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HIPPA LAW #101-191 CONSENT FORM 

The information you provide us is kept tot the strictest of confidence, while protecting your privacy is 
extremely important to us, there may be certain situations in which we may have to use or disclose 

your health care information. 

1. It may be necessary to use or disclose your private health information to another health care provider or hospital, if it is 
necessary to refer you to them for the diagnosis, assessment or treatment of your health information.  

2. It may be necessary to use or disclose your private health information and billing records to another party if they are 
responsible for the payment of your services. 

3. It may be necessary to use or disclosure your private health information within our practice for quality control and 
operational purposes including; 
A. Appointment reminders at home and work. 
B. Leaving messages on voicemails/ answering machines/ text message appointment reminders. 
C. Testimonials of your improvement in written or verbal form. 
D. X-Ray(s) jackets with names may be stored in adjusting rooms. 
E. Doctors report or record of care or sensitive content may be discussed in open adjusting room. 
F. Enclosed exam room has an opening at the top over the door, the door does close, however conversations may be heard 

by other patients. 
G. Sending you marketing materials. 
H. Information about alternative treatments. 
I. Other health related information that may be of interest to you 
J. “Thank you” gifts 

4. If you do not want your health conditions discussed in open areas notify staff or doctor. 
 

1. You have the right to request that we do not disclose your private health information to specific individuals, companies or organizations 
under the following circumstances: 

A. All requests must be in written form. 
B. By law we are not required to agree with your restrictions; however, if we do agree with your restrictions, the restriction is 

binding on us. 
2. You have the right to REVOKE your authorization under certain conditions: 

A. IT MUST BE IN WRITING. 
B. The request will not be honored if we already released your private health information before we received your authorization 

as a condition of obtaining insurance, the insurance may have the right to your private health information. Should 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 anyone that has access to the remainder of other information and may no longer be protected by the 
federal privacy rules.  

C. If you do not give us authorization, it will affect the treatment we provide to you or the methods we use to obtain 
reimbursement for services rendered to you. 

I have read the consent policy and agree to its terms. I also acknowledge that once I sign this consent form, if requested, I 
will receive a copy of the complete form for my own records. This notice is effective on the date below and will expire 
seven years after the date upon which the record was created. 

 

______________________________________          ________________________________ 

Print Name                    Authorized Signature 
 

______________________________________          ________________________________ 

 Signature                                  Date 
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