Appoln!’m-éin Reminders and Health Care Information Authorization

~

Your ciyropractor und members of the prectice stafY may need to use your name, address, phene number, and your
¢lnicsl records to centact yeu with appommt::( reminders, nfonmation about treatment aliemnatives, or other hes!
reisted information thal may e of interest 1 you, If this contact is mace by phone and“you ere net ul home. 2
! message will be |ef onr your u".swcnng machine, By signing this forn, you are ;iving us suthorizetion to contast you
| oWty these reminders and inforation.
: :

' ¥You may restrict the individuals or organizations o which your health care inform .n'o'-. is relezsed or yoo mas
, revoke your suthernizanon 10 us ol any fime; however, your revecation must £ in wnting and meiled 1o us ai cur
" office address. We will not ke zble to honor your revocaticn request if we have already released your heiie

“farrmation before we receiV® your reguest 10 revcke your authorizauon, In addinier, if you were required tc give

ey }

Lo authenization es a conditer of chbtaining infurance, the insurance company mey have & right 10 your healil:
; irfer~ «ion if they decide 10 contest any of your claims,

* v

| i maticn that we wie or disclose based on the authorization ) you ure giving us may be subiect to re-disclosure by
) izvere who has access to the reminder or other information and mey no longer be protected by the federal privacy

the

You hde the night teo refuse mwc us this authonzation. If you do nol give us nuthonizaticn, it will ner &ffec: o
reatient we provide to youror the methods we use o obtain reimburdcment for your cere.
A
You may inspect or ¢opy the information thal we Lse (G conlact you te provice appeinement reminders, informaticn
shaul zaznent 2liernatives, or other health releted information at any time (§164.524),

® This nettce is effective as of . Thisauthorization will expire seven years aftes the gate ¢n
; -nich you last received seraites fomvus. o - -

lgedion vz vou (o use or disclose my hezlth information in the manner descnbed above, [ am also acknewledging
#1214 ryie received a copy of tais suthenzation.,

Ao
ot name printed X Date
< W
2znen’ Simatwre Avtherized Provider Representative
Lersoral Representatiye Printed?: Personnal RepresentohVe Signarure

. .

wrouon of personel representative’s authonity to act for the patieat,




