
 
 
 
 
 



 
 
 
 
 



 
 
 



 



The patient understands and agrees to allow this chiropractic office to use their Patient Health 
Information for the purpose of treatment, payment, healthcare operations, and coordination of 
care. We want you to know how your Patient Health Information is going to be used in this office 
and your rights concerning those records. If you would like to have a more detailed account of our 
policies and procedures concerning the privacy of your Patient Health Information we encourage 
you to read the HIPAA NOTICE that is available to you in the reception room before signing this 
consent. If there is anyone you do not want to receive your medical records, please inform our 
office. 
 
 
Patient's 
Signature:________________________________________________Date:________________ 
 


