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 notice takes effecton __ O3>~ O -0 and remains in effect until we replace it.

1. OUR PLEDGE REGARDING MEDICAL INFORMATION

The privacy of your medical information is important to us. We understand that your medical information is
personal and we are committed to protecting it. We create a record of the care and services you receive at
our organization. We need this record to provide you with quality care and to comply with certain legal
requirements. This notice will tell you about the ways we may use and share medical information about you.
We also describe your rights and certain duties we have regarding the use and disclosure of medical
information.

2. OUR LEGAL DUTY

Law Requires Us to:

1. Keep your medical information private.

2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your
medical information.

3. Follow the terms of the current notice.

We Have the Right to:

1. Change our privacy practices and the terms of this notice at any time, provided that the changes are
permitted by law.

2. Make the changes in our privacy practices and the new terms of our notice effective for all medical
information that we keep, including information previously created or received before the changes.

Notice of Change to Privacy Practices:
1. Before we make an important change in our privacy practices, we will change this notice and make the
new notice available upon request.

3. USE AND DISCLOSURE OF YOUR MEDICAL INFORMATION

The following section describes different ways that we use and disclose medical information. Not every use
or disclosure will be listed. However, we have listed all of the different ways we are permitted to use and
disclose medical information. We will not use or disclose your medical information for any purpose not listed
below, without your specific written authorization. Any specific written authorization you provide may be
revoked at any time by writing to us at the address provided at the end of this notice.

FOR TREATMENT: We may use medical information about you to provide you with medical treatment or
services. We may disclose medical information about you to doctors, nurses, technicians, medical students,
or other people who are taking care of you. We may also share medical information about you to your other
health care providers to assist them in treating you.

FOR PAYMENT: We may use and disclose your medical information for payment purposes. A bill may be

sent to you or a third-party payer. The information on or accompanying the bill may include your medical
information.
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FOR HEALTH CARE OPERATIONS: We may use and disclose your medical information for our health care
operations. This might include measuring and improving quality, evaluating the performance of employees,
conducting training programs, and getting the accreditation, certificates, licenses and credentials we need to
serve you.

ADDITIONAL USES AND DISCLOSURES: In addition to using and disclosing your medical information
for treatment, payment, and health care operations, we may use and disclose medical information for the
following purposes.

Facility Directory: Unless you notify us that you object, the following medical information about you will be

placed in our facility directories: your name; your location in our facility; your condition described in general
terms; your religious affiliation, if any. We may disclose this information to members of the clergy or, except
for your religious affiliation, to others who contact us and ask for information about you by name.

Notification: We may use and disclose medical information to notify or help notify: a family member, your per-
sonal representative or another person responsible for your care. We will share information about your loca-
tion, general condition, or death. If you are present, we will get your permission if possible before we share,
or give you the opportunity to refuse permission. In case of emergency, and if you are not able to give or
refuse permission, we will share only the health information that is directly necessary for your health care,
according to our professional judgment. We will also use our professional judgment to make decisions in

your best interest about allowing someone to pick up medicine, medical supplies, x-ray or medical

information for you.

Disaster Relief: We may share medical information with a public or private organization or person who can
legally assist in disaster relief efforts.

Fundraising: We may provide medical information to one of our affiliated fundraising foundations to contact
you for fundraising purposes. We will limit our use and sharing to information that describes you in general,
not personal, terms and the dates of your health care. In any fundraising materials, we will provide you a
description of how you may choose not to receive future fundraising communications.

Research in Limited Circumstances: We may use medical information for research purposes in limited
circumstances where the research has been approved by a review board that has reviewed the research
proposal and established protocols to ensure the privacy of medical information.

Funeral Director, Coroner, Medical Examiner: To help them carry out their duties, we may share the
medical information of a person who has died with a coroner, medical examiner, funeral director, or an organ
procurement organization.

Specialized Government Functions: Subject to certain requirements, we may disclose or use health
information for military personnel and veterans, for national security and intelligence activities, for protective
services for the President and others, for medical suitability determinations for the Department of State, for
correctional institutions and other law enforcement custodial situations, and for government programs
providing public benefits.

Court Orders and Judicial and Administrative Proceedings: We may disclose medical information in
response to a court or administrative order, subpoena, discovery request, or other lawful process, under
certain circumstances. Under limited circumstances, such as a court order, warrant, or grand jury subpoena,
we may share your medical information with law enforcement officials. We may share limited information with
a law enforcement official concerning the medical information of a suspect, fugitive, material witness, crime
victim or missing person. We may share the medical information of an inmate or other person in lawful
custody with a law enforcement official or correctional institution under certain circumstances.

Public Health Activities: As required by law, we may disclose your medical information to public health or
legal authorities charged with preventing or controlling disease, injury or disability, including child abuse or
neglect. We may also disclose your medical information to persons subject to jurisdiction of the Food and
Drug Administration for purposes of reporting adverse events associated with product defects or problems,
to enable product recalls, repairs or replacements, to track products, or to conduct activities required by the
Food and Drug Administration. We may also, when we are authorized by law to do so, notify a person who
may have been exposed to a communicable disease or otherwise be at risk of contracting or spreading a
disease or condition.

Page 2 of 4




Victims of Abuse, Neglect, or Domestic Violence: We may use and disclose medical information to
appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect, or domestic
violence or the possible victim of other crimes. We may share your medical information if it is necessary to
prevent a serious threat to your health or safety or the health or safety of others. We may share medical
information when necessary to help law enforcement officials capture a person who has admitted to being
part of a crime or has escaped from legal custody.

Workers Compensation: We may disclose health information when authorized or necessary to comply with
laws relating to workers compensation or other similar programs.

Health Oversight Activities: We may disclose medical information to an agency providing health oversight
for oversight activities authorized by law, including audits, civil, administrative, or criminal investigations or
proceedings, inspections, licensure or disciplinary actions, or other authorized activities.

Law Enforcement: Under certain circumstances, we may disclose health information to law enforcement
officials. These circumstances include reporting required by certain laws (such as the reporting of certain
types of wounds), pursuant to certain subpoenas or court orders, reporting limited information concerning
identification and location at the request of a law enforcement official, reports regarding suspected victims of
crimes at the request of a law enforcement official, reporting death, crimes on our premises, and crimes in
emergencies.

Appointment Reminders: We may use and disclose medical information for purposes of sending you
appointment postcards or otherwise reminding you of your appointments.

Alternative and Additional Medical Services: We may use and disclose medical information to furnish you
with information about health-related benefits and services that may be of interest to you, and to describe or
recommend treatment alternatives.

You Have a Right to:

1. Look at or get copies of certain parts of your medical information. You may request that we provide
copies in a format other than photocopies. We will use the format you request unless it is not practical for
us to do so. You must make your request in writing. You may get the form to request access by using the
contact information listed at the end of this notice. You may also request access by sending a letter to the
contact person listed at the end of this notice. If you request copies, we will charge you $ for
each page, and postage if you want the copies mailed to you. Contact us using the information listed at
the end of this notice for a full explanation of our fee structure.

2. Receive a list of all the times we or our business associates shared your medical information for purposes
other than treatment, payment, and health care operations and other specified exceptions. :

3. Request that we place additional restrictions on our use or disclosure of your medical information. We are
not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except
in the case of an emergency).

4. Request that we communicate with you about your medical information by different means or to different
locations. Your request that we communicate your medical information to you by different means or at
different locations must be made in writing to the contact person listed at the end of this notice.

5. Request that we change certain parts of your medical information. We may deny your request if we did
not create the information you want changed or for certain other reasons. If we deny your request, we will
provide you a written explanation. You may respond with a statement of disagreement that will be added
to the information you wanted changed. If we accept your request to change the information, we will
make reasonable efforts to tell others, including people you name, of the change and to include the
changes in any future sharing of that information.

6. If you have received this notice electronically, and wish to receive a paper copy, you have the right to
obtain a paper copy by making a request in writing to the contact person listed at the end of this notice.
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QUESTIONS AND COMPLAINTS

If you have any questions about this notice or if you think that we may have violated your privacy rights,
please contact us. You may also submit a written complaint to the U.S. Department of Health and Human
Services. You may contact us to submit a complaint or submit requests involving any of your rights in
Section 4 of this notice by writing to the following address:

We will provide you with the address to file your complaint with the U.S. Department of Health and Human
Services. We will not retaliate in any way if you choose to file a complaint.
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PRIVACY PRACTICES ACKNOWLEDGEMENT

ACKNOWLEDGEMENT FORM

I have received the Notice of Privacy Practices and | have been provided an opportunity to review it.

Name » Birthdate

Signature

Date
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Auto Accident

NAME

SEX

AGE

ADDRESS

Street City

Date and time of accident?

State

Zip

Where were you taken after the accident?

Where did you feel pain?

What are your symptoms?

Name of any other doctor consulted since your accident

Treatment received?

How often did you receive care from other doctor?

Have you previously been injured in a similar manner?

Have you retained an attorney?

If so, his name and address?

Name of insurance company

Address

Street City

PLEASE EXPLAIN FULLY HOW YOUR ACCIDENT HAPPENED:

(Use reverse if necessary)

Seat Belts O Yes J No

Position in Car

=
w 2
m

State
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CASE HISTORY

Name Date

Address City State Zip
Telephone Cell Phone #

Age Birthdate Sex Status MSW D No. Children
Occupation Employer Years Employed
Employer's Address City State/Zip Code Phone
Spouse’s Name Occupation Employer

Person responsible for this account Referred by

Email Address:
Is this condition related to work?
What is your major complaint?
Other complaints
How long have you had this condition? Have you had this or similar conditions in the past?
What activities aggravate your condition?
Is this condition getting progressively worse? Yes [l No[J Constant(] Comes and goes []
Is this condition interfering with your: Work [J Sleep [0 Daily routine (1 Other
List surgical operations:

Are you taking any medications? What kind?

Any non-prescription drugs? What kind?

OTHER DOCTORS SEEN FOR THIS CONDITION MD ] DCO DO DDS[]

Doctor’'s Name Diagnosis

X-rays Other

Treatment: Medication

Results Length of time under care

Were you off work? If so, how long Have you returned to your same job? ______ If not, why?

ACCIDENT INFORMATION:
Did your accident occur while at work? Yes [J No[] Were you involved in an automobile accident? Yes [J No [l

Date Time Injury reported to employer Yes [ No [ Name of Supervisor
Description of accident

Were you injured? How?

Location

Were you unconscious? Fractures Cuts Abrasions Bruises

Patient taken to Hospital for Treatment.
Confined to hospital for Days Hours. Name of hospital doctor

Have you had any other personal injury or accident? Past year(] Past5 years(] Over 5 years[] None []
Describe
Do you have an attorney? Yes [ No[d Name and Address

| understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, | understand that the
Doctor’s 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 the Doctor’s Office will be credited to my account on receipt. However, | clearly understand and agree that all services rendered 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 me
will be immediately due and payable. All accounts past due by 30 days will be charged an 18'/2% interest fee.

| hereby authorize the Doctor to treat my condition as he deems appropriate through the use of manipulation throughout my spine. It is understood and agreed the
amount paid the Doctor, for X-rays, is for examination only and the X-ray negatives will remain the property of this office, being on file where they may be seen at any time
while a patient of this office. The patient also agrees that he/she is responsible for all bills incurred at this office. The doctor will not be held responsible for any pre-existing
medically diagnosed conditions, nor for any medical diagnosis.

Patient Signature X Date

Guardian or Spouse's
Signature Authorizing Care Date




Informed Consent

Dear Padent: -

Every type of health care is associated with some risk of a potendal problem.
This includes chiropractc health care. We want you to be informed about

potential problems associated with chiropractdc health care before consentng to
treatment. This is called informed consent.

Chiropractic adjustments are the moving of bones with the doctor's hands or

with the use of a machine. Frequently adjustments create a “"pop" or "click"
sound/sensation in the area being treated. -

[n this office we use trained staff personnel to assist the doctor with portions of
your coasultation, examination, x-ray taking, physical therapy application,
traction, massage therapy, exercise instruction, etc. Occasionally when your
doctor is unavailable, another clinic doctor will treat you on that day.

Stroke: Stroke is the most serious problem associated with chiropractic
adjustments. Stroke means that a portion of the brain does not receive enough
oxygen from the blood sweam. The results can be temporary or permanent
dysfunction of the brain, with a very rare complication of death. Chiropractc
adjusuments have been associated with strokes that arise from the vertebral
artery only; this is because the vertebral artery is actually found inside the
neck vertebrae. The adjustment that is related to vertebral artery swoke is
called the "extension-rotation-thrust atlas adjustment’. We do not do this type
adjustment on padents. Other types of neck adjustments may also potentially be
related to vertebral artery swokes, but no one is certain. The most recent
studies (Journal of the CCA, Vol. 37 No. 2, June, 1993) estumate that the incident
of this type of stoke is 1 per every 3,000,000 upper neck adjusuments. This
means that an average chiropractor would have to be in practice for hundreds of
years before they would statstically be associated with a single padent swoke.

Disc Herniations: Disc herniations that create pressure on the spinal nperve or
on the spinal cord are frequently successfully treated by chiropractors and
chiropractic' adjustments, tracdon, etc. This includes both in the neck and back.
Yet, occasionally chiropractic teatment (adjustments, traction, etc.) will
aggravale the problem and rarely surgery may become necessary for correction.
Rarely chiropractic adjustments may also cause a disc problem if the disc is in a
weakened condition, These problems occur so rarely that there are no available
statistics to quantify their probability.

Soft Tissue Injury: Soft tissues primarily refer to muscles and ligaments.
Muscles move bones and ligaments limit joint movement. Rarely a chiropractuc
adjustment, traction, massage therapy, etc., may tear some muscle or ligament
fibers. The result is a temporary increase in pain and necessary treatments for
resolution, but there are no long term affects for the patient. These problems
occur so rarely that there are no available statistics to quantify their probability.




Personal Injury/Home Injury

NAME SEX AGE

ADDRESS

Street City State Zip

Date and time of accident?

Where were you taken after the accident?

Where did you feel pain?

What are your symptoms?

Name of any other doctor consulted since your accident

Treatment received?

How often did you receive care from other doctor?

Have you previously been injured in a similar manner?

Have you retained an attorney?

If so, his name and address?

Under your Home Owners policy, your insurance company may be responsible for payment of care rendered.

Name of insurance company

Address

Street City State Zip

PLEASE EXPLAIN FULLY HOW YOUR ACCIDENT HAPPENED:
(Use reverse if necessary)

INSIDE:

OUTSIDE: a
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IMPORTANT: Please check (X) all present symptoms.

HEAD:
O Headache
O sinus (allergy)
O entire head
O back of head
O forehead
O temples
O migraine
O Head feels heavy
O Loss of memory
O Light-headedness
O Falnting
O Light bothers eyes
O Blurred vision
O Double vision
O Loss of vision
O Loss of taste
O Loss of balance
O Dizziness
O Loss of hearing
O Pain In ears
O Ringing in ears
O Buzzing in ears

NECK:
0O Pain in neck
O Neck pain with movement

O Forward

0O Backward

O Turn to left

O Turn to right

0O Bend to left

0O Bend to right
O Pinched nerve In neck
O Neck feels out of place
O Muscle spasms in neck
0O Grinding sounds in neck
O Popping sounds in neck
O Arthritis in neck

SHOULDERS:
O Pain In shoulder joint (R - L)
O Paln across shoulders
O Bursitis (R - L)
O Arthritis (R - L)
O Can't raise arm
O above shoulder level
O over head
O Tension in shoulders
O Pinched nerve in shoulder (R - L)
O Muscle spasms in shoulders

ARMS & HANDS:

0O Pain in upper arm

O Pain In elbow

O Movement aggravated

0 Tennis elbow

O Paln in forearm

O Pain In hands

QO Paln in fingers

O Sensatlon .of pins & needles in arms
[ Sensation of pins & needles in fingers
O Numbness in arms (R - L)

O Numbness in: tingers (R - L)

O Fingers go to sleep

O Hands cold:

O Swollen joints In fingers

O Sore joints In flngers

0O Artheltis In fingers

O Loss of grip strength

MID-BACK:
0O Mid-back pain
O Location

O Pain between shoulder blades
[ Sharp stabbing

0O Dull Ache

0O Pain from front to back

O Muscle spasms

O Pain in kidney area

CHEST:

O Chest pain

O Shortness of breath

O Pain around ribs

0 Breast pain

O Dimpled or orange peel breast
O Irregular heartbeat

ABDOMEN:
O Nervous stomach
0O Foods can't eat

0 Nausea

[ Gas

O Constipation
O Diarrea

O Hemorroids

LOW BACK:
0O Low back pain
O Upper lumbar
O Lower lumbar
O Sacroilliac
O Low back pain is worse when:
O working
O lifting
0O stooping
0 standing
0O sitting
O bending
O coughing
O lying down (sleeping)
0O walking
O Pain relieves when

0O Slipped disk

O Low back feels out of place
O Muscle spasms

O Arthritis

HIPS, LEGS & FEET:
O Pain in buttocks (R - L)
0 Pain in hip joint (R - L)
O Pain down leg (R - L)
[ Pain down both legs
0 Knee pain

O Inside

O Outside
O Leg cramps
0O Cramps in feet (R - L)
[ Pins & needles in legs (R - L)
O Numbness of leg (R - L)
O Numbness of feet (R - L)
O Numbness of toes
O Feet feel cold
O Swollen ankles (R - L)

O Swollen feet (R - L)

WOMEN ONLY:
O Menstrual pain
O Cramping

O (rregularity

O Cycle days

O Birth control (type)
O Hysterectomy
O Genltal cancer
O Discharge

O Color
O Tumors
0 Abortions
0O Menopause

(where)

MEN ONLY:

O Urinary frequency

O Difficulty In starting
O Night urination

O Prostate pain/swelling

GENERAL:

[ Nervousness

0O Irritable

0 Depressed

O Fatigue

O Generally feel run-down
O Normal sleep
O Loss of sleep
O Loss of weight
O Gain weight
0O Coftee
O Tea
[ Cigarettes
O Other
0O Diabetes

0O Hypoglycemia

hrs./night
Ibs.

Ibs.
cups/day
cups/day

pack/day

Indicate where you have pain and other symptoms




Rib Fractures: The rbs are found only in the thoracic spine or middle back.
They extend from your back to your front chest area. Rarely a chiropractic
adjustment will crack a rib bone, and this is referred to as a fracture. This
occurs only on patients that have weakened bones from such things as
osteoporosis. = Osteoporosis can be noted on your x-rays. We adjust all patients
very carefully, and especially those who have osteoporosis on their x-rays.

These problems occur so rarely that there are no available stadstics to quantify
their probability. : '

Physical Therapy Burns: Some of the machines we use generate heat. We
also use both heat and ice, and recommend them for home care on occasion.
Everyone's skin has different sensitivity to these modalities, and rarely, either
heat or ice can burn or irritate the skin. The result is a temporary increase in
skin pain, and there may even be some blistering of the skin. These problems
occur so rarely that there are no available statistics to quantfy their probability.

Soreness: [t is common for chiropractic adjustuments, traction, massage therapy,
exercise, etc. to result in a temporary increase in soreness in the region being
treated. This is nearly always a temporary symptom that occurs while your
body is undergoing therapeutic change. It is not dangerous, but please do tell
your doctor about it.

Other Problems: There may be other problems or complications that might
arise from chiropractic treatment other than those noted above. These other
problems or complicatons occur so rarely that it is not possible to anticipate

and/or explain them all in advance of treatment.

Chiropracdc is a system of health care delivery, and, therefore, as with any
health care delivery system we cannot promise a cure for any symptom, disease,
or condition as a result of treatment in this clinic. We will always give you our
best care, and if results are not acceptable, we will refer you to another provider
who we feel will assist your situadon.

If you have any questons on the above, please ask your doctor. When you have
a full understanding, please sign and date below.

Pauent's Name Printed _ Today's Date

Patleat's ‘Sighature Parent or Guardian Signature For Minor




