Patient Information

Middle Initial:

Patient First Name:
Date of Birth:

Last Name:

Social Security Number:

Gender:

Male
Female

Email Address:

Street Address:

Zip:

State:

City:
Home Phone:

Work Phone:

Cell Phone:

Emergency Contact:

Phone Number:

Relationship:

Health Insurance:

Policy Number:

Group Number:

Insurance Phone Number:

Where do you Work? (name and occupation):

Parent or Guardian First Name:

Referral Source:

If Patient is a minor (under 18), Parent/Legal Guardian Contact Information:
Middle Initial:
Last Name:

Street Address:

Phone Number:

City:

State:

Zip:

Financial Policy and Assignment of Benefts
I ___________________________ (print name) do hereby give full permission and authorize Mountain View Pain Center to bill my health insurance company
____________________________ (name of health insurance) for services rendered by Mountain View Pain Center. I also agree to have any checks or payment made by
said insurance company to be payable and deliverable to:
Mountain View Pain Center
6855 S Havana St. Ste 50
Centennial, CO 80112
By signing this document, I also agree to the following statements below:
• It is our office policy that payment for services rendered is ultimately the responsibility of the patient, whether or not you have third party assistance with your
financial obligation.
• All patient fees are expected at the time of service. Personal balances may not exceed $200. If your balance is over $200 we do offer payment plans, however the
balance must be paid off in 6 months or less.
• For your convenience, this office accepts cash, checks, and the following credit cards:
Visa, MasterCard, American Express, Discover
• This office does not turn away any patient due to their ability to pay. If you feel you might qualify for our financial hardship policy, notify the office immediately so
we can begin your qualification process.
•

Should payment be refused by your bank for any check written, this office will charge a fee of $25 to offset the charges we will incur as a result of the returned check.

•

As a courtesy to our patients, this office will bill third party payers, accept assignment, and wait to be paid for some portion of our patients' financial responsibility.

• The privilege of insurance assignment begins when our office receives and verifies your insurance information. Until that time, you are considered a “cash” patient
and payment is expected at the time of service. As a courtesy to you, our office will pre-qualify your insurance coverage, in an effort to help you determine what
coverage is available to you under your policy. We will help you make the best estimate of your coverage for the recommend services. This service is a courtesy to you
and is not a guarantee of coverage.

Financial Policy and Assignment of Benefts (cont.)
• No one can predict what an insurance company will pay for the usual and customary charges for services rendered. If we participate on your plan, you will not encounter
balance billing above the stated fee schedule. We participate in most major health insurance companies, however, there may be select plans that we do not participate
with. If we do not participate with your specific plan, we will work with you to determine the amount of coverage and help estimate your responsibility.
• If your insurance has not paid on an assigned bill within 60 days, you will be notified. Since we do not own your policy, we ask that you stay in communication with our
office and take action with your insurance company at that time. If it remains unpaid within 120 days, the balance will be transfered to your responsibility and it will become
due and payable immediately and your assignment is revoked.
• All patients whose treatment visitation schedule is once per month or longer will no longer be eligible for insurance assignment as this level of care is rarely covered by
insurance. Our office offers numerous payment options to allow you to continue maintenance, wellness, or supportive care.
• Should you discontinue care for any reason, other than discharge by the doctor, any and all balances will become due and payable at that time. If you are on a
predetermined payment plan, that plan will continue to be in effect until your balance is zero.
It is the patient’s responsibility to inform and/or obtain referrals for Mountain View Pain Center. It is also the patient’s responsibility to inform Mountain View Pain
Center of any change in demographics, medical status or coverage.
The undersigned does agree to observe and abide by all of the statements made above.

Signed: _________________________________________________________________

Date: __________________________

Consent to Treat
I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy, massage therapy
and diagnostic X-rays, on myself (or on the patient named below, for whom I am legally responsible) by the doctors of chiropractic and the staff of Mountain View Pain Center.

I've had an opportunity to discuss with the Doctor of Chiropractic or staff of Mountain View Pain Center the nature and purpose of chiropractic adjustments and other procedures.
I understand that results are not guaranteed.
I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, including but not limited to fractures, disc
injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely upon the doctor to exercise
judgment during the course of the procedure. Based upon the facts then known to him or her, is in my best interest.
I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content, and by signing below I agree to the above-named
procedures. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

Patient's Signature (or guardian's signature ):_____________________________________________________________________Date:__________________________

Consent To X-Ray
***FOR ALL PATIENTS***
I hereby authorize Mountain View Pain Center LLC and whomever the clinician may designate as his assistant(s) to take x-rays of myself (or said minor)
I hereby release Mountain View Pain Center LLC from any and all liability. I hereby affirm that I am not pregnant nor am I attempting to get pregnant as of this date. I have been
informed adequately of the potential effects of radiation on a developing fetus. If pregnancy test has been performed, I am also aware that this test is not 100% accurate and
may yield false results.
Patient's Signature (or guardian's signature ):_____________________________________________________________________Date:__________________________
*Depending on your insurance additional charges may apply for X-Ray’s*
***FOR FEMALES ONLY***
* Must be completed for all females of childbearing age*
Onset Date of patient's last menstrual period (LMP):______________________________________________________________________________________________

HIPAA

(Health Insurance Portability and Accountability Act)

PATIENT CONSENT FOR USE AND/OR DISCLOSURE OF PROTECTED HEALTH INFORMATION TO CARRY OUT TREATMENT,
PAYMENT AND HEALTHCARE OPERATIONS

1. The Practice’s Privacy Notice has been provided to me prior to my signing this Consent. The Privacy Notice includes a complete description of the uses and/or disclosures of
my protected health information (“PHI”) necessary for the Practice to provide treatment to me, and also necessary for the Practice to obtain payment for that treatment and to
carry out its health care operations. The Practice explained to me that the Privacy Notice will be available to me in the future at my request. The Practice has further explained
my right to obtain a copy of the Privacy Notice prior to signing this Consent, and has encouraged me to read the Privacy Notice carefully prior to my signing this Consent.
2. The Practice reserves the right to change its privacy practices that are described in its Privacy Notice, in accordance with applicable law.
3. I understand that, and consent to, the following appointment reminders that will be used by the Practice: a) a postcard mailed to me at the address provided by me; and b)
telephoning my home and leaving a message on my answering machine or with the individual answering the phone.
4. The Practice may use and/or disclose my PHI (which includes information about my health or condition and the treatment provided to me) in order for the Practice to treat
me and obtain payment for that treatment, and as necessary for the Practice to conduct its specific health care operations.
5. I understand that I have a right to request that the Practice restrict how my PHI is used and/or disclosed to carry out treatment, payment and/or health care operations.
However, the Practice is not required to agree to any restrictions that I have requested. If the Practice agrees to a requested restriction, then the restriction is binding on the
Practice.
6. I understand that this Consent is valid for seven years. I further understand that I have the right to revoke this Consent, in writing, at any time for all future transactions,
with the understanding that any such revocation shall not apply to the extent that the Practice has already taken action in reliance on this consent.
7. I understand that if I revoke this consent at any time, the Practice has the right to refuse to treat me.
8. I understand that if I do not sign this Consent evidencing my consent to the uses and disclosures described to me above and contained in the Privacy Notice, then the
Practice will not treat me.

Patient's Signature (or guardian's signature ):_____________________________________________________________________Date:__________________________

Notice of Privacy Practices Acknowledgement & Authorization
I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have certain rights to privacy regarding my protected health information. I
acknowledge that I have received or have been given the opportunity to receive a copy of Mountain View Pain Center’s Notice of Privacy Practices (NPP). I also understand
that this practice has the right to change its Notice of Privacy Practices and that I may contact the practice at any time to obtain a current copy of the Notice of Privacy
Practices.

Patient Name (print) _____________________________________________________

Patient’s Date of Birth __________________________

Patient Signature

Date _________________________________________

_____________________________________________________

Consent To Intramuscular Manual Therapy aka Functional Dry Needling (FDN)
1) IMT / TDN involves placing a small needle into the muscle at the trigger point which is typically in an area which the muscle is tight and may be tender with the intent of causing
the muscle to contract and then release, improving the flexibility of the muscle and therefore decreasing the symptoms. The performing therapist will not stimulate any distal
or auricular points during the dry needling treatment.
2) IMT / FDN is a valuable treatment for musculoskeletal related pain such as soft tissue and joint pain, as well as to increase muscle performance. Like any treatment there are
possible complications. While these complications are rare in occurrence, it is recommended you read through the possible risks prior to giving consent to treatment. Risks of
the procedure:
3) Though unlikely there are risks associated with this treatment. The most serious risk associated with TDN is accidental puncture of a lung (pneumothorax). If this were to occur,
it may likely only require a chest x-ray and no further treatment as it can resolve on its own. The symptoms of pain and shortness of breath may last for several days to weeks.
A more severe lung puncture can require hospitalization and re-inflation of the lung. This is a rare complication and in skilled hands should not be a concern. If you feel any
related symptoms, immediately contact your IMT / TDN provider. If a pneumonia is suspected you should seek medical attention from your physician or if necessary go to the
emergency room.
4) Other risks may include bruising, infection and nerve injury. Please notify your provider if you have any conditions that can be transferred by blood, require blood
anticoagulants or any other conditions that may have an adverse effect to needle punctures. Bruising is a common occurrence and should not be a concern unless you are
taking a blood thinner. As the needles are very small and do not have a cutting edge, the likelihood of any significant tissue trauma from IMT / TDN is unlikely. Please consult
with your practitioner if you have any questions regarding the treatment above.
5) Do you have any known disease or infection that can be transmitted through bodily Fluids?
Yes
NO
By signing below I authorize and give consent to Mountain View Pain Center for the treatment of Dry Needling
Patient's Signature (or guardian's signature ):_____________________________________________________________________Date:__________________________
Depending on your insurance additional charges may apply for Dry Needling

Medical History
Thank you for choosing the Mountain View Pain Center LLC. In our clinic we carefully examine all of the systems in your body so that we may gather all the information necessary
in order to best address your healthcare and wellness. Please bear with us and all the paperwork we present to you. Please do not assume that any question is irrelevant or
unimportant to your case, everything we ask here is highly relevant and extremely important! We need you to carefully and honestly answer every question so that we may piece
together the best approach to managing your case.
1) Are you currently taking any medications (prescribed or over the counter), if so please list them and include dosage:
A)

B)

C)

D)

E)

F)

G)

H)

C)

D)

C)

D)

2) Are you currently taking any herbs or nutritional supplements, if so please list them:
A)

B)

3) Do you have any known allergies, if so please list them:
A)

B)

4) What is your primary complaint?

5) Is there pain associated with you complaint?

Yes

NO

A) What is your pain level from a scale of 0 - 10 (where 0 is no pain and 10 is worst possible pain)?
6) What do you think is causing your present health Problem(s)?
7) On the Diagram please mark the following symptoms, if you are experiencing them:
// = Stabbing Pain B = Burning Pain D = Dull Pain A = Aching Pain Sw = Swelling

C = Cramps

T = Tingling

St = Stiffness

N = Numbness

Medical History

(Cont.)

8)

Please list all operations or surgeries you hay have had:

9)

Please List any hospitalizations you may have had:

10)

Please List any and all traumas or injuries you've ever had:

11)

Have you ever had a stroke or heart attack?

12)

Do you use any tobacco products?

13)

Have you had alcohol problems in the past?

14)

Do you use recreational drugs?

15)

Describe any other concerns or question in this space:

NO
NO

YES

YES
NO

NO

YES

YES

Review of Systems & Medical History
1) Are you currently experiencing any of the following symptoms, now or recently?
Chest pain
Shortness of breath
Pale skin or pallor
Jaw pain
Blackouts
Light headedness

Swelling in your left/right arm
Sweating without exertion

Left / Right arm pain

2) Please check off any of the below symptoms that you are experiencing, now or recently?
Nausea
Double vision

Vomiting
Dizziness or vertigo

Difficulty speaking
Severe headache

Difficulty with swallowing
Abnormal sweating

Numbness

3) Please mark any of the below conditions that apply to you, past or present:


























Abdominal pain
Acne
ADD or ADHD
Adrenal disorder
Alcoholism
Allergies
Anemia
Ankylosing spondylitis
Anxiety
Arm pain
Arrhythmia
Asperger’s syndrome
Asthma
Atherosclerosis
Autism (PDD or ASD)
Autoimmune disease
Balance problems
Bedwetting
Bleeding disorder
Blood clots / phlebitis
Blood in stool
Blood in urine
Blurred vision
Bone infection
(osteomyelitis)
 Bruise easily




























Cancer
Celiac Disease (Sprue)
Changes in skin sensation
Chronic headaches
Concussions
Congenital heart disease
Congestive heart failure
Constipation
Convulsions or epilepsy
COPD
Coughing up blood
Crohn’s disease
Diabetes
Diarrhea
Difficulty breathing
Difficulty speaking
Difficulty swallowing
Difficulty urinating
Difficulty walking
Difficulty bowel movement
Digestive issues
Dislocated bones
Dizziness
Double vision
Earaches
Ear infections

























Elbow pain
Fainting spells
Foot or ankle pain
Fractured bones
Frequent urination
Hand or wrist pain
Head injury
Hearing loss
Herniated disc
High blood pressure
High cholesterol
Hip or pelvis pain
HIV / AIDS
Hypothyroidism
Jaw pain or click (TMJ)
Kidney problems or
disease
Leg pain
Leg pain with walking
Liver disease
Losing time / blacking
out
Loss of consciousness
Loss of memory
Low back pain or
stiffness





























Lumbago or lumbago
Macular degeneration
Mid back pain or stiffness
Migraines
Muscle cramping
Muscle weakness
Nausea &/or vomiting
Neck pain or stiffness
Numbness or tingling
Osteoporosis
Painful breathing
Painful urination
Paralysis
PTSD
Rheumatoid arthritis
Ringing in ears
Shortness of breath
Shoulder pain
Stroke or CVA
Swelling in legs or feet
Swollen or painful joints
Tinnitus
Trouble sleeping
Upper back pain / stiffness
Urgency to urinate
Vertigo
Work or social stress

This information is important in the doctor obtaining a clinical picture to make an appropriate diagnosis & treatment plan. Please sign below authorizing that the information in
this form has been read and filled out completely & accurately to the best of your understanding. Also, understand that the information in this form is considered confidential and
for use by your doctor at Mountain View Pain Center LLC. Any disclosure is outlined in our privacy policies.
Patient's Signature (or guardian's signature ):_____________________________________________________________________Date:__________________________

Motor Vehicle Accident
Date of Accident:

Approximate time of the accident:
Auto Insurance:

Claim Number:

Adjuster Name:

Phone Number:

Your Vehicle
Year:

Make:

Model:

Where you the:

Driver
Rear Left Pass.

Front Middle Pass
Rear Middle Pass

Road Conditions:

Dry Pavement

Wet Pavement

Front Right Pass
Other:
Icey

Dirt

Rear Right Pass

Other:

Were you restrained by a seatbelt?

NO

YES

If yes, what kind?

Shoulder & Lap

Shoulder only

Lap only

Did your seat have a headrest?

NO

YES

If yes, what position?

Above my head

Below my head

Level with my head

Did you recall how far your headrest was from the back of your head?

NO

0-1 inches

1-3 inches

3 or more inches

The Other Vehicle(s)
Vehicle #1:

Year:

Make:

Model:

Vehicle #2:

Year:

Make:

Model:

Vehicle #3:

Year:

Make:

Model:

The Other Vehicle(s)
On the diagram below, please mark the point(s) of impact
How fast were you going at time of impact? __________ MPH
How fast was the other car going at time of impact __________MPH
How far did your car move after being struck? __________Feet
If your care was standing still at point of impact, where was your feet?
Pressed on brake
Resting on break
Off break

Which direction did the striking vehicle come from?
After the accident did you strike anything else?

NO

Was there any damage done to your vehicle?

NO

Was there any damage done to the other vehicle?

Did your airbags deploy?
Did the police arrive?

NO
NO

Head on

From Behind

YES If yes, describe:

YES If yes, describe:

NO

YES If yes, which airbags:
YES If yes, was a report made:

YES If yes, describe:

From right

From left

Other:______________________

The Accident (in your words)
Below please describe in your words how the accident occurred, use the diagram of an intersection if helpful:

Injuries
Were you aware of the collision as it occurred?

NO

YES If yes, then did you brace your arms and legs?

Did you lose consciousness at any point during or after the collision?

Were you ejected from the vehicle?

NO

YES

NO

YES

YES If yes, describe:

If yes, describe:

Did any part of your body strike the interior of your vehicle?

NO

Did you sustain any injuries occurring outside of your vehicle?

Did you have any pain as a result of the collision?

NO

YES

NO

NO

YES

YES

If yes, describe:

If yes, describe:

If yes, describe:

Did you suffer any of the following symptoms (mark all that apply)?:
Vertigo
Extreme drowsiness
Visual disturbances

Nausea

Light headedness

Severe headache

Confusion

Sensitivity to light

Muscle weakness

Vomiting

Blurry vision

Memory loss

Difficulty sleeping

Difficulty with speech

Crying for no reason

Feeling of depression

Ringing in ears

Numbness

Feelings of nervousness

Other:

Did you go to the hospital after the accident?
Did you travel by:

Ambulance

NO
Your car

YES

If yes, please answer the following:

Another car

How long after the accident did you arrive?
Did you receive treatment or any prescriptions/medications at the hospital?

Other than hospital, have you visited any other health care providers since the accident?

NO

YES If yes, explain:

NO

YES If yes, explain:

Medical History
Have you ever been involved in a motor vehicle accident before?
1) When and where did the accident(s) occur?

NO

YES If yes, Please answer the following question:

A)
B)

if more than 3 please ask for another sheet of paper

C)

2) Who did you see for care?

A)
B)

if more than 3 please ask for another sheet of paper

C)

3) What type of care did you receive?

A)
B)

if more than 3 please ask for another sheet of paper

C)
4) Did all of your symptoms resolve from the above mentioned accidents?

5) Did any remaining symptoms affect your daily activities in any way?

YES

NO

NO

If no, explain:

YES If yes, explain:

Impact on your life
Please mark the activities below that have been adversely affected, or are difficult to preform since your accident
Domestic activities:
Cleaning

Folding laundry

Moving Items

Standing

Vacuuming

Cooking

Getting in/out of bed

Lifting objects

Holding objects

Sitting Down

Combing hair

Applying makeup

Showering

Toilet care

Dressing

Nail care

Brushing teeth

Shaving

Bathing

Shampooing hair

Hugging

Kissing

Laughing

Sexual activity

Personal relationships

Carrying child

Changing diapers

Washing child

Entertaining child

Brest feeding

Packing lunch

Rocking child

Hugging child

Pushing stroller

Toweling child after bath

Personal care activates:

Relationship activities:

Child care activities:

Sports and athletic activities:
Please list all sports activities that have been affected:
Other activities that have been affected:
General movement activities:
Movements requiring the neck

Movements requiring the hip strength

Movements requiring the ankle

Movements requiring the back

Movements requiring the upper back

Movements requiring the lower back

Movements requiring the hand

Movements requiring the wrist

Movements requiring the knee

Movements requiring the elbow

Movements requiring the shoulder

Movements requiring the foot

Assignment, Lien, & Release
This agreement, entered into this date and between ____________________ called "PATIENT" and Mountain View Pain Center.
(Print your name here)

WHEREAS Patient desires to receive chiropractic services form MOUNTAIN VIEW PAIN CENTER and desire to assign certain rights and benefits to MOUNTAIN VIEW PAIN
CENTER as consideration for MOUNTAIN VIEW PAIN CENTER awaiting payment of such benefits.
Accordingly, it is hereby agreed:
A. Patient hereby authorizes MOUNTAIN VIEW PAIN CENTER to furnish a full report and records regarding case history, examination, diagnosis, treatment and prognosis, xrays, laboratory reports and the results of all tests of any type or character of patients such persons as MOUNTAIN VIEW PAIN CENTER deems appropriate.
B. Patient’s assigns to MOUNTAIN VIEW PAIN CENTER any and all benefits payable by Patient’s insurance or health care plan(s) as a result of charges incurred by Patients
for services rendered by MOUNTAIN VIEW PAIN CENTER. Patient also assigns to MOUNTAIN VIEW PAIN CENTER any and all contractual rights Patient has against
insurance company, health care benefit plan, or any other party possibly liable to Patient for payment of health care costs incurred by Patient as a result of services rendered by
MOUNTAIN VIEW PAIN CENTER.
C. Patient fully understands that Patient is directly and fully responsible to MOUNTAIN VIEW PAIN CENTER for all bills submitted for services rendered and that this
agreement is made solely for additional protection and consideration for awaiting payment. Patients further understands that such payment is not contingent on any settlement,
claim, judgment, or verdict which Patients may eventually recover. In the event of non-payment by any insurance company, health care benefit plan, or any other party possible
liable to Patient for payment of health care costs incurred by Patient as a result of services rendered by MOUNTAIN VIEW PAIN CENTER, Patient agrees to be responsible for
any such outstanding balance, including interest at a rate 9%, reasonable attorney’s fees and costs.
D. Patient fully understands that the lien and assignment given to MOUNTAIN VIEW PAIN CENTER herein is irrevocable.
E. By executing this agreement, Patient hereby instructs and directs any attorney-representing Patient to honor the above lien and assignments and make payment under the lien
and assignment directly to MOUNTAIN VIEW PAIN CENTER. Patient directs that attorney be bound by this lien and treat it, irrevocably, as an assignment due to
MOUNTAIN VIEW PAIN CENTER. MOUNTAIN VIEW PAIN CENTER is relying upon this lien, assignment and directive to any attorney, and as a result of such reliance,
MOUNTAIN VIEW PAIN CENTER is providing care and treatment for which this lien, assignment and directive provides security for payment. Moreover, Patient agrees that
MOUNTAIN VIEW PAIN CENTER is to be viewed as a third party beneficiary of this direction to Patient’s attorney and it is Patient’s intent to impose upon Patient’s attorney
an obligation to comply with the terms of this directive.
F. Patient hereby directs all insurers and other persons possibly responsible for Patient’s healthcare costs to make all payments for healthcare services rendered by MOUNTAIN
VIEW PAIN CENTER directly to MOUNTAIN VIEW PAIN CENTER.
G. Patient agrees that in the event Patient receives any check, draft, or other payment subject to this agreement, Patient agrees to act as fiduciary agent for MOUNTAIN VIEW
PAIN CENTER and will immediately deliver said check, draft, or payment to MOUNTAIN VIEW PAIN CENTER to be applied to Patient’s debt for services rendered.
H. MOUNTAIN VIEW PAIN CENTER agrees to submit a copy of this agreement with the initial claim form(s) which MOUNTAIN VIEW PAIN CENTER submits to third
party payer(s) as notice to the third party payer(s) of the assignment and other agreements contained herein. At the time each claim is submitted, a copy of the claim will be
stored for safekeeping in Patient’s file and may be picked up by the Patient, upon reasonable request and during normal business hours, or upon written request by Patient, be
mailed to designated address.
I. Patient hereby authorized MOUNTAIN VIEW PAIN CENTER to receive a complete copy of Patient’s insurance policy, including any endorsements, conditions, limitations
or exclusions.
J. A copy of these documents shall be as binding as the document bearing the original signatures.

Thank you for taking the time to fill out this MVA history questionnaire. This information is important in the doctor obtaining a clinical picture so as to make an appropriate
diagnosis & treatment plan. Please sign below authorizing that the information in this form has been read & filled out completely & accurately to the best of your understanding.
Also, understand that the information in this form is considered confidential & for use by your doctor at Mountain View Pain Center LLC. Any disclosure is outlined in our privacy
policies.
Patient's Signature (or guardian's signature ):_____________________________________________________________________Date:__________________________
Lawyer's Signature:_____________________________________________________________________________________________Date:__________________________
Signature of translator/person assisting with form:________________________________________________________________Date:__________________________

REFERENCES:
Valley State Bank V. Dean, 97 Colo. 151, 47 P. 2nd 924 (1935)
Fort Lupton State Bank v. Murata, 626 P.2d 757 (Colo. App. 1981)
Barcucas v. Bohemia Import Co., Inc., 518 P.2d 850 (Colo. App. 1974)
Thomas v. Oken, 699 P2d (Colo. App. 1984)

Mountain View Pain Center

Notice of Privacy Practices

Your Rights & Our Responsibilities
Effective: March 1st, 2018
This Notice of Privacy Practices describes how we may use and disclose your Protected Health Information (PHI) to carry out treatment,
payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your PHI. “Protected Health Information” is information about you, including demographic information that may identify
you and that relates to your past, present or future physical health condition and related health care services. Please review it carefully.

Your Rights

Ask us to limit the information we share

This section explains your rights and how we are required to acknowledge them.

•

Request a copy of your paper or electronic
medical record

•

•
•

Upon request, we will supply you with a Request to Inspect or
Copy Patient Information form. The form contains the name of
our privacy official and his/her contact information.
We will provide a copy or a summary of your health informa60 days
tion, usually within [30
days] of your request. We may charge a
reasonable fee for cost of labor, postage, and supplies associated
with your request (in compliance with state and federal laws regarding medical records request). We may not charge you a fee
if you require your medical information for a claim for benefits
under the Social Security Act or any other state or federal needsbased benefit program.

Receive a paper copy of this Notice of Privacy
Practices
•

Receive a list of those with whom we’ve shared
your information
•

•

You can ask for a paper copy of this notice at any time, even if you
have agreed to receive the notice electronically.

Request correction of your medical record
•
•

Upon request, we will supply you with the Request to Amend
Patient Record form.
We may deny your request for an amendment if it is not in writing
or does not include a reason to support the request; our response
60 days
will be in writing within [60
days].

Request confidential or alternative
communication
•
•

Request that we communicate with you about medical matters in
a certain way or at a certain location. For example, you can ask
that we only contact you at work or by e‐mail.
Request alternative communications; you must make your request in writing to our privacy office, a Request for Alternative
Communications form will be provided upon request.

List individuals who are involved in your care and as a result PHI
can be disclosed; a PHI Use and Disclosure Authorization form
will be provided, upon request.
Restrict payer access. If you pay for a service or health care item
out-of-pocket in full, you can ask us not to share that information
for the purpose of payment or our operations with your health
insurer. You must make your request in writing to our privacy office; a Request to Restrict Disclosure to Health Plan form will be
provided upon request.

You have the right to request an accounting of disclosures of your
health information made by us. We are not required to list certain
disclosures, including: disclosures made for treatment, payment,
and health care operations purposes (TPO).
You must submit your request in writing, a Request for Accounting of Disclosure of PHI form will be provided upon request. The
first accounting of disclosures (Response to Request for Disclosure form) you request within any 12-month period will be free.
For additional requests within the same period, we may charge
you for the reasonable costs of providing the accounting of disclosures.

Right to Receive Notice of a Breach
•

We are required to notify you by first class mail or by email (if you
have indicated a preference to receive information by e‐mail), of
any breaches of Unsecured Protected Health Information as soon
as possible, but in any event, no later than 60 days following the
discovery of the breach.

File a complaint if you believe your privacy
rights have been violated
•

If you believe your privacy rights have been violated, you may
file a complaint with our privacy officer; we will supply you with
a Complaint Form upon request (form contains the name of our
privacy official and his/her contact information).

•
•

•

All complaints must be submitted in writing and should be submitted within 180 days of when you knew or should have known
that the alleged violation occurred.
You can file a complaint with the U.S. Department of Health and
Human Services Office for Civil Rights by sending a letter to
200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/
hipaa/complaints/
We will not retaliate against you for filing a complaint.

Your Choices
This section addresses your choices regarding health information
we may share.
You have the choice to tell us to:
•
•

Share information with your family and friends about your
condition.
Disclose your health information when disaster relief organizations seek your health information to coordinate your care. Note:
If you are unable to communicate your preference, for example if
you are unconscious, we may go ahead and share your information if we believe it is in your best interest.

Public Health and Safety Issues
•
•

Compliance with the law
•
•
•
•

•

Marketing purposes. We are required by law to receive your written authorization before we use or disclose your health information for marketing purposes. However, we may use and disclose
health information to tell you about health‐related benefits or services that may be of interest to you.
Sale of your information. Under no circumstances will we sell
our patient lists or your health information to a third party without
your written authorization

Our Uses and Disclosures
This section lists ways in which we may use your information and
disclose it.
Healthcare Treatment
•
•
•
•
•
•

Department of Health and Human Services investigations for
complying with federal privacy laws.
Address workers’ compensation, law enforcement, and other
government requests.
Respond to lawsuits and legal actions such as a court order, subpoena, warrant, summons, or similar process if authorized under
state or federal law.
If you become deceased, we may disclose health information to
an executor or administrator of your estate to the extent that person is acting as your personal representative.

Our Responsibilities
•
•

We will never share your information in these
cases without permission:
•

Product recalls
Reporting suspected abuse, neglect or domestic violence in compliance with state and federal laws.

•
•

If you have a personal representative, such as a legal guardian,
we will treat that person as if that person is you with respect to
disclosures of your health information.
We are required to notify you by first class mail or by email (if you
have indicated a preference to receive information by e‐mail), of
any breaches of Unsecured Protected Health Information as soon
as possible, but in any event, no later than 60 days following the
discovery of the breach.
To provide you with notice, such as this Notice of Privacy Practices and abide by the terms of our most current Notice of Privacy
Practices;
Notify you if we are unable to agree to a requested restriction.

Changes to the Terms of this Notice
We reserve the right to change our practices and to make the new
provisions effective for all your health information that we maintain.
Should our information practices change; a revised Notice of Privacy
Practices will be available upon request. We will not use or disclose
your health information without your authorization, except as described in our most current Notice of Privacy Practices.

Plan your care and treatment, including preauthorization and precertification.
Communicate with other providers such as referring physicians.
Billing and coordination of payment for services with health plan
administrator.
Quality and outcome assessments for improvement of care
we render.
Contracted third‐party business associates for services, such as answering services, transcriptionists, record keeping, consultants, and
legal counsel.
Communicate to you via newsletters, mailings, or other means
regarding treatment options, health related information, disease
management programs, wellness programs, or other community
based initiatives or activities in which our practice is participating.
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