NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION                     

Your right to complain

You may complain to us or to the Secretary of Health and Human Services if you feel that we have

violated your privacy rights.  We respect your right to file a complaint and will not take any action 

against you if you file a complaint.  While you may make an oral complaint at any time, written

comments should be addressed to:

The U.S. Dept. of Health and Human Services

260 Independence Ave, S.W.

Washington, D.C.  20201

1-877-696-6775

To contact us

If you would like further information about our privacy policies and practices, please contact:

Marshall Family Chiropractic

1605 Fred Moore Hwy

St. Clair, MI  48079

(810) 329-6100

This notice is effective as of ___________________________.  This notice will expire seven years

after the date upon which the record was created.  By signing below, I acknowledge that I have received

a copy of this notice.

________________________________                                  ________________________________

Patient Name Printed                                                                Date

________________________________                                  _________________________________

Patient Signature                                                                       Authorized Provider Representative

________________________________                                  _________________________________

Personal Representative Printed                                               Personal Representative Signature

Description of personal representative's authority to act for the patient

    Form 1 or 6

CONSENT FOR USE OR DISCLOSURE 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 your 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 you to them for the diagnosis, assessment or treatment of your health

        condition.

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

potentially responsible for the payment of your service.

· 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 description 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 to change our privacy practices 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 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 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 restrictions on the use or disclosure of

your health information, please let us know in writing.  We are not required to agree to your

restrictions.  However, if we agree with your restrictions, the restriction is binding on us.

Your right to revoke your authorization

You may revoke your consent to us at any time; however, your revocation must be in writing.  We will

not be able to honor your revocation request if we have already release your health information

before we receive your request to revoke your authorization.  If your 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.

I have read your consent policy and agree to its terms.  I am also acknowledging that I have received a

copy of this notice.

_______________________________                           _______________________________

Printed Name                                                                   Authorized Provider Representative

_______________________________                           ________________________________

Signature                                                                          Date

_______________________________
Date

FORM 2 OF 5

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION WITH MARKETING PROVISON
Your right to complain

You may complain to us or to the Secretary of Health and Human Services if you feel that we have

violated your privacy rights.  We respect your right to file a complaint and will not take any action against

you if you file a complaint.  While you may make an oral complaint at any time, written comments should

be addressed to:

The U.S. Dept. of Health and Human Services

260 Independence Ave, S.W.

Washington, D.C.  20201

1-877-696-6775

To contact us

If you would like further information about our privacy policies and practices please contact:

Marshall Family Chiropractic

1605 Fred Moore Hwy

St. Clair, MI  48079

(810) 329-6100

This notice is effective as of _______________________.  This notice will expire seven years after the

date upon which the record was created.  By signing below, I acknowledge that I have received a copy of

this notice.

____________________________                               ____________________________

Patient Name Printed                                                     Date

____________________________                               ____________________________

Patient Signature                                                           Authorized Provider Representative

____________________________                               _____________________________

Personal Representative Printed                                   Personal Representative Signature

Description of personal representative’s authority to act for the patient.

Form 3 OF 6
NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION WITH FUND RAISING PROVISION

Re-disclosure

Information that we use or disclose based on the authorization you are giving us may be subject to 

re-disclosure by the person to whom we provide the information and may no longer be protected by the

federal privacy rules.

Your right to complain

You may complain to us or to the Secretary of Health and Human Services if you feel that we have

violated your privacy rights.  We respect your right to file a complaint and will not take any action

against you if you file a complaint.  While you may make an oral complaint at any time, written

comments should be addressed to:

The U.S. Dept. of Health and Human Services

260 Independence Ave, S.W.

Washington, D.C.  20201

1-877-696-6775

To contact us

If your would like further information about our privacy policies and practices please contact:

Marshall Family Chiropractic

1605 Fred Moore Hwy

St. Clair, MI  48079

(810) 329-6100

This notice is effective as of _________________________.  This notice will expire seven years after the

date upon which the record was created.  By signing below, I acknowledge that I have received a copy of

this notice.

________________________________                                 ______________________________

Patient Name Printed                                                               Date

________________________________                                 ______________________________

Patient Signature                                                                     Authorized Provider Representative

________________________________                                _______________________________

Personal Representative Printed                                             Personal Representative Signature

Description of personal representative’s authority to act for the patient.

Form 4of 6

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 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 and you are not at home, a message will be left on your answering

machine.  By signing this form, you are giving us authorization to contact you with these

reminders and information.

You may 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 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 receive your  request to

revoke your authorization.  In addition, if you 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 your 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 authorization, it

will 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 use to contact you to provide appointment

reminders, information about treatment alternatives or  other health related information at any

time.

This notice is effective as of ______________________.  This authorization will expire seven

years after the date on which you last received services from us.

I authorize you to use or disclose my health information in the manner described above.  I am also

acknowledging that I have received a copy of this authorization.

____________________________                                 _____________________________

Patient Name Printed                                                       Date

____________________________                                 ______________________________ 

Patient Signature                                                              Authorized Provider Representative

____________________________                                 ______________________________

Personal Representative Printed                                      Personal Representative Signature

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

Form 5 of  6

Authorization to Use or Disclose Protected Health Information

Open-Adjusting Environment

Your authorization is requested for purposes of delivering your care in an open-adjusting or open-door adjusting environment as described in the office’s privacy notice.

In the course of your care in either of these environments routine details of your condition and care may be overheard by  other patients or staff in the approximate vicinity of where your care is being delivered. We cannot assure that any of the details of your care will be addressed and considered as confidential by other patients.

We are requesting your authorization in this regard to assure that you are fully informed and in agreement with the method and circumstances in which we deliver chiropractic care. Your care will not be conditioned on your agreement to this authorization. You have the right not to sign this authorization and you also have the right to revoke this authorization at a later date if that is your wish. If you wish to revoke this authorization at some time in the future please advise us accordingly in writing. 

A private room is available for adjustments or to handle personal concerns as needed.

If you agree to this authorization a copy will be maintained by this office and a copy will be provided to you.

Thank you for your cooperation and understanding.

This notice is effective as of _________________________.  This notice will expire seven years after the

date upon which the record was created.  By signing below, I acknowledge that I have received a copy of

this notice.

________________________________                                 ______________________________

Patient Name Printed                                                               Date

________________________________                                 ______________________________

Patient Signature                                                                     Authorized Provider Representative

________________________________                                _______________________________

Personal Representative Printed                                             Personal Representative Signature

Description of personal representative’s authority to act for the patient.

Form 6 of 6

Marketing Authorization
From time to time our practice works with marketing organizations to make you aware of

products or services that you may have an interest in purchasing.  Your chiropractor and members

of the practice staff may need to use your health information including your name, address, phone

number and your clinical records for the purpose of marketing products and services from

Marshall Family Chiropractic to you.  We are specifically requesting authorization to market the following products and/or services to you __________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

You may restrict the individuals or organizations to which your health care information is released or

revoke your authorization to us at any time; however, your revocation must be in writing and mailed

to 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 receive your request to revoke your authorization.  If you

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 the organization/s listed above 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 permission, it will

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 use to contact you for marketing purposes at

any time.  Our practice and staff will receive direct or indirect remuneration from our marketing

activities.

This notice is effective as of _____________________.  This authorization will expire seven 

years after the date on which you last received services from us.

I authorize you to use or disclose my health information in the manner described above.  I am also

acknowledging that I have received a copy of this authorization.

___________________________                                  _____________________________

Patient Name Printed                                                      Date

___________________________                                  ______________________________

Patient Signature                                                            Authorized Provider Representative

___________________________                                 _______________________________

Personal Representative Printed                                    Personal Representative Signature

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

FUND RAISING AUTHORIZATION

From time to time our practice raises money for chiropractic causes.  Your chiropractor and members

of the practice staff may need to use your health information including your name, address, phone

number and your clinical records to contact you to request your assistance with these fund raising 

efforts.  We are specifically requesting authorization to solicit funds from you for the following

purposes ________________________________________________________________________.

You may restrict the individuals or organizations to which your health care information is released or 

revoke your authorization to us at any time; however, your revocation must be in writing and mailed 

to 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 receive your request to revoke your authorization.  If you

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 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 permission, it will

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 use to contact you about fund raising efforts at

any time.  The practice and staff will receive direct or indirect remuneration from our fund raising

activities.

This notice is effective as of  ________________________.  This authorization will expire seven

years after the date on which you last received services from us.

I authorize you to use or disclose my health information in the manner described above.  I am also

acknowledging that I have received a copy of this authorization.

__________________________                                      ___________________________

Patient Name Printed                                                        Date

__________________________                                      ____________________________

Patient Signature                                                              Authorized Provider Representative

__________________________                                     _____________________________

Personal Representative Printed                                      Personal Representative Signature

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

