CONFIDENTIAL PATIENT INFORMATION
WELCOME TO OUR OFFICE

Today's Date: f !

Patient Title: (check ons) OMr. OMrs. QMs. QOMiss QDr UQProf. ORev.

First Name Nick Name

Last Name Middle Name Suffix
Address

City State Zip Code
Primary Phone Secondary Phone

Mobile Phone

Home Email Work Email

By providing my email address, | autharize my doctor to contact me via the emaif address(es) provided

Which email address would you like us to use to communicate with you? fcheckone) 1 Home 0 Work

Contact Method check one)
Q Primary Phone 0 Secondary Phene {0 Mobite Phone 4 Home Email 1 Work Email

Date of Birth / ! Age Gender (checkoney d Male O Female 0O Unspecified

Marital Status (checkone) [ Single [ Married 5 Other 8S#

Employment Status (check ong)
O Employed O FT Student 3 PT Student U Other O Retired O Self Employed

Occupation Employed By

Physical Address

City State Zip Code

Business Phone

Patient’s Nearest Relative Phone

Address

How were you referred to this office?

Race (check one)

O White O Black/African American 1 Hispanic d American Indian/Alaskan Native

1 Asian O Asian Indian J Chinese Q Filipine

0 Japanese O Korean O Vietnamese 1 Native Hawaiian or other Pacific Island
WSamoan O Guamanian or Chamorro  OOther O | choose not to specify

Multi-Racial (check one} OYes ONo QO Unknown

Ethnicity (check ong) Qa Hispanic or Latino 3 Not Hispanic or Latino O [ choose not to specify



Preferred Language (check ons)

QO English O Spanish U American Sign Language O Chinese U French & German
0 Tagalog U Vietnamese ([ ltalian U Korean U Russian U Polish
0 Arabic U Portuguese O Japanese 3 French Crecle [ Greek [ Hindi

U Persian O Urdu QO Gujarati J Armenian | choose not to specify

Verification Question (choose only one question by checking the box next fo the question, then give the answer to that question)

LI What is the name of your favorite pet? O In what city were you born? Q0 What high school did you attend?
d What is your favorite movie? 1 What is your mother's maiden name? 0 On what street did you grow up?
O What was the make of your first car?

Verification Answer to the Chosen Question:

Answers must be at least 6 characters.

Do you currently smoke tobacco of any kind? O Yes U0 Formersmoker O Never been a smoker
If yes, how often do you smoke: [ Current every day smoker QO Current scmetimes smoker
If yes, what is your level of interest in quitting smoking?
g0 a1 Q02 Q@3 04 045 0Os QA7 Q8 Qg9 Q19

No interest Very interested

Current medications, including frequency and dosage if known. If there are no current medications, check here:0

1) 4)
2) 5)
3) 6)

List any known allergies you have had to any medications. If no allergies are known, check here: O

1) 3)

2) 4)

Has any doctor diagnosed you with Hypertension (High Blood Pressure) presently? U Yes O No

i yes, describe:

Has any doctor diagnosed you with Diabetes presentiy? O Yes 0 No Ifyes, whatkind? O Typel U Typell
If yes to Diabetes, was your blood lab-work fest for hemoglobin Afc > 9.0%? QdYes U No U Not Sure
If yes, other comments regarding Diabetes:

FAMILY HISTORY: (circle as many as apply)

Mother: 1)) Cancer 2.} Diabetes 3.)Heart 4.)HighBlood Pressure 5.) Respiratory Problems  B.) Siroke
if deceased — Age at death:

Father: 1) Cancer 2)Diabetes 3.)Heart 4.) High Blood Pressure  5.) Respiratory Problems  8.) Stroke
if deceased - Age at death:

Siblings: 1) Cancer 2.) Diabetes 3. Heart 4.) High Blood Pressure  5.) Respiratory Problems  6.) Stroke

SOCIAL HISTORY:
DO YOU: 1.) Exercise reguiarly. 2.) Eat a balanced diet 3.} Obtain sufficient rest

DO YOU DRINK COFFEE/TEA? 1)YNo 2. QOccasionally 3.)1-2cups/day 4.)3-4cups/day 5.)5ormore cups/day

DO YOU DRINK ALCOHOL? 1) No  2.) Occasionally 3.} 1-2 drinks /day 4.)3-4 drinks/day 5.) 5 or more drinks / day



MEDICAL HISTORY:

Family Physicians: 1.) 2.

Date of last physical exam: By Whom:

Have you ever heen treated for any health conditions by a physician in the lastyear? ( )Yes ( }No

Describe:

Have you ever received Chiropractic care before? Yes No Where?

List operations/surgeries:

Unusual diseases:

Serious linesses:

Are You Pregnant? female) O Yes U No

Have you ever suffered from: Have you ever:
O Heart trouble O Bursitis Been knocked unconscious? O Yes O No
O Diabetes L} Digestive Disorders Been freated for a spine or nerve disorder? [ Yes O No
T High blood pressure 1 Anemia Had 2 bone break or fracture?
O Arthritis 8 Cancer ada on'_a _rea o fraclure: O Yes W No
O Asthma Q HIVAIDS Been hospitalized? 0 Yes O No

PRESENT HEALTH STATUS

What is your primary complaint?

Have you had X-rays of this area within the past 12 months?
dYes UWONo

Has any other doctor seen you for this condition?
Oyes L[INo

if yes explain:

Is this appointment the result of an auto accident?
UYes No

Is this appointment the result of an injury on the job?
Ll Yes O No

Have you ever had the same or similar condition? Yes No

Describe

Check symptoms you have noticed:

Headaches
Migraines
Neck pain
Neck stiffness
Back pain

Leg pain

Arm pain

Leg numbness
Arm numbness
Swollen joints
Muscle spasm

CO0U0 LWL LO a0

i yes, When?

gooododoa0d oo

Sleep problems
Fatigue

Chest pain
Shortness of breath
Ear noise
Dizziness

Loss of balance
Diarrhea
Constipation
Nausea
Nervousness




INSURANCE

Do you have health insurance? Yes ___ No___ If yes, please present card(s) for photocopying.
if your health insurance coverage is through a spouse/significant other, parent or guardian, please provide:

Guarantor’s Full Name: Their Date of Birth:

Their Address: Their Phone Number:

To the best of my knowledge, the above information is complete and correct. | authorize and request the
performance of chiropractic services for myself or my minor child, so designated above, and give my consent
fo any advisable and necessary laboratory, x-ray, and treatment procedures to be administered by the
attending chiropractor or by his assistants for diagnostic purposes and chiropractic treatments.

! understand and agree that 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 colflection from the insurance company and that any amount authorized to be paid directly to the
Doctor’s Office will be credited to my account upon receipt. However, | clearly understand and agree that all
services rendered me are charged directly to me and that | am personally responsible for payment. | afso
understand that if | suspend or terminate my care and treatment against the Doctor's recommendation, my

account balance will become immediately due and payable.

Patient’s Signature Date




Patient Name:

Copp Chiropractic Office
Review of Systems

Today's Date:

Please check the signs and/or symptoms related to the following body systems you now have or have experienced in the past.

CONSTITUTIONAL  EYES CARDIOVASCULAR RESPIRATORY
1 DenyAll [d Deny Al [0 DenyAll O DenyAll
J Chills [ Biindness [1 Angina O Asthma
£1 Drowsiness [0 Biurred Vision O Chest Pain iZ1 Bronchitis
{1 Fainting O Cataracts O Claudgication O Dry Cough
1 Fatigue [0 Change in Vision 0 Heart Murmur 71 Productive Cough
3 Fever [ Double Vision [0 Heart Problems 0 Coughing up Blocd
[J Night Sweats 1 DryEyes [0 High Blood Pressure [0 Difficulty Breathing
1 Weakness [ Eye Pain O Low Blood Pressure 0O Difficulty Sleeping
1 Weight Gain [} Field Cuts [0 ©rthopnea 1 Hemoplysis
O Weight Loss O Glausoma ] Palpitations {1 Pneumonia
O Sensitivity to Light [ Shorness of Breath 0 Sputurn Production
[l Tearing [0 Swelling of Legs 1 Wheszing
[0 Wears Giasses O Varicose Veins
INTEGUMENTARY GASTROINTESTINAL GENITOURINARY
0 DenyAll O DenyAll 1 Deny Al
1 Breast Lumps / Pain O Abdominal Pain [T Birth Controt Therapy
0 Change in Nail Texture [ Belching [T Burning Urination
1 Change in Skin Color O Black, Tarry Stocls [} Cramps
O Eczema O Constipation [[1 Erectile Dysfunction
O Hair Growth [0 Diarrhea O Frequent Urination
[ Hair Loss O Heartbum I3 Hesitancy / Dribbling
[J History of Skin Discrders O Hemerrhoids O Hormone Therapy
1 Hives O Indigestion O irregular Menstruation
[0 Nching O Jaundice O Lack of Bladder Controi
O Paresthesia ] Nausea [3 Prostate Problems
O Rash [0 Rectal Bleeding 3 Urine Retention
1 Skin Lesions O Abnormal Stool Caliber O Vaginal Bleeding
[d Abnormal Stool Color [ Vaginal Discharge
[0 Abnormal Stool Consistency
O Vomiting
O Vomiting Blood ENDOCRINE
3 DenyAll
O Cold Infolerance
NEURQLOGICAL PSYCHIATRIC [ Diabetes
{1 Deny All [ DenyAll [Z Excessive Appetite
{1 Change in Concentration [0 Agitation [3 Excessive Hunger
] Change in Memary 0 Anxiety [0 Excessive Thirst
1 Dizziness [1 Appetite Changes O Goiter
{1 Headache [0 Behaviorai Changes [ Hair Loss
J Imbalance [0 Bipoler Disorder [ Heat intclerance
{1 Loss of Conscicusness O Confusion O Unusual Hair Growth
0 Loss of Memory [0 Convuisions O Voice Changes
O Numbness O Depression
{1 Seizures [0 Homicidal indication HEMATOLOGIC / LYMPHATIC
[T Sleep Disturbance O Insomnia [0 Deny Al
O Slurred Speech I Location Disorientation O Anemia
[t Stress 1 Memory Loss [ Bleeding
[ Strokes {1 Substance Abuse [0 Blocd Clotting
O Tremors 1 Suicidal Indication O Blood Transfusions
1 Time Disorientation [0 Bruise Easily
[0 Lymph Nede Swelling

MUSCULOSKELETAL

Oooooanoonoooaoan

Deny All

Arthritis

Neck Pain
Decreased Mation
Gout

Injuries

Joint Pain

Joint Stiffness
Locking Joints
Back Pain

Muscle Cramps
Muscle Pain
Muscle Twitching
Muscle Weakness
Swetling

ENMT

Oo0o0Oooo0ooooooogooooooogoan

Deny All

Bad Breath
Dantures
Deviated Septum
Gifficulty Swallowing
Discharge

Dry Mouth

Ear Drainage

Ear Pain
Frequent Sore Throats
Head Injury
Hearing Loss
Hoarseress

Loss of Smell
Loss of Taste
Nasal Congestion
Nose Bleeds
Post Nasal Drip
Sinus Infections
Runny Nose
Snoring

Sore Throat
Ringing in Ears
TMJ Problems
Ulcers

ALLERGIC / MMUNOLOGIC

ooood

Deny All

History of Anaphylaxis
ltchy Eyes

Sneezing

Specific Food intolerance



ROLAND-MORRIS LOW BACK PAIN DISABILITY QUESTIONNAIRE

When your back hurts, you may find it difficult to do some of the things you normally do.

This list contains some sentences that people have used to describe themselves when they have back pajn. When
you read them, you may find that some stand out because they describe you today. As you read the list, think of
yourself foday. Check the box next to any sentence that describes you today. If the sentence does not describe you,
then leave the space blank and go on to the next one. Remember, only check the sentence if you are sure that it
describes you today.

I stay at home most of the time because of my back.

I change position frequently to try and get my back comfortable.

I walk more slowly than usual because of my back.

Because of my back I am not doing any of the jobs that I usually do around the house.
Because of my back, I use a handrail to get upstairs.

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

‘Because of my back, I have to hold on to something to get out of an easy chair.

Because of my back, I try to get other people to do things for me.

R A R S

I get dressed more slowly than usual because of my back.

[y
<

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

ek
o

Because of my back, I try not to bend or kneel down.

[t
o

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

My back is painful almost all the time.

[y
e

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

ot
t

My appetite is not very good because of my back pain.

-
<

I have trouble putting on my socks (or stockings) because of the pain in my back.

ok
=~

1 only walk short distances because of my back pain.

-
oo

I sleep less well because of my back.

=
s

Because of my back pain, I get dressed with help from someone else,

ey
<

I sit down for most of the day because of my back.

[
=

T avoid heavy jobs around the house because of my back.

13

Because of my back pain, I am more irritable and bad tempered with people than usual.

%
w

Because of my back, I go upstairs more slowly than usual.

|l
(9]
Ly I O L 1 T v v A o O S R S R

24, I stay in bed most of the time because of my back.

SIGNATURE DATE

Reprinted with permission of the J.B. Lippincott Company, Philadelphia, PA
Appendix 1: Disability Questionnaire from “A Study of the Natural History of a Reliable and Sensitive Measure of Disability in Low Back Pain.”
Spine 1983; 8(2): 141-4.

For re-ordering information, contact:
ACTIVATOR METHODS, INC., P.O. Box 80317, Phoenix, AZ 85060-0317
Phone: (602) 224-0220; Facsimile: (602) 224-0230



NECK DISABILITY INDEX

Name

Date / / File #

(Please Print)

This questionnaire helps us to understand how much your neck pain has affected your ability to perform everyday
activities. Please check the one box in each section that most clearly describes your problem right now.

SECTION 1 - Pain Intensity

‘:I | have no pain at the moment.

D The pain is very mild at the moment.

D The pain is moderate at the moment.

D The pain is fairly severe at the moment.

l:] The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

L

SECTION 2 - Personal Care { Washing, Dressing etc.}

| can lock after myself normally without causing extra pain.
! can look after myself normally but it causes extra pain.

It is painful to jook after myseif and | am slow and careful.

| need some help but manage most of my personal care.

| need help every day in most aspects of self care.

1 do not get dressed, | wash with ditficulty and stay in bed.

L

L)

SECTION 6 - Concentration

L LU

L

| can concentrate fully when [ want to with no difficulty.

1 can concentrate fully when | want to with slight difficulty.
I have a fair degree of difficulty in concentrating when

I want to.

t have a lot of difficulty in concentrating when | want to.

{ have a great deal of difficuity in concentrating when |
want to.

| cannot concentrate at all.

SECTION 3 - Lifting

D f can lift heavy weights without extra pain.

| can lift heavy weights but it gives extra pain.

Pain prevents me from lifting heavy weights off the

floor, but | can manage if they are conveniently positioned,
for example on a table,

Pain prevents me from lifting heavy weights, but | can
manage light to medium weights if they are coveniently
positionad.

{ can lift very light weights.

1 cannot lift or carry anything at all.

LI

[ W

n

.

ECTION 7- Work

l.can do as much work as | want 1o.

I can only do my usual work, but no more.

| can do most of my usual work, but no more.
I cannot do my usual work.

I can hardly do any work at all.

| cannot do any work at all.

SECTION 8 - Driving

S R iy

| can drive my car without any neck pain.

| can drive my car as long as | want with slight

pain in my neck. ‘

1 can drive my car as long as | want with moderate

pain in my neck.

I can’t drive my car as long as | want because of moderate
pain in my neck.

1 can hardly drive at all because of severe pain in my neck.
| can’t drive my car at all.

SECTION 4 - Reading

t can read as much as | want to with no pain in my neck
| can read as much as | want to with slight pain in my neck.

1 can’t read as much as | want because of moderate

pain in my neck. ‘

| can hardly read at all because of severe pain in my neck.
I cannot read at all.

OO0 ool

| can read as much as [ want with moderate pain in my neck.

(]

ECTION 9 - Sleeping

| have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hr.sleepless).
My sleep is mildly disturbed (1-2 hrs.sleepless.).

My sleep is moderately disturbed (2-3 hrs.sieepless).
My sleep is greatly disturbed (3-5 hrs.sleepless).

My sleep is completely disturbed (5-7 hrs.sleepless).

SECTION 5 - Headaches

| have no headaches at all.

| have slight headaches which come infrequently.

! have moderate headaches which come infrequently.
| have moderate headaches which come frequently.

| have severe headaches which come frequently.

| have headaches almost all the time.

OO

From Vernon H, Mior 8. IMPT 1991; 14(7): 409-413

o || OO

R T R R

1

ECTION 10 - Recreation

i am able to engage in all my recreation activities with '
no neck pain at all.

| am able to engage in all my recreation activities, with
some pain in my neck.

| am abie to engage in most, but not all of my usual
recreation activities because of pain in my neck.

1 am able to engage in a few of my usual recreation
activities because of pain in my neck.

{ can hardly do any recreation activities because of pain in
my neck.

I can’t do any recreation activities at all.




Functional Rating Emmw

For use with Neck 5 andfor Back m.gEm:_m only.
Itz order to properly assesg your canditinn,

)

we s understand how nuch your neck and/or back problems have affected your ahility to manage evervday activities,
Fer each item below, please circle the numibwer which mast ¢ rwm@ describes your condition right now,
1. Pain Intensity 6. Recreation
1o [ 1 |2 |3 _ﬁ 4 _5 m_ 1 h. 2 __ 3 4“ 4
_ f _ i
No Milg Moderate Severo ‘orst Cando Can do Cart do Cando Cannot
Pz pain pain pain possitie B ot some 2 fow do any
. pain ] astivities activites achivities activities activities
2. Sleeping -
pig | 7. Frequency of pain
~E “ 1 _m 2 __ 3 . 4 s T [ 2 3 4
Perfect Mildly Modemtely Greatly Totally Z._a Onnnm__mnﬂﬂ Fﬁq_umnnﬁﬂ. mﬁmmnmm Ouﬂwﬁsn
slzep sleep sleep sleep . ager, S04 TRc 100
3. Personal Care (washing, dressing, etc.) 8. Liftine ofthe day of the duy of the day of the day
E = = = ¢ o ww_a’ : |2 |3 | 4
] | _ ! _ _ _ 1
Zm ) Mild y_ﬂ.cnmmwwa ?.mommam wmadnm ‘ No Fﬂmﬁan Increased Increased . Incrensed
pain pain; pain; nead pain; need pain; nead pain with pain with pain with pain with pain with
ne ne to go slowly tlabe 100% heavy heavy modemte Eght any
restrictions  restrictions assistance - assistance weight weight weight weight weight
4. Travel (driving, efr.) 9, Walking
iz 11 |2 |3 f ¢ J6 [t E |3 | 4
! ! f ! o _ _ f _ i
No Miid Moderate Moderare Severe No pain; Increased. Incrensed Increased Increased
pait on pain on pain on pain on pain on any pain after pain after pain after pain with
Iong trips long trips long trips short trips short trips distance 1 mike 12 mile 14 mik all
walking
5. Work 10. Standing ,
%m _: hw hm |“a le [1 (2 [ 3 4
L I
Can do Can do Catr do Cando Cannot No _mﬁmb Increased wwnmmam& umﬂqﬁmmﬂm Fﬂ.wmwmma
wsal work usual work; 50 of 25% of work alier pain pain pain pain with
plus wnlimited no extr usugl usual severzl after several aftey after any
extra work wark work work hours hours t hour 142 hour stunding
Name 494 Plan II) Total Score
PRINTED
Revlsad 1555 Signature Date & 16020

1 Iostitzts of m«ﬁﬁo?wum& Chimpratic



GENERAL PAIN DISABILITY INDEX QUESTIONNAIRE

NAME (Please Print): DATE:

AGE: DATE OF BIRTH: OCCUPATION:

HOW LONG HAVE YOU HAD THIS PAIN? __YEARS  __MONTHS __WEEKS
IS THIS YOUR FIRST EPISODE OF THIS PAIN? __YES NO

USE THE LETTERS BELOW TO INDICATE THE TYPE
AND LOCATION OF YOUR SENSATIONS RIGHT NOW
{Please remember to complete both sides of this form.)

KEY: A=ACHE B=BURNING N=NUMBNESS
P=PINS & NEEDLES S=STABBLING 0=0THER

OVER PLEASE

For Doctor’s Use:
Chief compliant (othex than neck or low back pain):

(For neck conditions use the Neck Pain Disability Index Questionnaire; for lower back conditions use the Roland-Morris or the Oswestry Low Back Pain Disability Questionnaire.}




COPP CHIROPRACTIC
331 COTUIT ROAD
SANDWICH, MA 02563
(508)833-0410

AUTHORIZATION: The process of determining suitability for Chiropractic Services involves
answering fully and truthfully all questions presented to you either written or spoken regarding yvour past
and present health status. If warranted, a physical examination will be performed that can include but is
not limited to vitals measurement, systems evaluation, orthopedic tests, and maneuvers (tests that move
and stress parts of the body), neurological test (tests using sharp or dull instruments, smells, or sounds,
gently tapping) as well as physical touching. These test and maneuvers will help the Chiropractor
determine what may be causing your complaints. Occasionally some temporary soreness and/or stiffness
may occur due to the examination, less frequently aggravation of presenting symptoms or initiation of
new symptoms. By signing below, you have authorized the performance of a consultation and
examination,

ACKNOWLEDGEMENT: We are very concerned with protecting your health information. There
may be times our office may need to contact you regarding office matters. By signing below, you have
authorized this oftice to contact you for office related matters and thank you notices for referrals using
your first name in the following manner: phone-work-home or mobile, e-mail and regular mail to
include sealed envelopes and postcards. Messages may be left on an answering device/voicemail, or
with the person answering your phone-home-work-mobile. Also, in accordance with the Health
Insurance Portability and Accountability act of 1996 (HIPAA), updated September 23, 2013, this office
is obliging to supply you with a copy of the office privacy policies and procedures upon request. This
document outlines the use and limitations of the disclosure of your protected health information and
your rights as a patient.

I ACKNOWLEDGE THAT I HAVE BEEN OFFERED A COPY OF:
NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION.

Patient Name Printed Date
Patient Signature Authorized Provider Rep.
Personal Representative Printed Personal Rep. Signature

Description of personal representative’s authority to act for the patient
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CHIROPRACTIC
BACK & NECK

e & Cons_ent'for Use or Disclosure of ﬂealth Information

Our Privacy Pledge

We ars very concerned with protécting your privacy. While the law requires us to give you a copy of this
disclosure, please understand that we have, and always will, respect the privacy of your health information..

There are several citcumstances in which we may have to us¢ or dis¢lose your health care information.

. We may have to disclase your health information to another health care provider or a hospital if it
is necessary to refer you to them for the diagnosis, assessment, or treatment of your health
condition. ' S I T C

. We may have to disclose your health information and billing records to another party if they are

- potentially responsible for payment of your services. o o )

. We may need to use your health.information within our practice for quality control or other

operational purposes.

We have a more complete notice that provides a detailed d'é:‘;criptien'of how yoﬁr‘hpaitﬁ information may
be used ot disclosed. You have a right fo review that notice before you sign this consent form (§164.520),
We reserve the right to change our privacy policy as described in that notice. .If we make a change to our

privacy practices, we will notify you in writing when you come in for freatment or by mail. Please feel free,
to call us at any time for a copy of dur privacy notices ‘

Your right to limit uses or disclosures

You have the right to request that we do not disclose your health information to specific individuals,
companies, or organizations. If you would like to place any restriction.on the use or disclosure of your
health information, please let s know in writing. We are tiot required to agres fo your restrictions.
However, if we agree with your restrictions, the restriction is binding on us.

Yourright to revoke vour authotization

You may revoke your consent to us at any time; howéve;, your revocation must be in writing. -We will not
be able to honor your revocation request if we have already released your health information before we .
receive your request to revoke your authorization.. If you were required to give your authorization. If you
were required to give your authorization as a condition of obtaining insurance the insurance company may
have a right to yourhealth information if they decide to contest any of your claims, :

I have read your consent policy and agree to 1ts terms. "I am also acknowled

ging that I'have received a copy
of this notice.

Printed Nane Authorized Provider Représentative

-y

Signature Date

Date



Copp Chiropractic Office
Appointment Reniinders and Health Care Information Authorization

Your chiropractor and members of the practice staff may need to use your name, address, phone number,
and your clinical records to contact you with appointment reminders, information about treatment
alternatives, or other health related information that may be of interest to you. If this contact is made by
phone aud you are not at hoine, a message will be left on your answering machine. By signing this form,
you are giving us authorization to contact you with thiese reminders and information.

. You may be contacted by: phone at home or work, mobile phone, email or postcard:
Messages may be left: on answering machine/voice mail at home, work or mobile phone, or
with individuals answering my phone at home or work

‘(please place a line through any method that you reuse to be contacted by and initigl)

Youmay restrict the individuals or organizations to which your health care information is released or you
may revoke your authorization to us at any time; however; your revocation must be in writing and mailed to

© were required to give your authorization as a condition.of obtaining insurance, the insurance company may
have a right to your health information if they decide to contest any of your claims. '

Information that we use or disclose based on the authorization you are giving us may be subject to re-
disclosure by anyone who has access to the reminder or other information and may no longer be protected
by the federal privacy rules,

You have the right to refuse to give us this authorization. If you do not give us éuthorization, it Wi[l'not
affect the treatment we provide to you or the methods we use to obtain reimbursement for your care.

You may inspect or copy the information that we us€ 10 cortact you to provide.appointment reminders,”
information about treatment alternatives, or other health refated information at any time (§164.524).

This notice is effective ag of .
after the date on which you last received services from us;

- This authorization will expire seven years

[ authorize you to use or disblqse_my health infonnation in the manner described above. { am also
acknowledging that I have received a copy of this authorization. -

Patient name printed o ' " Date

Patient Signature Authorized provider representative

Personal répresentative Printed Personal representative sighature

‘Description-of personal representative’s authority to act for the patient,

Copyright © Massachusetts Chiropractic Society, 2002



