Enright Chiropractic, LLC

ACKNOWLEDGEMENT OF HIPAA PRIVACY NOTICE
AND DESIGNATION OF DISCLOSURE

L Acknowledgement of Practice’s Notice of HIPAA Privacy:
I have read a copy of the Notice of HIPAA Privacy for the Physician Practice

Name of Patient Date Signature of Patient/Parent Guardian Date

IL. Designation of Certain Relatives, Close Friends and Other Caregivers:
Al Tagree fﬁai the pracfice n%r ay djsclose cerfain of my health m%ormatlon to a f %
member, close personal friend or ot]'ler care iver, since such person is invo
with my %gat care ?r payment re ating to my healthcare. In that case, the
Physicj an ractice will disclos ¥1 in ormatlon at 1s irectly rele an} 0 the
erson s {nvolvemen wlt T‘nezﬂt care or p(a)ﬁment fl tmg to Ly care.

wish to be contacte owmg manner (check all that apply):

Telephone, Written and Fax Communication

Home Telephone Number Written Communication:
OK to leave message with detailed information OK to mail to my home address
Leave message with call back numbers only OK to mail to my work/office address
Work Telephone Number Fax Communication
OK to leave message with detailed information OK to fax to this number
Leave message with a call back number only Other:
B. T gnate the following persons lis ed elow {;1 persons involye % with my
t %or payment relating to my are or gurpose cit € practlce
e limited disclosurés descn OVe. nders I’am not
requlred to list anyone. I also understan that I may change this list at any time
1n writing.
Print Name: Last four digits of his/her SS number (required)
Print Name: Last four digits of his/her SS number (required)
Print Name: Last four digits of his/her SS number (required)
C. The following person(s) are not authorized to receive my Patient Health
Information:
Print Name: Print Name:
Signature of Patient/Parent/Guardian ' Date
III. "J}'lhe privacy rule genera tlly requires healthcare rov1ders to take reasonable steps to limit
e use or disclosur rquests or, Pa sﬁ;t Health Intorm tlon to fTe minimum
necessary to accomp 1sh the inten urpose. 1hese prows1 ns do not app 0 uses or
1sc osures mage pursuant to an aut or1 datloP requested patient/ paren ar 1an.
Healthcare entitie ds dr% a recor afient He ormatlog 1\ osur
Information Ppr0v1 e ; constxtute an adequ te recor ses and disclosures
Treatment, Payment, an care Operations may be permitted without prior consent
Date of Disclosure to whom; | Description | Purpose of | Date of Service Person Date
disclosure address/fax number of disclosure of disclosure completing | completed

request disclosure request




CONSENT TO CHIROPRACTIC SERVICES

I hereby request and consent to the performance of chiropractic adjustments and other
chiropractic procedures, including various modes of physical therapy and diagnostic X-rays, on
me (or on the patient named below, for whom I am legally responsible) by the Doctor of
Chiropractic named below and/or other licensed Doctors of Chiropractic who now or in the
future treat me while employed by, working or associated with or serving as a backup for the
Doctor of Chiropractic named below, including those working at the clinic or office listed below
or any other office or clinic.

I have had an opportunity to discuss with the Doctor of Chiropractic named below and/or with
other office or clinic personnel the scope of practice, nature and purpose of chiropractic care:
specifically manual care; adjustments and other procedures. I understand that with manual care,
i.e., adjustments, there is a certain risk of but not all inclusion of: muscle or ligament strains or
sprains, bony fractures, cerebral vascular or neurological insult.

I understand and am informed as to the nature and purpose of the procedures, possible
alternatives, the risks involved, the possible consequences, and the possibility of complications
have been explained to me by the below named Doctor of Chiropractic and/or his/her associates
and assistants and do not expect the Doctor to be able to anticipate and explain all the risks and
complications, and wish to rely on the Doctor to exercise judgment during the course of the
procedure which the Doctor feels at the time, based upon the facts then known, is in my best
interests.

Enright Chiropractic, LLC/Dr. James J. Enrighf

I have read, or have been read to me, the above consent. I have also had the opportunity to ask
questions about its content, and by signing below I agree to the above-named procedures. I
intend this consent form to cover the entire course of treatment for my present condition and for
any future condition(s) for which I seek treatment.

Print Patient’s Name

Date

Signature of Patient

THE FOLLOWING IS TO BE COMPLETED BY PATIENT’S REPRESENTATIVE, IF
NECESSARY, e.g., [F THE PATIENT IS A MINOR OR PHYSICALLY OR LEGALLY
INCAPACITATED:

Print Patient’s Name

Date

Signature of Patient’s Representative

Relationship or Authority of Patient’s Representative



