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LIFE IS GOOD CHIROPRACTIC NOTICE REGARDING YOUR RIGHT TO PRIVACY
continued...

| have received a copy of Life is Good Chiropractic Patient Privacy Notice. | understand my rights as well
as the practice’s duty to protect my health information, and have conveyed my understanding of these
rights and duties to the doctor. | further understand that this office reserves the right to amend this
“Notice of Privacy Practice” at a time in the future and will make the new provisions effective for all
information that it maintains past and present.

| am aware that a more comprehensive version of this “Notice” is available to me and several copies
kept in the reception area. At this time, | do not have any questions regarding my rights or any of the
information | have received.

Patient’s Name DOB PM#

Patient’s Signature Date

Witness Date



Medical Information Release Form

(HIPAA Release Form)
Name: Date of Birth:
Emergency Contact Information:
Name: Relationship:

Phone Number:

Release of Information:
[ ]I authorize the release of information including the diagnosis, records; examination rendered to
me and claims information. This information may be released to:

[ ] Spouse

[ ] Child(ren)

[ ] Other

[ ] Information is not to be released to anyone
This Release of information will remain in effect until terminated by me in writing.

Messages:
Please call [ ] my home [ ] my work [ ] my mobile number:

Do we have your permission to send a text message ? Yes No
Do you prefer ? [ ] Aphonecall [ ] A textmessage
If unable to reach me:

[ ] you may leave a detailed message

[ ] please leave a message asking me to return your call

[]

The best time to reach me is (day) between (time)

Signed: Date:

Witness: Date:







