
Patient History 
Welcome to Haunaker Chiropractic 

Name; 

"","", 

C" 
ullpbonelPqer: 

"', 
DmofB~C' ______________ _ 

Today'. Dale" ____ _ 

""""-----
""'--- "'",.---
M~~ S M D ~ ________ _ 

"""""."" __ ~~~~~~w~ .. _~. ~~~~ EIIlpIoyft" name ond Iddr=: 

Closest Family Member. mooe: 
Closes! ramily AddrtSJ; 

Ins\ntlCe Y N 

Have)'Ou ever been 10 at>Od!cr doctor for tIli. problem? .00,' ______ ___ 
Hive you been trea1ed by • cIIi"'I'I'JCtor befun:? 

EmAi l: ____________ Can we email)'Ou spccialatlJ>O\lIlCemenlJ.nd Newsletters? Yes No 

LIST COMPLAJ NTS:, _____________________________ __ 

' Date when 'ymploms fom oppeared _-,-_______ __ _ 

Is !be condition? OJob Related OAuto Related OHome injwy o r.1l DOIber 

Did ~ begin; Gnd ... I?__ Sudden?_ Slowly Over timo7 __ 

How O~D do you upc. i",,,," !be lympIOms? 

~ 100% OF"'QIItnI 75% 

ORare 10% 

What III&kes 5ymp&oms _" ______________ _ 

What gives .. Hefor 1)'IDSIIOIDI7' _________ _ 

Tl1"'orPain ; 0_ 
O'fbrobbin& 

OOull 

ONumb 

OAchln, OBuming 

""""----------
Doe$thcpainnodiateizolOtloe~oranns? DYes ONe> 

[[yes, "to"", does it nodiale?' ___________ _ 

• 

Paizo Scale: please nwk 

<>---------5------___ 10 

No pain 



How has this .(feeled)'Ol.o" Life? 

II.~ you missod wort? ________ _ 

lias Ibo quali!)' of your wOO: been atrecttd? ___________ _ 

qrdeOM 
YES NO 

YES NO 

liOw?~:;~~~;;:;_===================================~~~~---c.a you worl wllb !be pm? YES NO 

Are you .ble to do houselIoId eflon,s? ::;;;; =========== YES NO Has Ihis poblcm intcrfmd l'I'i1h)'IM social lire? YES NO 

J lu it iDlerf~ wilb spending time with f..rulyand friend.? __ YES NO 

liaJ it inrt:riemd with )'CVltQeaOtaa/...ovities (&ertise. Ilobbies, 00/( Temio, etc ••. ) YES NO 

l!.ail it .flbcIod your liIe in lQy OIhetWlr?;;;;:::::::::::::::::' __ J 

:========:===::~= 
PLEASE LI ST Au.. PREVIOUS ACCIDENTS ANO FAUS: 

::.~=-=-===~:: =-=-=== 
PLEASE UST ANY MEDICA noNS AI'ID'OR VITAMINS YOU TAKE ON A REGUlAR BASIS: 

::::======:====:::=== 
DISADIUTY; 

Do)'O\l have '~disabllilyl'ltiQ&'l ___ au. rcceived _____ RatiQa:~_ 

O!ECK ANY OF nw fDLLOWfNG YOU II ... VB OR 1M VB 1lAD: 
0HlV_ .,.. ..... -(Mil Idis w.., ..... "- --OAokO · ... m_ 

01 ' ", I S"'- ..... """, oc- [JH~ ,-
-~ 0.-- "'- ""-

-our ... _ .... ---



"', icAt N.m~: _____________ _ [)ate: _________ _ 

Pleue ..:antely man: the ftM 

when: you ,,"ve symptOms 

, 
CONSENT TO TREATMENT: 



X·RA, Y COMFlRMAnON 

This is 10 conflml 11111 r ... ~ been advised by Ibis offICe chat X-<:I}$ CIIII be t.u.dow !(> an tmb:>m cbild. At this 

time, to \he besI of lilY knowled:gt, r 1m no! ~ r consent to radiographic pi::::wres if necessary. 

0,,, 

J IIDdenIand die WOI'mItion con"ined within dLis form cd tuarantoe Ibis form was «Impkicd <UTcctly and to the 
best of my knowlod&e. 

O UItOI'I!ACJlC L'\FORM~D <XlNSENTro n::f..lT 

I hereby rcqllCll and c:oruem to !be perl"0fmaI>ce of chiropractic adjusunenls and other cbil'llf'OlClic proc~W"e3. 
""Iuding _ious model ofphyJiaol ~y and diagnostic x-n.y<, "" lIle (or CHI the palient named below, fQl" whom 

lam rcpu)' responsIble) by Iho cIoc:tan of ehiToprxtjc.ll !his fNOility. 

I ondemand &lid am informed that, .os in the prxtioc of medicir>e, in !be (lfaCtia: of d\in:Ipnclic there "" aome rUks 

10 Irt\Jtmm!, illc:ILlding buI ftQt limilcd 10, hctw.::s. disc ~ strotes, dislocalioos and apraias. I do .nO( cxpc<>I 

tile docIot to be Iblo 10 aoUcipate and uplaill all tUb -'Dd complications, and [ wisIIlQ ~Jy '"' the docIor to u«eUe 

jud&JDenf dllliDa the COIn/: oI"lbe ~ MUcIo!be doctor feels It the time, based upoa tho r.a.1ben kDo ..... is 
ia my besI incerests. 1II!IdcnIaDd!hal resWta .. DOlI tuara<>t«>d. 

I have 1\*1, or have had rae! 10 me, !he about CCDSent. I have also had ... oppartI.Klity 10 "* QI_ions.t.oul io 

_1cDl, aoxI by ~ bdow I -cree 10 the ~»n>C(:dUl'C:$. I immd IhiI COIISCnI. form 10 """"lr !be eutin: 

W<nC oftrealaxal for lIlY praeaI eondiIion and for.IIIY fiIIure oorwI;,ior(s) for..tlich I sed: -.-. 



llUIderswId and ~ thar beald, and ~idenl insurance JIOli~ are aD ~ between 1/1 insurance Clrrier 

and ID)VI( F'urtbenncn, IIIIIIIerslaDd IIl4IIhc Doctors Office wiU prqme any """""""'11epD11S and forms 10 aJ5is! 

IDe in lIllkil!& wllcaioll from 1I1e ins\l!'lDOO company and 1Iw 1liiy amount ~ 10 be pa;d directly 10 the 

Doagr'I OffICe will be aediLed to my 1CCO\In! on receipt. 110_. I clr:arly UIIdorsIaod and ogrce thai all .~n ...... 
,towed me are charp:I dlmtJy 10 me and that I .ltD pcqon;tlIy respoosjbk: for ""ymenr. f abo IDientand Iha! if f 

III$pCDd or lto"IIIinate Qre IID.y f_1or pro~ scnioes l'ftIden:d me will be immediazcly due IIId ""yable. 

I baWy a..tboriz.e the Docuzr 10 !rCII my 0CIIIditi0tz as be de=s Ippropriau: Ihrough ...., of ..... ipulujon ~ 
roy spWe. 11 is anderstood and """"" \be AIlIoDWI! paid 10 the Doaor for X-ays is for eumUwlon only, and tile X. 

ray DCpIivo will ",ma in \he propet1y of this offICe, bc~ 011 file wbete Ihey may be ...... a, any lime while I patiern 

oflhil office. The paliecl! also qrees that bclsbe is .""""""ible for aU bills iII<:uorcd at this offICe. The Doctor will 

DO! be held re$pORSibJe for Iny pre..existing medically di.o.tnoscd condition$, !>Or for any zm,jiCiI dia&;nosis, 

p.tiem Signature 

Guao:IiaD or .spouse·s 

SialWure AuthoriziDa Can: '-----

"'"----

"'",----



HATMAKER 
CI-ilROPRAcnC 

102 16 1- 51.., Ste. 200, GatytslOa, TX 77551 
P: (409)7~ F: (409)74(k)89.( 

PAnEHT CONSENT FORM 

~ the Use & C/isQ)sue 01 Protaded HeaIh tOOrmaOOn 

for Ihe purposes oI lhls Consent Form, 'OIfm'shaII referb; Hatmaker Chiropractic 
I urJd&rstand lhat 5Otl'I!I 01 my health k1fonnation may be used andfor disdosOO by !he 0tIi00 b C&'Ty out lreatmen~ 
payment or healal care opeI1Itions, and lila! lor 8 IOOIlI <Xl/tllIete 6esaiplion of sud! uses and disdosuleS I should refer 
b !he OtIioo's privacy notioe entillod, 'OJr Privacy Prac!ices.' r understand that I may IlIview IfVs prtvacy notioe at any 
IintI pOOr '~ntng this form. 

I understand tflat over limo 1flo OIf.ooe's privacy pmcWes 1m)' need 10 cflange)1 aco::onIance with law and that if.! IIish to 
obtain 8 copy of tho notioa as ralised, I can can the 0Ii::e b requesl slICh 00py. 

I understand lhat I may roques!l1IStIIctions on how my irlforma!Xln is usOO ordiscbsed' 10 carry ouIlrNtment, payment 
Of health care operations, &rid !hall can also rewks ttMs Consent n, butonly b theeldent that !he 0IIi0a has r.ot taken 
action tI relianc:e IheI60n end also PI'OVId&d that r do 10 .. WIii1g. 

I undersland Ihat lox my proIectio,l, eny It'Quests 10 amood my heiM ilIormation Of 10 aa:ess my IIDfIQll reoon!s roost 
be IIIIIde In writWlg. 

~"om~~ ______________________________ __ 
Sgoature:-----------__________________ 

Dale
:_.

LJ
_ 



PARTIAL ASSIGI :NT OF THE CAUSES OF ACTION, ASSI IIENT OF PROCEEDS 

CONTRACTUAL liEN & AUTHORIZATION 

r~ or '.o.s~ I U!t>' - ReYi$ed O>I~J 

1'1<''''' s. . The .... .oose 01 hs ~ is I:l "l"O\'e fIe;>btity 01 the Offio:t' 10 coiled my Chi¥ges (imctI)' rom .aiM f'aj'e<s. ~,I "'J'OO 
10 W>e foIowing and dffl:!" PIl'«' a\ fo5ows 

OeI"nlions. 

P,rtiol .... oIjl 0lII0<I1 of 1ho c...... of Actio/\, ..... lgn...,,1 of I'n:<:ftd .. and Con!tactu>! Uen. 1 heretIf...;go 10 1IIe (lIic:e. iIsoI ... '" ~ b\t 
... II1II ...., 10 ... e<IetIl Ii Irrf~, ill d my r9>U. ~ . ...s beneitl.1d>Ii>;l1O....., p.,.... ~ _ 1Irit my riglll lO reoeive 
Pn::<:eodo from In! Payer """ '" i'I'" u.n,...s....., rr:l ill cat .... d 0CIi0n tIiI llf9II haw ogai'IslMly Poyer """'" in hi iJUe,'" rijlllO 
prowo:Ue """ cousos Ii .aio:n eillwl1lrrf 0'0fIIe '" in fit Ofi::e' • ....,., rrd Ihe fi:1!Il:l ..ale '" ~ resd .. """ couses d a:::tion "' ... orr"", 
..... 1l1..."..!P'I • .,....1Jd:u;;lien IOlheor"", MIl respe<:l1:l1rrf~ I bllwhton!." .... ~ I:l aeole l seano'_ <ndef 
Ihe _ ,+ '" LIr*wm CorrmI!rtilII C«Ie and '*fbr <h:t Ihe or"", I:l file "'1ofn:(.)!'aIIIIIy lied "'" Ihe ...:rotary d "* or ""'" Il'fld'''. ~ ... 
agero;y .. crdef I:l p!>'Iect oWl lion Cor!WenI..." 1tIese~, I ~ dRcI "'I ...r ill PayeR, I> po)'!he Pro<;eeds ciredIy I>. ~ 10, 
.....:I ~ in ... .,..,.,. d. lheOl!iolI> ... exI ... d orr et.aove< 

SpodIk Oi<tction to M y AIIotnoJ I~ $uch .. InAccldent CHa. in ... MnlI1101I .... 0n0'''mcre-.....,.I>IS*''''' .. ~tn/ 
1'rtceeds.1 hnbrchct(.....:IhOfi::ehnbrlOQllO$!S) edllII\I:meyl>~~ ",,*,"1>"'Ctb~ "'Il'ro::eod$ftClOM(I by 
fit 1Ua'IIOf. 10 ~ pay ... 01<;0 n.u Q,l 0I....::h 1'rtaetIo, and 10 pr<Mde I U ~ d....::h Proceeds I>h 0I!i:le. I IO'flO" IIaI t!lt 
pJpCI!le Ii In)' Proceeds ~ b\t IIIe IUomey is I> pay..., Ch¥ge$. 

oth ... CIisdo5UfC Aulhorlulioa. I '-!>T <WeI II P>yIn 10 rdease 10 ... 0Ib wrt peIIiII'nt ri>:TnW'I oegri>;t In! ~ 1 may have 
irddng~IIrit"'om:tI'Ildh~ ... .........npai:l""'IIr,nllhe.........ndln)'~Wims.I"""".....:I_I'IeOfi::eI:l 
_.., . ... ,ooIioo,oeg3ldin;t"'l' ......... "'per1i'wtlOmycaso(.1id.dlngwilMotllrit ICI:J'I'dmy Ct\argoo.....:l . ~d'" ~ 10 
II PIy!n .. crdef 10 IdlICe Q')Io(:b d my ClIoo:JIos. 

Ali.colt ......... ProvIsion .. Except IS p!Mded h lis ~ ..., ~ IhaII nd be 1MdI'ied '" mdwd \fIib:J.I1he e<j> : 51 ~ wo1UeI1 
_d ... OIIice_ItwnIlroe.dle,we. ... OIfi::e·.~ ... ~d."ptNoosI)'~~.t:.otodtl:l ... _~It<mscu6ct 
..., ... """"'or..., .... ~ lqool'lal:u:hnlM1:'f~oI .... ~ls~necessay""fleptU!cbor ... o\ght$and 
n..rests or!he 0Ifi::e and ~. ~. WUd In)' pro'I'isioo 01 tis AssIgrvnenI be ftu>d 10 be maid. legal or ~ CJ( "" ..., reason 
cease I:l be ~0II1fr'! paI)'~. II octa pD:m rr:l pcMsb:<Jorta Assq:. ned$flal, ~ IOOI!i1 in U Icroe IIld et1ed. TNs 
~W11 begoverned""""flel3ws dfle __ fleO!i::elsloclil.ed. ;n!ls~in hoCW'lty1Olmfle C&:eis I;x::iU1 hwrt 
adion bas<:!d opOn fisAssipnort.l M«eb,.-ansoot I:l peR<IRaI ~lnd.-ed anyo:>.rlin said<:arty If'ldw.ell ~O$ b....:l on 
~ ~ YeIM!, «fau:n 1IIIIKOII~ .... W1 \erm is 6eIiroOO brlw. /U\ber "";I'I!.,,-sta!tte oIlirrilati::mwtidlmay 2j)\:fy i1 any 
don bas<:!d opOn lNsAssQ" .. iI. 

II\aIfe read. ~. and II)'ee IQ ho terms 01 tis ~ 

~N~~ ______________________________________________________ __ 

.... _ ------------- - -
Nime d CusIo<:bI Pirent 01 Legal Go..Iri3n.on BehaI or!'le Patmt (pIelse fMO; __________________________ _ 

~3id.an Signature; ____________________________________ _ 



A u tomouile Accident Questionnaire 
Pl .... aII lwtr.1I q UII IIDn. comple te ly 

Door Patient We need this inlormation I'«:f! '00 W9 care enougoh 10 Wiln! 10 know, and )'OJ' answers wil! help us determine W 
chiropraclic care can h&lp )'OJ.II we do no! s.i<IooreiV beIi(!ye )'00.1' condition ~ respond sallsfac1orfy, we win no! 8CC(!pI)(IUI" 

case." order lot U$ to unde<sland .,o.r condition P'tJPIIO'IY, please be as neal and &ClCIn\e as p""sHe while oompleling this 
form. Thank you 

UI"'" 0.11 01 _ 
"' ______________ ~' ___ S .. lu. ____ 9kl~ _ _ ___________ _ 

... dd,..' _________ __ Ci'~· _______ ___ .S"II _____ "" ___ _ 

"""'.- ,w;;'";;;;;~;;;;;;~;;;;; - -,.,., 10 ..... 011.,.1 _______________ _ 

c-. d'Iti "*"""" ""'" ............. 1IIhd) 
SodaI _..... eo...p.r.y ::... 
Soc. I -------~- c--------~~---~---Spou.... Spo<no;;- SpI....;:. 
FI,... No... Soc. s.:. ' I'Inpl~r _________ l.OCObon _______ _ 

Please explain In detaH how your aceldent happened 

In$urance Co. Policy No. Claim No. 
D ri V<!r of 01110. vv/llcle (i f . ~y) 

Insurance 
Name ::;::;;;::~;:::;;;;:;:::;:;;::::;:;::=C;;;:c::;;::: company ______ Policy No. -------
Driver 01 Yehicle In which you were Injured (if applieable) 

In'urance 
Name Comp.lny \ PolIcy No. 

Name of)'Olll' tmto .... ce edjustor 
HaW you _rnlaJnIId an attomey7 0 Yel 0 No 

" SO, his nall)O,.nd Iddre$.S~~;~:~::~:.~~s;,~~========~:~~:E~ You_Ulhe.Oi~ a North 0 e.i! 0 South 0 Welton (.SI(eeIOrhlg~wIY) 
Other.~k;~"'" headed 0 Nortll D Salt ~SOuth 0 West d{l (stroot or hlg(;waYJ 
Wen ~ptIlIod? 0 Yes [] No 

W(IJ& YOlI ~nQPt;1Id unGoosciOU$? Q V. ' 0 No 11 '-0, {!If lIolf lon~?'~·-------------­
You were ~t~J\lrom 0 Behind ~ Fron! D lett ildo d Right sIde 
YOll were 0 u1ve1" 0 PasSCf!gor 0 FrOnt seal d Back &cal 0 Using acat bolt$ [] OIlier protoctlvo device . 

What ~re~, (lmo ,nd date of prolont tli!u·~ t 

Whftl1! .lI)~XOl.\ 'I/O! pain Immediately altGr Iii.!' aecldoj'Jl? 
Where were you taken after the acddoot1 ~ 

Whattreallllent was given? 
Was any otll!)r d~~ COI'ISulted tllter your tlcciden\? 0 Yos 0 No 
If 60, what waS the doctor', name? 
What was the dIagnosis? 

WIlat treatment was given? 

c a D,C.. !iI 'M;O.. [] OJ)., GI 0.0.5. 

How often did you '" the doctor1 

How long dtd you teo the ~0Q!0r? 
Hivi you eve r Ilad M y complaints In tile Involved area before? [J Ye; 0 No 
If so, what waro Ille complalnta? / 
eeforll-tlle~nlury'WO(o yoo Cflpable 01 wor1<.lng on a.n oqu.1 bMls with othe rt your age1 0 Yes 0 No 
f!.,re yo.ur w'!rk actJvltles rostricted as I result of thIs a'ocldllnt? C Ye l 0 No 
Since Ihi$ Injury ere your symptoms 0 ImproVing? 0 Oetting worse? 0 Same? 



HEAI.TH QUl!liTIONNAIRI!: _H .... 0:0 •• '0< .aon 0< ' ... q_Uo" _ ........ _Ione. b._Of'", lO~"IIe_ ' ___ N<t. 2-"..._,y .... d. 3-p .... "tylto ... 

MUSCULO-SICELETAL GfNITO·UAtNARY GASTRO_tNTEsnNAL CAROIO-VASCOLAR. SYSTEM SYSTEM SYSTf:M RESPIRATORY 

__ LOw D.ck probleml _ SIIdd .. r liouDle __ Pool appel;!" _ C/>eSI pain 
__ 1'1.., bel ..... &houillers _ e.~ u"nalion _ &c..ss;-.e hUngei __ l'I,n ove. heart 
__ Ned p.obIeml _ Sclnly u.llllilon _ OII/ieult che¥oing __ OItlieull breallling 
__ ""'" problem, _Pa'nful urinallon __ Difficull s ..... ,1oIring _PelsiSlenl coog'l 
__ Leg problems _ 0i1(:Olo(ed urine __ Ext:essive thirsl _ Coughing phl-Um 
__ Swollen Iolnu 

--~"~ __ Coughing blood 
__ I'Ilnlul joinls FEMALE 

__ Roplc! he.I1DNI _ Vomi.ing food 
_ _ Sliff jolnll _ Vlgl"" di$Cha~ __ Vomibng blood __ Blood pre~re P.obIlml 
_ .so... mU$C181 _ Vlgl",1 bleeding _ _ Abdominal ~n __ ..... rt prOblem, 
__ Weok muscles _ V'gl"" palll _ _ 0i.n1>e. __ Lung problems 
__ Wilkin\! probleml _ Bronl pain _ _ Constipation _ V.IIoo,e Vellli 
__ Rup.u .... _ Lumpi on breast __ Black siool 
_ _ Ilroken bo .... An you Pfe\lnanl? _ Bloody 5!001 EVE, EAR, NOSE,AND THROAT 

_ Yo, _ No _ _ Hemorrhoids __ Eye ",.In 

_uVOft.oubl" _ Eyu Inll.mmallon 

_ G.II bla<1der prOot>em. _ Vi,lon problem. 
Pica ... ma.k your .re .. 01 pain on t~. 1111"rOll I>Olow. , 

__ Ear pain _ We igM troubl e 

r r 
__ Eor noI .... 

!' NER VO US lfYSTEM 
__ EI. dlschlfll" 'i' 

~ 
; 

_Num~s' ~HUring toll 
,-" ,-"JI _.Los.s orf .. eUng ____ Nose pain 

r.-- _ """,lysis _ N_ bleodlog 

! \ /I ---...... Oialness ..-.--f"dto dlsc/l"",e 
, .......0- Fa!nli"g _OOI"ClIl1 btwGtltig Ihru .--

I tlj 6\ _ lieadacr.es _&,t."",,", / ... ....!.:! ~~~1lII 
=~=h)M' -" ,., 

, ..,.....,. ~ci<?riS 
_f'wv~.0.01~ ---.::... Sont thr~1 

. . r-c;.;r~ _ HcNrkI)o$S 
. ~ peod! _ OofJ(CSSIon _ _ Dlnl I. 

G- , , 

, 
. 

~liIlnl"$ Si , nalul'"'' -

" 

.• " 
, , '" " ,,' a fO ofq " 



HATMAKER 
CHLROPRACfIC 

PRIVACY NOTICE 

TillS NOTICE DESCR.IBES HOW MEDICAL INfORMATION ABOUT YOU MY BE 
OS£O AND DISCLOSED AND HOW roo CAN GET ACCESS TO THIS 
INfORHATIOU. PLEASE REVIEW IT CAR£fVUY. 

Effective Oot .. : 04/04/2003 

(must be on or after the date of nrst printing Or publication) 

Tre .. t.. .. nt llIe .. "" tile prov;ls;lon, coordinJrC1on, or "'n<lgement 
C .. re .. nd related service!I by one or .. ore health Cdr" 

providers_ inCluding tile coordinatian Or """"g".",,,t of h .... lth c .. re by .. 
health care provider ",ith .. third pdrty, conslIlt .. t1on bet ...... n h .... lth 
cdr .. provider" cel"tl11q to .. p.otienC; Or the referral of .. patient for 
health care fra- one health care provider: to "nother . 

Pa.,..,..ent. The act1v.tties undertaken by us to obtain Or provide 
... imbues"m"n! for: the provision of h .... lth care. Such .. ctiviti .. ~ 
include wi thout limit detenninationa of eligibility o~ coverag .. 
(including coordination of beneUts or the det .. rmination of cost 
sharing all>Ounts) i adjudiCAtion or subro<}ation ot health benefit cla1llls; 
billing, cJ.au.., and practice .... nage .. ent, collection activiti .. s, 
obtaininq p!Oyooent under a cont r act for r .. insurance (including stop-lOSS 
insuranc .. and e~ceS5 of loss insurance), and r .. lated health care data 
proceuing, analysi .. and a'J9ceqation; provider a=reditation: rev! .... of 
health care s .. nices with r .... pect to mediCAL necessity, co .... rage under 
a health pLan, appropriateness of care, or justification of chacges ; 
and contactinq your eIIlPloyer, or you through your employer, for reasonS 
con .. istent with thi .. paragraph including without liJllit: to obtain 
current group benefits and effective datea. For t h .. purposes of this 
Privacy Notic .. , activiti .... undertaken to properiy obtain Or provide 
reimburse .. ent ""'y include without lbdt dis closures to accountant s , 
attorneys, management consultants, financial consultants. organizations 
providing data aggregation and other like services, p r ofe .. sional 
...... oci .. tions, and oth .. r s:lJo.ilar entitie .. , inciuding t heir .. gents and 
subcontractors. where confidentiality is e>:pressly agreed to or 
normally inferred. Such activities shall .. Iso include disclosures to 
state and federal agencies, official .. , and employee .. for the purposes 
of enforcement of, and oversight over, payer responsibilities and 
oblig .. tions . 

4S ern s lM . SOl and .520(b)(1)(iii) 
for which our practice ..... y use or 

disclos.. For e"ample. our practice may use or 
disclose protected infoanation for the purpose" of (1) conducting 
training programs in ... hich .. tudents, tr .. inee .. , or pr .. ctitioners in 
ar .. as of health care .learn und= <supervision to practice or ilOProve 
their 8 k111s .... health c .. re providers. (2) provldin9 appointment 
retoind"rs to patients. (3) providing treatment alternatives o~ other 
health-related ben .. Ut8 and .. ervice5 that ..... y be ot lnter .. st to 
patient8. and (() oontactinq patient .. to rai .. e tUnd8 . 



'n ~ddition t o tl>ose oper~tions listed ~tx>ve, our office .... y send yOll 
welcome cards as ",,11 ~s birt hday c .. rds t o your ~t t .. ntion by <Mil which 
may include the ~ctu~l dHe of your birthdaY . fUr t hermore, for those 
patients who indic~te who referred to our clini c , our oftice may 
send "Thank YouN cards to the Our office also 

disbuues newsletters, sun'eys a rid 
to our cUrrent and 

fax or or l eave messaqe ... on 
...... y request specific written 

information throuqh such 
with a fax nUlaber, e.mail address , 
':·~ •• ;'.; con5entin9 to disclosures 

>"'" 
"""b." 

>"'" 
~qree 

includes voice 

protect'""'-

or to di ",close~'~~~~ 
Such circwnst~ncM 

a) Use ... a nd discio ... ure ... required hy la~ . 

b) Uses and disclosures for public health activi ties . 

c) Disclosures about victims of abu ... e , neqlect or domestic violence. 

d) Uses .. nd disclosures (or he .. Lth oversiqht a ctivities. 

el Disclosures tor judicial s nd admini strative proceedings. 

fl Disclosures for law enforcement purposes . 

gl Uses .. nd disclosures about decedent s . 

hi Dses .. nd di sclosures for ""o"vedc organ, eye or tissue donation pucposes . 

i l u ... e ... and disclosurea for research purpose ... . 

jl U ... es a nd disclosures to avert a serious threat to he .. lth or safety . 

kl Use and disclo~ure~ for ~peciall~ed government functions. 

1) Disclo~ure~ for workers ' compensation . 

What HapP!!'a :If Other La" h Mora Re"b:iotive rhan f'o<i<>ral La .. ? 

I n the event othe r law become~ more restrictive than .ederal Law with r e spect to 
uses and dhclosures ot your protected intonoation, our practice will include 
descript ions o f the DOre stringent requirements in thi ... priv .. cy not i ce. 

All Other Ua " s I Iliacloauraa Roquira Your Written .-.....t.horhati.on 

All other u ... es and disclos ure ... be ... ide ... those liat'""'- herein and tbO-"e .. hich require 
an opportunity to aqree or object lsee 45 CFR 164.512) will only be made with your 
written .. uthorization. Once such authorization is qranted, you make revoke it a t 
any time as provided by and subject to 45 CFR 164 . 508(bll5) . 

Your Rights and 110" to £><e...,is" i'hose Rights 

!)ndu EMeral Law, yo" hltve the following rights . To exercise your rights , you 
will need to send a written request to the attention of the Privacy Of ficer of our 
clinic. 

You have the riqht to request restrict ions on certain 
protected health Inform~tion as provided by s 
undar rederal La .. , our clinic is not 

hava t he 

use ... and disclosures of 
Please note ho_vee that 



provided bv and subject to 45 crn s 164 . 526 .You h~ve t ile .. ight to .. eeeive an 
accounting of dheloeurea o f p"otected health inlorm.tion ~s provided by end 
sub,ect to 4~ eFR s 164.528.You lIav" the right to obtain ~ copy of tllis priv"cV 
notice. 

Outi .. o~ Ou .. CHnic. 

Our clinic i!ll required by hw to fU.intain t he privacy of your protected inforlllltion 
and to provide you wltll notice of OUr 1"9a1 duties and privacy practices coneernin9 
your protected infonaation, Out clinic i", required to abide by the terms of thl'" 
privacy notice cur r ently in eftect. Our clinic re",eeves the right to Change the 
te..s of Our notice and. to "'''e new notice provisions effective for aU pro~ected 
Iniorlllltion that OUt Clinic .. tntalna, The .-e vised notice will be ~de "vailable 
a t tile front desk of our Clinic fo.- your inspection or copying_ 
c.;..pla i nu 

Our ciintc wele .... s any .uggesttons for amending our p .. ivacy practice., I! you 
beHe"e th.t your prill·acy ri9hts have been violate(!. you aay tUe • complaint .. ith 
the Privacy Officer of Our clinic and to the Secret. r y of Healtll and Hu .... n 
Service". ~o tile a complaint .. i t h our Clini c's P .. ivacy Officer, .imply request 
and COIIIPlete a copy of our priv.cy c"'"Platnt fora ~nd subGtit it to our Privacy 
ottic.u, . No individual ... y be .... talhted ,"go'inst t or fUin\l such. C<>q)laint . 
~no .. l!dg ... nt of Raoe ipt 

I/e fo r a raqui r ecl by hw to .... intdn the priv~cy of ~nd to prOvide individuah with 
thl. notice of our l agal duties and pr i vacy pr~ct ices with respect to p rotected 
he l l th infor~ation a. ~ndated by the t ederal Hea l th Insurance Accountability .nd 
Po r tability Act and the Taxas M .. dical Privacy Ac t . If you have any objection to 
this form, ple',e speak with our c<>=pliance o f ficer in person or by phone at Our 
~In phon, number j(09)740-~800 . 

Si \lnatur. below if only .cknowledg ...... nt that you received this Notice ot Our 
Pri~acy Practices: 

Print Naa.:, ________________________ ____ 
S~we, ...... ________________________ D~' ________ __ 



AUTHORIZATION, ASSIGNMENT & RELEASE FORM 

AUTHORIZATION AND ASSIGNMENT 

In consideration of your lXIdettaking 10 care for me, I agree to the following: 

1. You are authorized to release any information you deem appropriate concerning my physical ooodition to any Insurance 
company. attorney or adjuster in ord&r \0 process any claim 10( reimbursement 01 charges ~. 

2. I authorize !he direct payment to you of any so..m I rv:)W Of hereafter oYffl you, by my attorney. out of the proooeds of any 
settlement of my case, and/or by any Insurance ro:npany obigaled to make payment 10 me or you based in whole or In part 
l.pO!l the charges made for your services. 

3. In !he event any insuranoo company obligated by CQIltractual agreement to make paymen110 me or to you for the charges 
made lor your services refuses to make such payment ~ demand by YOU. I hereby assign and transfer to you the cause 
of action thai exists in my favor against any such company (the name(s) 01 whictI is believed to be correctty set forth uncle< 
pertinent data) and authoriza you to prosecute said action in my name as you see fiI and further authorize you 10 
00IT"4)I'0ITliS, settle or otherwise resolve said claim as you see lit Howe\Ier, ~ is understood that o.rrtiI a raasooabIe etfor1 
has been made to collect !he sums due from the Insurance company or ~ies contractually obligated, you wiI refrain 
rrom collecting !he amounts owed, direcl!y from me. I unde!'stalld that whatever amoo.rns you do no! ooI9ct from 
Inslirance companies proceeds, whether it be all or partol what is due, I personally 0Wfl and agree \0 pay to you. 

4. In addition to the above,l hereby W8Milhe BlaMe of limitalions on collection and/or reawery In this State of _ ___ . 

5. I fuflhe( agree that this Authorizalioo and Ass91menl is irrevocable and oogong until aU monies owed are paid in full. 

6. This Authorization for Assignmoot will be in continual effect until revoked by both parties. 

PatienVinsured SigM lUre 

RECORDS RELEASE 

TO.--:-,--c:--c--,---C. I hereby euthorize you to release to --C---:---:--,---:---:-,-:-MY information 
incIudiog 1he d~gnosis and roc.o«:ls of trea1men1 or examination rendered to me for aI care during 1he period /rom _ _ _ _ 
w _ _ _ 

Date Pa1ienVInsule(! Signature 

Staff SignatUl8 

RELEASE FROM CARE 

' .• ;';;';:;;d====="":ereb)' l.Wlderstand that Of. c,----C------, is releasing me lrom care, lor my 
~nt dated , and that I have reached 0 a pre-aceident status or 0 maxim.Jm medical improvement. I 
furthef unde!sland that all expenses incurred from this at(:idenl are my responsibility or the insurance ~ny"s and that all 

expenses incurred eflellfle dale bekw< win be my personal responsibility. I wiI make financial arrangements lor payment 

directly. 

Patient Signature Date Staff Signature 


