POMEROY CHIROPRACTIC ~ DR. SHAWN POMEROY HIPAA

PATIENT CONSENT FORM

The Department of Health and Human Services has established a “Privacy Rule” to help
ensure that personal health information is protected for privacy. The Privacy Rule was also
created in order to provide a standard for certain health care providers to obtain their patients’
consent for uses and disclosures of health information about the patient to carry out treatment,
payment or health care operations.

As our patient, we want you to know that we respect the privacy of your personal medical
records and will strive to secure and protect that privacy. When it is appropriate and necessary,
we provide the minimum necessary information to only those we feel are in need of your health
care information and information about treatment, payment or health care operations. These
entities are most often not required to obtain patient consent.

We also want you to know that we support your full access to your personal medical
records. We may have indirect treatment relationships with you (such as laboratories that only
interact with physicians and not patients), and may have to disclose personal health information
for purposed of treatment, payment, or health care operations. These entities are most often
not required to obtain patient consent.

You may refuse to consent to the use or disclosure of your personal health information,
but this must be in writing. Under this law, we have the right to refuse to treat you should you
choose to refuse to disclose your Personal Health Information (PHI). If you choose to give
consent in this document, at some future time you may request to refuse all or part of your PHI.
You may not revoke actions that have already been taken which relied on this or a previously
signed consent.

If you have any objections to this form, please ask to speak with our HIPAA Compliance
Officer. You have the right to review our privacy notice, to request restrictions and revoke
consent in writing after you have reviewed our privacy notice.

o MY SIGNATURE (on back) INDICATES | HAVE RECEIVED THE HIPAA NOTICE OF PRIVACY PRACTICES

PATIENT AUTHORIZATION:

CONTACT REGARDING CHIROPRACTIC CARE, RELATED HEALTH SERVICES AND/OR

RELATED HEALTH PRODUCTS
It is our desire for our staff to use your name, address and/or telephone number for the purpose
of contacting you to advise you about health related meetings, workshops, and products. The
use of this information is intended to make your experience with our office more efficient,
productive and to further enhance your access to quality health care. If you choose not to
authorize this information your decision will have no adverse effect on your care from Pomeroy
Chiropractic or on your relationship with staff.

o MY SIGNATURE (on back) INDICATES MY AUTHORIZATION OF THIS ACTIVITY
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FOR APPOINTMENT REMINDERS AND SCHEDULING RELATED MATTERS
It is our desire for our staff to use your name, address and/or telephone number for the purpose
of contacting you to remind you about scheduled appointments, re-evaluations or other
appointment related issues. The use of this information is intended to make your experience
with our office more efficient and productive. If you choose not to authorize this information your
decision will have no adverse effect on your care from Pomeroy Chiropractic or on your
relationship with our staff.

o MY SIGNATURE (below) INDICATES MY AUTHORIZATION OF THIS ACTIVITY

CHIROPRACTIC CARE BEING PROVIDED IN AN “OPEN-DOOR” ADJUSTING AND
“OPEN” THERAPY ENVIRONMENT

It is the desire of this office to provide chiropractic care in an “open” therapy and “open-door”
adjusting environment. As “open-door” and “open” therapy approach involves the doctor and/or
staff member moving from one patient care area to another and leaving the doors between
patient care areas open. As a result, patients are within sight of one another and some ongoing
routine details of care are discussed within earshot of other patients and staff. This environment
is used for ongoing care and is NOT the environment used for taking patient history or
performing examinations. These procedures are completed in a private, confidential setting.
We are requesting this authorization due to various interpretations under federal law with
respect to what is known as “incidental disclosures” of health information. It is our view that the
kinds of matters related in an “open” environment are incidental matters. In the event you or
someone else would not agree with us, we are providing this disclosure and requesting your
authorization.

The use of this format is intended to make your experience with our office more efficient and
productive as well as to enhance your access to quality health care. If you choose not to be
adjusted or receive treatment in this “open” environment, other arrangements may be made for
you. Your decision will have no adverse effect on your care from Pomeroy Chiropractic or on
your relationship with our staff.

O MY SIGNATURE (below) INDICATES MY AUTHORIZATION OF THIS ACTIVITY

YOUR SIGNATURE BELOW INDICATES YOUR AUTHORIZATION AND CONSENT TO ALL THE INFORMATION
PROVIDED ON THIS FORM. IF YOU CHOOSE NOT TO GIVE AUTHORIZATION TO ANY SECTION PLEASE
CROSS OUT THE SECTION AND ADD YOUR INITIALS.

/
Name (Printed) Signature Date

/
Witness (Print name) Signature Date

You may revoke this authorization at any time. Revocation may be accomplished by
advising us in writing of your desire to withdraw your authorization. Please allow a
reasonable processing time for the change in our system to be completed.
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