs you normally do.
Mark only the sentences that describe you today.

L1 1stay at home most of the time because of my back.

[ i change position frequently to try and get my back comfortable.

1 iwalk more slowly than usua! because of my back.

O Because of my back, | am not: domg any jobs that | usually do around the house,
[ Because of my back, | use a handrail to get upstairs.

[J Because of my back I lie down to rest more often,

El Because of my back I have to hold onto somethmg fo get out of an easy chair.
O Because of my back | try to get other peopla to do things for me.

Otget dressed more slowly than usual because of my back. |

O I stand up only for short perfods of time because of my back.

L] Because of my back, | try not to bend or kneel down.

O 1 find it difficult to get out of a chair because of my back.

O My back is painful almost all of the time.

11 find it difficult to turn over in bed because of my back.

LI My appetite is not very g.ood‘ because of my back pain.

O I have trouble putting on fny socks (or stockings) because of pain in my back.
O I sleep.less well because of my back. | ,

£ Because of back pain, | get dressed with help from someone else,

O 1'sit dowrt for most of the day because of my back.

I 1 avold heavy jobs around the house because of my back.

El Because of back pam lam more irrttable and bad tempered with people than usual.
‘ D Because of | my back pain, | go upstairs more slowly than usual

a1 stay in bed most of the time because of my back.

SCORE:

Refarence: Roland, Morris. A Btudy-of the Natural History of Back Pain Part +: Davelopment of a Reliabla and Sensifive Measure of

Cisability in Low-Back Pair. Spine 1983; 8(2): 141-144

FORM 503




Chiropractic Care Clinic _.
Statement of Financial Responsibility

Payment for services rendered is expected at time of service. Thiis inchudes all co-pays and
deductibles. We accept cash, checks, VISA, MasterCard, Discover, American Express, and
Care Credit. We will be glad to file health insurance for companies that we are in network with,
We will also file Worker’s Compensation claims, . - '

OUR OFFICE DOES NOT GUARANTEE THAT ANY
" FORM OF INSURANCE WILL PAY. |
THE PATIENT IS ULTIMATELY RESPONSIBLE
FORALL CHARGES INCURRED.

I have read and understand this policy:

Signature o i Date

N Cancellation Policy

- The main goal of Chiropractic Care Clinic is to provide the best ppséible care to our patients.

- As of Monday, December 14; 2009, we have hnplemented anew pdlicy éoncerning missed or .
cancelled appointments. Appoint!_nent. cancellations will require a 24 hour advance notice.

Patients with scheduled appointments that are not cancelled within 24 hours will be charged a
fee of $25.00 = | \ |

This will allow us to take care of other patient needs that we would not have othérwige been -
- able to book. . B - - S et

I have read and understand this policy:

Signature _ _ : Date




£t “ ‘ ) ' ' Siteetive Dals: Catober i, 2044

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.

Dear Patient, ‘ ' :

Federal law requires C kzroprac:zc Care Clinic to make this Notzce of Privacy Practices (* Nor.!ce ") available to
all persons and to make a good faith effort to obtain a szgrzea' document acknowledging patients’ rece:pt of this
nNoz‘zce

g I?:anlc you, . )
Chiropractic Care C’l nic

WHAT IS THE PURPOSE O¥ THIS NOTICE"
- The purpose of this Notice is to explain:
- How the clinic uses and releases your health information;
- Your rights concerning your health information; and .
*The clinic’s duties relating to your health mfermatmn

WHAT ARE THE CLEZC’S RESI’ONSIBILITIES TO YOU? , c -
Your health information is personal. The Clinig is requlred by law to profect the pnvacy nf your health mformatmn and to
'provxde you w1th netice of the Clmlc s legal dutiey and prwacy practices that relate to your health mfonnatxon :

WHEN ES THE NOTICE EF FECTIVE" . ‘

The Notice is effective on the date shown at the top of th:s page The Clmm reserves the right to change thls Notice after
the effective date and to make the revised Notice effective for all health information maifitained by the; Chme (including
existing health mformatwn as well as mformatmn the Clinic creates or reccives inthe future)

‘VVHEN DO WE U USE AND RELEASE YOUR HEALTH INFORMATION WITHOUT YOUR

WRITTEN AUTHORIZATION" _
The following paragraphs explam some of the situations in whleh the Clxmc is permrtted te use and release your health
mfonnatxon w1thout your express wntten a.uthonzatmn ‘

Treatment Piirposes - S o P, ,
"+ The clinic may use and share your health uﬂ'ormatmn w1tl1 other health care prowders who are or will be involved

in your treatment Examples of these health care prowders mclude doctors, nurses, therapists, and laboratorles

Pa}gment Pur___noses o S - : o
The Clinic may use and share your- health mformatlon in certain eltuatxons to obtam payment or rezmbursement

for the medlcal servwes, nutntien or supplles prowded to you

422 mtmem‘ Remmders ' o : :
The Chmb pay use your health mformatlon to remmd you of scheclu]ed appomtments recommended servxces, '
treatment aliernatives, and other heaith-related benefits and services that may be of interest fo you.

War-ker 1 Comgensatza :
The Clinic may disclose your health mformatlon as necessary to eomply with State Worker 8 Compensatlon

Laws,




Twmergeneles -

The Clinic may disclose your health information to notify or assist in notifying 2 family mta;nbe:‘z' or another
person responsible for your care about your medical condition o in the event of emergency,

As Required By Law ,

The Clinic may share your information with a federal, state, or Jocal government agency or authority to the exten
authorized or required by law. For example; The Clinic may be required by a court of law to share health
information with the court pursuant to a court order. : .

Public Health Aclivities

The Clinic may share your health information with a federal, state, or local public health authority to carry out
public health activities. " : o o : :

Abuyse, Neglect, or Domestic Violence '

- . The Clinic may share your health information with a federal, state, or local agency or authority to report 2 patient

" réasonably belisved to be 4 victim 6f abus, negléct, or domestic violence.

Health 0versz'gi’ztAgéAcz‘es

‘The Clinic may share your health information with a federal, state, or _Iocal' agency fo assist such dgencies with .
health oversight activities. S ' S : '

Judicial and Administrative Proceedings ‘ i, S T PR
The Clinic may share your health information to comply with an order of a court or administrative tribunal, For
_ example, the Clinic may release your information to a conirt of law if the Clinic recéives an order from the courf

requiring the release of information. =~ o L o D

Law Enforcement Activities - -

The Clinic may share your bealth infoﬁnatiop with a federal, state, or local law enforcerent officer or agency for -

certain law enforcement purposes. : For. example, the Clinic:may share certain littited healt: information with a
state police office in order to _§§i§nti;’3{ or focate a~§u5pédt;-hadtgrial Wwithess, or missing person;, . - O

To Avoid a Serlous Threat to Health or Safet

" The Clinie may us¢ and share your health infofmation with 4 federal, state, orlocal governiment agei:cy or

* . authority fo help avoid a serious thréat to health or safety.

Specialized Government Functions ' ' T L T
“The Clinic may use and share your health information withi a federal, state, or local government agency or
- authority for certain military and Veterans activities, certain national seourity and intelligence activities, and
"+ cerfain protective and cofrectional purpdses. * - - . . . . o

Change of Ownérshiy o | o - o
. Intheevent that Chiropractic Care Clinic js sold or merged with another orgagization, your health
information/records will become the propetty of the new cwner... . EEEE

WHEN IS YOUR WRITTEN AUTHORIZATION REQUIRED BEFORE MHE CLINIC MAYUSEOR .
SEARE YOUR HEALTH INFORMATION? : B |
M—n———. .

Except for the situations listed above, the Clinic is required to obtairi your prior written authorization before using or
reléasing your health information. I'you authorize the Clinic to usé or release your information, you may cancel, or
revoke that anthorization in writing at any time. : : :

WHAT ARE YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION? .
The clinic wants you to know that you have the following rights relating to your heslth information that is obtained or
maintained by the Clinic; o - : o -

o




You have the right to receive a paper GOp}’ of this Notice at any time.

" Ris, hito Request Confidentiol Cammumca!mns

You have the right to ask the Clinic to communicate your health information to you ir different ways or places.

X !tt 10 Request Restrictions .
You have the right to request restrictions or limitations on how the Clinic uses or releases your heaith information

in certam situations, The Clinic may not agree to your request.

Rgizt 1o Access :
With a few exceptions, you have the right to review and receive a copy of your health information that is obtained

or maintained by the Clinic. Some situations when you do not have the right to review or copy your health
inforrnation include {1) when the information has been compiled in reasonable anticipation of & civil, eriminal, or
administrative action or proceeding; or ) any information your provider feels you would commit serfous bharm to

you or to others. The Clinic’may charge you'a fee'tc copy or mail your health information. If the Clinic denies .

you access to your health information, the Clinic will give you a written reason for the denial and information
regarding how you cen file an appeal if you are not satisfied with the Clinic’s mltlal decls 1on 10 deny you aCCess
to your health mformatmn : :

Rightto Amend '
You have the right to ask the Clinic to amend your health information if yopr information i is inaccurats or

incomplets. The Clinic may deny your request if, among other reasons: (1) the Clinic,did not create the health
information at issue: (2) the Clinic does not maintain the health information at issue; @ you are not allowed to
. access the information; or (4) the information is accurate and complete.

Right foa List of Intormatmn ReIease

" You have the right to request and recejve a list or accounting of the situations when the Clinic has released your.
health information. The Clinic is not required to identify every information released in the list. I you réquest a
record of releases more frequently than once per year, the Clinic any charge a fee for prowdmg the [ist.

PRIVACY OFFICER CONTACT INFORMATION = .

~ If'you have any questions about this Notice, wish to obtain dny form to exercise a r:ght descnbed in thls Notice, or w1sh to .
- file a complaint, please contact the Clinic’s Privacy Officer at: - :

_ Atin: Privacy Officer
" Chiropractic Care Clinic
2924 Hawkins Drive
Searcy, AR 72143
5 01-268—2273

-~

" YOUR SIGNATUREBELOWACIGVOWLEDGES THAT YOU HAVE READ AND UNDERSTAND THE
CONTENTS OF THIS NOTICE. . | o B

SIGNATURE ' “DATE

W




Chiropractic Care Clinic
2924 Hawkins Drive
Searcy, AR 72143
501-268-2273

Chiropractic Care Clinic abides by all FIPAA (Health Tnsurance Portability &
Accountability Act) Guidelines, - | ' o :

Patient Name | T Relationship to Patient

Patient/Parent/Guardian Signature © . Date —. B =

I give pernission for Chiropractic Care Clinic (Doctdr and/or _Designa'ted-
Representative) to release/disbu_ss the following information:
[ ] Health Infon_ﬁation [ ] Billing Information

With the following person(s):

- Name Relationship

Name . R ‘Relationship




