EASTMAN-KINGREY CLINIC MVA CONFIDENTIAL HEALTH HISTORY
WESTLAKE, LA

Date File

PFERSONAL
Name Sex Age Dt of birth
Phone {haome) {cell) {work)
What do you prefer to be called? ot Height_____ Weight
Marital status: Single  Married  Divorced  Widowed _ Number of children
Auldress City Siaie Zip
Employer How lomye? Employer address
Clecupation How long?
Spouse Spouse’s employer
Referred by In case of emergency polify

INSURANCE
Your Insurance Co, dher Insurance
Your Atlorney Adjustor #
Have you notified your insurance company yet? _ Yes _ No Claim#

ACCIDENT
Accident date Tirne am'pm City/Sireet

You Were? _DRIVER _ PASSENGER {__mid front __right front __lefi rear __ mid rear __right rear)
Your vehicle
FLEASE ANSWER:
Y/N Belted? IT ves, __shoulder and lap _ shoulder _lap
YN Aware that the accident was going to happen? If ves, did you brace _ves o
/N Was your heard facing 1o the side? If yes, which side? __left __right __back _ rear view mirror
YN Did you lose consciousnessT IF yes, how long?
Y/N Was there an airbag inflation?
YN Police report made? Which department?
Y/N Did you go to the hospital the day of the accidem? If yes, bow? __Ambulance _ Drove Self _ Driven by someonc clse
¥/N Have vou been to the hospital or any other doctor since the day of the accident?

CURRENT CONDITION
Please describe the principal health problems for which you came to this office,

How and when did symptoms first occur?
List any other doctors seen for these problems
List any diagnosis(es) and type of treatment

Are you taking any medications for the current condition? Yes Ny Have they helped? Alot_ Some_ _ Notaiall
Type of medications? Pain killers_  Muscle relaxers_ Anti-inflammatory _ Orther

Have you lost any days of work? Yes  MNo Dales

Have you had similar sympioms before? Yes  No When?

AUTHORIZATION AND ASSIGNMENT
In consideration of your undertaking 1o care for me, [ agree 10 the following?

1} authorize the direct payment 1o you of any sum [ now or hereafter owe you by my attorney oul of the proceeds of any settlement of
my Cxse, and by any insurance company obligated 1o make 1o me or you based in whaole or in part upon the charges made for your
SEFVICES,

Z)  In the event any insurance company obligited by contractual agreement 1o make payment o me of to you for the charges made for
your services refuses to make such payment upon demand by you, 1 hereby assign and transfer 1o you the cause of action that exists in
my Favor against any such company {the names(s) of which is believed to be correctly set forth under pertinent data) and authorize
you lo prosecute said action either in my name s you see it and further authorize you o compromise, settle or Gtherwise resolve said
claims as you sce fit, | understand that whatever amounts you do not collect from insurance companies proceeds, whether it be all or
part of what iz due, | personally owe you,

Erate Signature
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HEALTH HISTORY

Check the following conditions/procedures vou have had

_Anema _Dstpopormaty _Autificial Joints _Ariericachenonix _Colins
Cancor _Eheemasaid Arthritis _Bone Fraciaee _Cardiovescaler Disease _Gallbladder Candition
_IEH-?Tm _Tayroid Condition _Bone Fusios MHean AttackSooke _Gaszric Redlux
_Epilepsy ; Urinary Tract Infectbons . _[se Hemiation _Hean defect _Hemoarhoids
__F_l.huu.l:.lll.gu Wensial Discase _slocaives _Hezam Murmur _Kiidney Condigion
ey - _Hemia _High Bl Presssre _Liver Conditicon
_Hepatitis _Asthma _Seialics _Loww Blood Prossune _Recial Palyps
_HIVVAIDS _Emphysema _Sonliosis _Pacemaker Uleors
_lupus _Teheroeksis - Nendon/Ligament Rupiure
_Multiphe Sclomsis _TH Comdstion
_Whiplask
Please Circle the appropriate letter for any of the following symptoms.

E-ERELASIEGHAL GENITOURINARY GASTROINTESTINAL -~ MUSCULOSKELETAL

3 E"?U NT 0 F € Bladder Trouble OFC Weight Troakle OFC Btk Fala
C-CONSTANT OFC Excessive Urine OFC Excessive Thir OFC Neck Pain

D P c! Pllﬂfﬂl l.l.l'lunh'lrl |:| FC [‘:Il'!lsl H DFC Illl.-h!l.'ﬂﬂﬂ
Hl’.‘.ﬁ.ﬂ AN HE':E o “E " ol Ehowulders
OFC Sevare/frequeni OFC Discolored Urese O FC Poor Appetile Pk i Wnnhaa b
Hepdaches L FC Urinary Infection 0 FC Heastbum
DFC Jaw Pain RESPIRATORY O FC Abdominal Pain OFC Shoulders
OFC Eye Problams OFC Difficubly Breathing OFC MaasenVomiting QBC Amcs
OFC Sinss Problems OFC Coughisg Blood OFC Disrhea OFC Elbows
OFC Ear Frobleams OFC Coughing Phicgm OF C Constipation e
OFC Mose Blceding OFC Chest Pain O FC Black Siool QFC Hips
DFC Mose Dischange CARDIOVASCULAR O FC Bloody Sooel U FL Tagh
0 F L Soee Throat OFC Pain ever Heart OFC Kosts
OFC Feet

OFC Dental Problems
OF C Swollen Lymph Nodes

OFC Rapid Hearbeal

OFC SwollenSull fons
{1 FC Less of Strengih
O FC Walking Probloms

_Endomeiringss
_Hormaone Feplacemnt
_DharianUhanine Cyvsl

_Prosiate Condition
_Testicle Coadition

NERYOUS

OFC Seireres
OFC Fuintisg
OFC Dirzines
FFC Paralysis
(FFLC Losa off Feeling

FEMALES ONLY

OFC Vaginal Discharpe

B FC Irrcgular Vaginal
Blceding

G FC Viginal Pain

0 FC Breast Pain

0 FC Breast Lumps

O FC Hot Flashes

Please Answer List approximate date of any other operations, discases, seriows illnesses or
List amy healih conditions within the last year pecidents you have hd.
List any medications not listed previously thar you curtently use,
1M YOL: .
Wesir beed s, asch swpparts, sole lifls, or laact soles? G hd Doctor's Notes:
Smoke? YiN
Exercise? YN
Take Vilamins? YN
Allergies

Usual shecping posiion? Rack___ Stomach___ Righe Side___ Left Side

Mawress: Age _ Trpe
Received chiropractic care hefore? Yes_ Ma__

FEMALES ONLY:
Age you currently pregnam? "|"-=a._|_ Bo__
If yes, due dan:T
Are you currently measiruating? Yes_ Mo

PATIENT SIGNATURE

@ comiorable Yes_ Mo
How woald you rate your eveeall health? Excellent Gond ___ Fair___ Poor__

DATE




NEcK DiSABILITY INDEX QUESTIONNAIRE

AGE DATE SCORE

PLEASE READ: This questionnaire is designed 1o enable us to understand how much your neck pain has affected your ability
to manage your everyday activities. Please answer each section by circling the ONE CHOICE that most applies to you. We
realize that you may feel that more than one statement may relate to you, but PLEASE JUST CIRCLE THE ONE CHOICE

NAME

THAT MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.

SECTION 1 - Pain Intensity

A | have no pain 8l the moment.

B. Tha pain i very mild at the momeant.

C. The pain iz modarate a (he mdemen

0. The pain is fairly severa & the moment

E. The pain is very Severs af e momenl.

F. The pain is the worst imaginable at the mamend,

SECTION & - Concontralion’

B | can concintrate fully when | want towith no dificuity.

B. | can concentrate fully when | wanl 1o with slight difficulty.

. | have a fair degree of dificully in concentrating when | want 1o,
D. | have a kot of dificully in concentrating when | want {9,

E. | have a great deal of difficulty in concentrating when | wani i,
F. | cannot concentrale at all

SECTION 2 -Parsonal Care (Washing, Dressing, efc.)
A | can ook afler rmvaell normally without causing @dra pain,
B. | can look afier myself normally, but it causes axira pain.
G, It is pasndul to kook after mysel and 1 am slow and careful,
0. | nead some help, but manage most of my personal cine,
E. I nead halp every day in mosl aspects of self care.

F. | do nat get dressed, | wash with difficulty and stay in bed.

SECTION 3 - Liting

A | can lift heavy witights withoul extra paan

B. | can [ift hesvy weights, bt it gives esxdra pain,

. Pain prevents me from lifting heawy weights off the Nioor, but |
can manage if they are conveniently positioned, for example,
< @ table.

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

E. | can lift very light welghts.

F. I cannot lift or camy anyihing &l &l

SECTION 7 - Wovk

A_ | can do as much work as | wani 1o.

B. I can anly do my usual work, but no more,
C. | can do most of my ugusal work, but no mon.
O. | cannat do rmy uswal wark

E. | can hardly do any work af all,

F. | cannol do any work af a8

BECTION 8= Drivirng

A, | ean drive my car without any ndck gain.

B. | can drive my car a5 long a= | want with sSght paif in iy meck.

C. | can drive my car as long as | want with moderate pain iy
neck.

D. | cannot dive my car a8 long as | wani because of moderale pain
in iy neck,

E. | can hardly drive at all because of severa pain in my neck.

F. | canmad driviés my car al all.

SECTION 4 - Roading

& | can read a8 much as | want to with no pain in my neck.

B. | can read as much as | want o with slight pein in my neck.

G, | can read @s much as | wand &0 with moderate pain in my
neck,

0. | cannot read as much &8 | wan because of moderate pain in
iy nac,

E. | cannat read as much &s | want because of severe pain in
oy naack,

F. | cannol read 84 all.

SECTION 9 — Sleaping

& | henva no trouble seeping,

B. My sleep is slightly disturbed (less than 1 hour sleepless).
C My sleep i rhdly disturbed (1-2 hours sleepless),

D. My sleap is moderately digturbed (2-3 hours sleepless).
E. My sleep is greatly disturbed (3-5 hours sleepless).

F, My sheep s completaly disturbed (5-7 hours)

SECTION 5 - Headaches

A | have no headaches at all.

E. | have slight headaches which come infrequanthy.

C, | have moderate headaches which come infrequently.
0. | kv mpderate headaches which come frequently
E. | have sevent hesdaches which come frequenily

F. | have headaches almost all the Bme,

SECTION 10 - Recreation

A_ | am able to engage in all of my recreational activilies with RO Reck
pain at all,

BE. | am able to engage in all of my recreational activities with some
pain in my feck,

C. | am able to engage in mosi, but nol all of my recreationsl
aciivibies because of pain in my neck.

D. | am able to engage in a few of my recreational activities because
of pain in my neck.

E. | can hardly do any recreational activiies because of pain in my
neech.

F. | eannol do any recreational activities at ail

COMMENTS:

Viemon H, Mior 5 The Neck Disabilily ingex: A shudy of refiabilty and vikdity. J Manipulative Physiol Ther 1891,14:400-415.




Patient Name: File # Date:

This questionnaire has been designed to give the doctor information as to how your back pain has affected your ability to manage
everyday life. Please answer every section and mark in each section only the ONE box which applies to you. We realize you may
consider that two of the statements in any one section relate to you, but please just mark the box which most closely describes your

problem right now.

SECTION 1 - PAIN INTEMSITY _ SECTION 6 - STANDING
O The pain comes and goes and is very mild O 1eanstand as lang as | want without pain.
- n:@nmlldmddmm?wmlm O [ have some pain on standing bt it does not inorease with time.
o xm?m aad 5“: ;‘:ﬁ“ e ) [ cannot stand for longer than one hour without increasing pals.
J pein is moderate an WL RCY Yk O [ cannot stand for longer than % hour without increasing pain.
- Th:pu{nmmﬂgmmdhvmm O 1 cannot stand for longes than 10 minetes without increasing pain.
L1 The pain i severe and docs nof vary O [aveid standing becnuse if incresses the pain straight away.
0O 1 wmald not have 1o changs my way of washing or dressing in order i O gotas peln o bod.
avaid pain, )
O  1denot normally chanpe my way of washing or dressing eventhongh O 1 et pain in bed but it does not prevent me from slecping well.
it ;mm;mmt :|llnzlliujr:.mi:|= E Hecause Dll::hin my norma] night"s sleep is reduced by less than 14
O Washing and dressing increase the pain but 1 nat to my Becausz o eny normal night's sleep is reduced by less than %.
._..f:ﬁ:mim e —— chunge O Becauase of pain eny nosmal night s sleep s redwosd by less than 14,
[0 Washing and dressing increase the pain and I find it necessary fo O  Pain prevenis me from sleeping at all.
‘chanpe my way of doing il
0 Because of the pain | am unable to do some washing and dressing SECTION & - SOCIAL LIFE
| withaut help. O My social life is normal and gives me no pain.
O Because of the pain [ am unsble 1o do any washing and dressing O My social life is normal but incresses the degree of pain.
wilhoul help. O Pain has no significant effect on my social life spart froe Limiting my
more energetic interests, e.g. dancing, ete.
SECTION 3 - LIFTING O Pain has restricted my social life and [ do not go out very oflen.
O 1 can lift heavy weights withoul extra pain. O Pain has restricted my social lifi to my home.
O | can lift heavy weights but it causes extra pain. O [have handly any social life because of the pain.
O Pain prevents me fram liftlag besvy weights off the floor,
O Pain prevents me from lifting hﬂﬂmﬂﬁsﬂ-it #ﬂ’lh:hﬂml}. , bt 1 SECTION 9 - TRAVELLING
manage if they are convenienthy pasiti & . on & lable O [ get oo pain whilst avelling.
O Pain prevents me from lifting heavy weights but 1 can manage light to g, :
medium weights if they are canvenieatly positioned. = 1aﬂmwh"h'ﬂwmmhmmmfmmdmﬂm
G Evan only 1k vere Mahe ivslghis ot the s, O 1 get cxtra pain whilst traveliing but it does not compel me tn seek
sltemative form of travel.
R O 1getextra pain whilst travelling which compels me 1o seek altemative
O Thove na pain on walking, of
s M i forens of travel.
"g im?ﬁﬁ:ﬁm“::uﬂm:mwﬂgmdmm gmﬂ:’uﬂ'};‘“ﬂ“‘ﬂ i b e
!D I cannot walk mare than ¥ mile without increasing pain. o i e b & lysug down,
| O [ canmotwalk more than 104 mibe without increaging pain.
| O 1 cannot walk af all without increasing pain. SECTION 10 - CHANGING DEGREE OF PAIN
| O My pain is rapidly getting better,
SECTION 5 - SITTING O My pain Misctuales but overall is defindely gesting betier,
O 1can sit in any chair as long as T like, O My pai 10 be pen but§ PR
O Iesn caly sit in my favorite chair us long 25 T like. . M; ﬁmﬂ miegh "“"”Mn:m""”"""“ I present
O Pain prevents me from sitting more than ane howr, it gelting 2 y
| O Pain prevents me from sitting more than half soar O My pain is graduslly worsening.
| O Painprevents me from sitting mone than 10 minates, O My pain is rapidly worsening,
O 1 awaid sitting because il nenstscs pain straight awy.

Pain Severity Scale:
Rate vour usual level of pain today by checking one box on the following scale

3| 4

5

6 | 7 8 10 |

No pain

Excruciating pain




EASTMAN-KINGREY CLINIC
CONSENT/RELEASE

PATIENT DATE FILE#

PATIENT INFORMED CONSENT

| hereby request and/or consent o the parformance of chiropractic examinations and/or procedures on {or on the
patient names above for who | am legally responsible) by Dr, Kenneth R, Easiman, D, Charles T. Kingray, Jr. D.C. andfor
Jana Kingrey D.C.

| understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to
chiropractic care, including but not limited o strokes, sprains and strains, fractures, dislocations and general aggravations
of inflammatory conditions. | understand that | will have an opportunity to discuss with the doctor and/or other office
parsonnel the nature and purpose of the chiropractic procedures | will receivie, | understand that the doctor will pariom
and examination in order to minimize any risk of care, however, | do not expect the doctor to be able to anticipate and
explain all risks and complications, | therefore wish to rely on the doctor 1o exercise judgment during the course of the
procedure which the doctor feals at the time, based upon the facts as then known, is in my best interest

| have read, or have had read to me, the above consant. | have also had an opportunity to ask question about its
content, and by signing below, | agree to the procedures. | intend this consent form (o cover the entine course of care for
my presant condition{s) and for any future condition(s) for which | seek care.

Patient'Guardian Signature Doctor's Signature

AUTHORIZATION TO RELEASE INFORMATION
I authorize release of any medical information necessary to process any claims. | authorize payment of any medical
benefits to be pakd directly to Eastman-Kingrey Clinic for any medical services rendered 1o me. This authorization shall
ramain in effect until cancelled by me.

Patent Signature

INSURANCE/PATIENT RESPONSIBILITY
I have been informed and am aware that my health insurance coverage may have some limitations pertaining to
chiropractic care. | am also aware that this could cause benefits 1o be denled or paid at a lower percentage rate due to
such policy imitations as yearly maximum payment amounts, yeary number of visits limits, referral needed from primary
care physicians, etc.
| am aware that my visits may not be covered by my insurance and that | will be fully responsible for payment of
services rendered at such time that a denial is recaived from my INSurance carrier.

Patient Signature

CONSENT TO TREAT MINOR CHILD VERIFICATION OF HOM-PREGNAMNCY

I hereby authorize: By my signature on this form, | hereby state that, to
Or. Kenneth A. Eastman, Dr. Charles T. Kingrey, the best of my knowledge, |Hm_N'DT pregnant, nor
Jr and/or Dr. Jana Kingrey and whoever ha or 18 pragnarncy suspacted of confirmed at this

she may designate as assistants to administer particular time.

chiropractic care as deemed necessary to my

(indicate relationship

to child). N
Hame of child

Farantiauganiian signatura Patient Signature



EXPLANTION OF CHIROPRACTIC MEDICARE BENEFITS
MEDICARE DOES NOT COVER CHIROPRACTIC CARE BUT WITH LIMITATIONS.

The only service coverad by Medicare is manual manipulation of the spine, These manipulations under some
circumstances and with certain carriers are limits 1 12 (welve) per calendar year.

Your condition may require, in our judgmant, more treatmems than allowed by Medicare. We can apply
for additional treatments by submitting a “medical necessity statement” on your behalf, Your case will be
sent for review. We cannot guarantee or predict what the review board will decide in your case.

ANY VISITS OVER 12 (TWELVE) IN THIS CALENDAR YEAR, NOT APPROVED BY MEDICARE, WILL BE YOUR
FINANCIAL RESPOSIBILITY.

Medicare does not cover the cost of x-rays, examinations, therapy, supporls, supplements or any other services offered in
this affice,

Any services other than spinal manipulation will be your financial responsibility,

I have read and understand the above statement

Patient Signature Date



Eastman-Kingrey Clinic
Persanal Injury Financial Agreement
We would like to take a moment to welcome you to our office and to assure you that you will receive
the very best care available for your injury, In order to familiarize you with the financial policy of our
office, | would like to explain how your medical bills will be handled.

PARTY RESPOMNSIBLE:

If you were invalved in an auto accident in your own vehicle, we will bill the medical payments portion
or Persanal Injury Protection portion of your insurance policy to cover the treatment charges incurred in
our office.

MEDPAY:
If you were a passenger in another vehicle, the insurance company which insures the automobile may
be billed for your medical services incurred,

PIF {Personal Injury Protection):
If you were a passenger in another vehicle, and you own a car which has PIP coverage, the insurance
company which carries your policy will be responsible to pay your medical bills.

3rd PARTY:

If another vehicle has caused the accident, we will first bill the responsible party automobile MedPay or
PIP. In special circumstances we can bill your own health insurance policy for your medical services,
providing your policy does not state atherwise, Any amount received above and beyond your tatal bill in
this office will be refunded to you.

ATTORNEY LIENS:

if you hire an attorney to represent you in a law suit, it is our policy to have your attorney sign a Doctor's
Lien. This will guarantee direct payment to our office for any undid balance upon the settlement of your
law suit. We retain the right to first submit all charges to your private and/or auto insurance paolicy for
payment. Further, this office does not discount or reduce the amount of your balance based upon the
outcome of your setthement,

RESPONSIBILITY FOR PAYMENT:

As @ courtesy to you, we will gladly submit your charges to the responsible party, your insurance
companylies) and/or your attorney; however, all services rendered by this office are charged directly to
you, and ultimately, you are personally responsible for payment of these charges, regardiess of any
insurance reimbursement or settlement you may or may not receive.

Once again, we welcome you to our office. We hope that this has answered any questions that you
might have about our financial arrangemaents. If, at any time, you have further questions abouwt your
care, please do not hesitate to ask.

I have read and agree to the above,

Patient Printed name Date

Patient or Guardian signature



EASTMAN-KINGREY CLINIC
802 Sampson Street
Wesitlake, La 766D

[337) 436-3145

Consent to use PHI
aAcknowledgement for Consent to Use and Disclosure of Protected Health Information

Use and Disclosure of your Protected Health Information
Your Protected Health Information will be used by Eastman-Kingrey Clinic ar may be
disclosed o others lor the purposes of reatment, obtaimng payment, or supporting the

day-to-day health care operabions of this office

Motice of Privacy Practices
You should review the Notice of Privacy Practices for a more complete description of

how your Protected Health Information may be used or disclosed. It describes your
rights as they concern the imited use ol health informanon, including your demaographic
miarmation, collected from you and created or received by this office. | have recenied a

copy of the Notice of Patient Privacy Policy Patinrt Inding

Reguesting a Restriction on the Use or Disclosure of Your Information

« You may request a restnction on the use or disclosure of your Protected Health
Infarmation
This office may or may not agree to resincl the use or disclosure of your

Protected Health Information

If we agree 1o your request, the restnction will be binding with this office. Use or
disclosure of protectad infarmation in violation of an agreed upon resinclion will
be a violation of the federal prvacy standards

Motice of Treatment in Open or Commaon Areas

Describe and Notify private areas available upon reguesl

Revocation of Consent
You may revoke this consent to the use and disclosure of your Protected Health

Information. You must revoke this consent in writing. Any use or disclosure thal has
already occurred prior to the date on which your revocalion of consent is receved will

not ba allected

By my signature below | give my permission to use and disclose my health information.

“Patient of Legally Authonized Individual Signature a Date
Brnl Patient's Full Name s L = ~ Time
R B e s el e N e

Witness Signaivre




CHIROPRACTIC ASSOCIATION OF LOUISIANA AUTHORIZATION

Your chiropractor and members of the practice staff may need to disclose your name, address,
phone number, billing information and vour clinical records to the Chiropractic Association of
Louisiana (CAL). This disclosure will be made if we need the CAL's assistance to receive
reimbursement for your services or, we need the CAL’s assistance because the party responsible

for reimbursing yvour services has improperly processed your ¢laim.

By signing this form you are giving us authorization to send the CAL this information. You are
also giving the CAL authorization to re-disclose your information 1o the party responsible for the
payment of vour services, the CAL’s legal counsel, and state or federal agencies that may be
asked to intercede on vour behalf.

You may restrict the individuals or organizations to whom your health care information is
released or revoke your authorization to us at any time; however, your revocation must be in
writing and mailed 10 us at our office address. We will not be able to honor your revocation
request if we have already released your health information before we received your request 1o

revoke your authonzabion.

Information that we use or disclose based on the authonzation you are giving us may be subject
to re-disclosure by the person who receives the information and may no longer be protected by

the federal privacy rules.

You have the right to refuse to give us this authonzation. If you do not give us authorization, it
will not affect the treatment we provide to you or the methods we use 1o obtain reimbursement for

YOUr care,
You may inspect or copy the information that we may send to the CAL at any time. (§164.524).

This notice 15 effective as of . This authorization will expire six
vears afler the date on which vou last received services from us.

I authorize you to usc or disclose my health mformation in the manner described above. | am also
acknowledging that | have received a copy of this authorization.

Patient name printed Date
Patient Signature Authorized Provider Represeniative
Personal representative printed Personal representative signature

Description of personal representative’s authornity to act for the patient. Clinic Name.

Cogrrighd & 2000 Wiseonsin Chriropeactic Association. All nights resernd




APPOINTMENT REMINDERS 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 comact you with appointment reminders, information about
rreatment aliernatives, or other health related information that may be of interest to you. IF this
contact is made by phone and you are not al home, a message will be left on your answering
machine or with a family member. [f we are unable to reach you at home, we will lcave a
message at your worksite on an answering machine or with a co-worker.

You may resteict the individuals or organizations 1o which your health care information is
released or you may revoke your authorization 1o us at any fime; however, your revocation must
be in writing and mailed 10 us at our office address. We will not be able (o honor your revocation
request if we have already released your health information befiore we réceive vour request 1o
revoke your authorization. In addition, if you were required to give your authorization as a
condition of obfaining insurance, the insurance company may have a right to vour 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 anvone who has access to the reminder or other information and may no
longer be protecied by the federal privacy rules.

You may inspect or copy the information that we use to contact you to provide appointment
reminders, information about treatment allernatives, or other health related information at any
time,

This notice is effective as of the date below. This authorization will expire seven vears after the
date on which you last received services from us.

| authoriee you o use or disclose my health information in the manner described above. | am
also acknowledging that I have received a copy of this authorization.

Patient name printed Date
Patient signature Authorized praﬁier reprﬁmt_ﬁ_tfwu
Pm-svnml-rrpnm:n!nlivc (printer) Personal representative signature

Description of personal represeniative’s authority to act for the patient



CONSENT FOR USE OR DISCLOSURF OF HEALTH INFORMATION
Our Privacy Pledge

We are very concerned with protecting your privacy, While the law requires us to give you this
disclosure, please understand that we have, and always will, respect the privacy of vour health
information,

There are several circumstances in which we may have to use or disclose your health care
information,

*  We may have to disclose your health information to another health care provider or a
hospital if it is necessary to refer vou to them for the dia ENOSIS, Assessment, o treatment
of your health condition.

*  Wemay have to disclose your health information and billing records to another party if
they are potentially responsible for the payment of your services,

*  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 deseription of how your health
information may be used or disclosed. You have the right to review that notice before you sign
this consent form. We reserve the right 1o change our privacy practices as described in that
notice. [f we make a change 10 our privacy practices, we will nodify you in writing when you
come in for treatment or by mail. Please feel free to call us at any time for a copy of our privacy
notices.

Your right to limit uses or disclosurgs

Tou have the right to request that we do not discloge your health information 1o specific
individuals, companies, or organizations. If you would like to place any restrictions on the use or
disclosure of your health information, please let us know in writing. We are not required 1o agree
to your restrictions. However, if we agree with vour restrictions, the restriction is binding on us,

Y our right 1o our agthorization

You may revoke your consent to us at any time; however, your revocation must be in wriling.
We will not be able to honor your revocation request if we already released your health
information before we receive your request to revoke your authorization. If you were required 1o
give your authorization as a condition of oblaining insurance, the insurance company may have a
right 1o your health information if they decide to contest any of your claims.

I have read your consent policy and agree 1o its terms, 1 sm also acknowledging that | have
received a copy of this notice.

Printed name

Authorized Provider Representative

Signature Date



