
Norrcs op PnrvACY Pnncucns

THIS NO] ' ICE DESCRIBES HOW C]HIROPRACTIC AND MEDIC 'AL INFORMAf ION AI ]OT I  \ 'OT \1  \ \  I } I
USED AND DISCLOSED AND HOw YOU CAN GET ACCESS 

- rO 
THIS INFORMA' f ION.  PLEASL:  I {1 , \  lL \ \

IT CAREFUI-LY.

Uses and Disclosures

Here are some examples of horv we might have to use or disclose your health care information:

1) Your chiropractor or a staff member may have to disclose yor,rr l -realth information including al l  of youl cl inical
r eco rc l s  t o  ano the rhea l t h  ca re  p ro \ r c l e r  o r  a  hosp i t a l  i i ' i t  i s  nccessa r ' \  t o  r c t - e r  vo r r  t o  t hen r  f i r r  1 - l i 3 r . r 1 i 1 r s r s .
assessment, oL treatment of your health condit ion.

2) Our insurance and bi l l ing staff may have to disclose yoLlr exanrination anc' l  treatnrent recorcls and your bi l l ing
records to  anot l re l  par t r ' .  such as an rnsurancc carr ier .  an l l \ ' [O.  a  PPO. or ' \ 'oLr r  cmplovcr .  i f  the-1 'arc  potent ia l l r ,
responsible for the payment of youl servrces.

3)  Your  ch i ropractor  and members o f  the s ta f f  n- ray need to  use yo l r r  hea l th  in fbrnrat ion.  eranr inat ion anc l
treatment records and your bi l l ing records fbr qual i ty control purposes or fbr other aclminisfrat ive purposes to
cff iciently and effect ively run hisiher practice.

4) Your chiropractor and members of the practice staff may need to use yollr llame, address, phone number. and
your clinical records to contact you to provide appointment reminders, information about treatment alternatives.
or other health related information that may be of interest to you. If you are not at home to receive an
appointment reminder. a message wil l  be left  on yorlr answerinq machine.

You have the right to refuse to give us authortzation to contact you to provide appointment rerninders,
infbrrnation about treatment alternatives, or other health related information. [f yor,r do not grve Lrs
authortzation, it will not affect the treatment we provide to you or the methods we Lrse to obtain
reimbursement fbr yor-rr care.

You may inspect or copy the information that we use to contact you to provide appointment remindels,
inlbrmatron about treatment alternatives. or other health related infbrmation at anv time.

Permitted uses and disclosures without ) 'our consent or authorization

Llncler.  lbcleral  lar , r .  r , r ,e are also pen-ni t ted or reqLl l recl  to nse or drsclose vour i real th infbrnratrou ui thoLrt  youl  consent
or authorization in these followinc circumstances:

1) \ \ 'c  ar .c pcnni t tcd to Lrse or c l isc losc ) 'o lu hcal th inf i r rnrat ion to the cxtcnt  that  wc arc rcciurrccl  to c lo so bv
applicable federal or state laws.

2) We are perrnitted to Llse or disclose yoLlr health infbrmation to a pLrblic health authority fbr a w'rde ranee of
public health activit ies when the public health ar,rtholity is authorized to collect or receive yor-rr health
information under state or federal law.

3) We are permrtted to use or disclose your health information to an appropriate government autholity if we
reasonably believe you are the victim of abuse, neglect or domestic violence.

4) We are permrtted to use or disclose your health infbrmation tbr state and lbderal health oversi-eht actrrzrtres of'
the health care system and govemment benefit programs.

5) We are permitted to use or disclose your health information in response to a court order or, in response to a
subpoena. discovery request, or other lawful purpose.

6) We are permrtted to Llse or disclose yollr health information to a law entbrcement official as required by ialrs
that require us to report certain types of wounds or physical injuries or, to comply with court orders, a grand

.;r-rry subpoena, or adrninistrative requests authorizedby the law.
7) We are permrtted to use or disclose your health information to an appropriate law enforcement authority if the

disclosure is necessary to prevent or lesson a serious and imminent threat to the health or safety of a person or
the public.
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8) We are permrtted to use or disclose your health information to a correctional instinrtion if we provide l-realtl-r
care services to you as an inmate.

9) \ \ 'c  are pcmutted to usc or disclosc your heal th rntbrmatron r1 'we provrde heal th earc ser\ iecs to yolr  u l  ar l
emergency.

10) We are permitted to Llse or disclose your l-realth information if u,e provide care to you tl-rat is related to a work
p lace  in jL r r l , to  the  ex ten t  necessarv  to  cornp ly  w i th  Wiscons in 's  worker 's  compensat ion  Iaws.

Other than the circumstances described in the preceding eramples. any other use or disclosure of vour health
rurfbrmatron wrll only be made with yor"rr written authorizatior-r.

Your right to revoke vour authorization

You may revoke your authorization to us at any time; however, your revocation must be in writing. There are two
cllcr.lmstances under wiuch we wrll not be able to honor yoLrr revocatlon request.

l1  l t '  ue  i rave  a l reac ly  re ieaser i  ) 'our  hea l th  rn fb ln ra t rou  bc fbre  ! \c  fccc l \e  )oLu rcqL les t  lo  rc \o i r r  ) t , r r r
authorization.

2) If you were required to give your authorization as a condition of obtaining insurauce. the insurancc colnpan)/
nrav have a l rcht  to voLrr  heal th infbrnrat ion i f  thev decide to contest  anv of  vour c la inrs

Your r ight to l imit uses or disclosures

l f ' t l - rere  are heal th  care prov iders .  hosp i ta ls .  employers ,  i r - rsurers  or  o ther  inc l iv ic iua ls  or  organizat ions t t t  t ihonr  vot - t
do not want Lls to disclose your health information, please let us knorv. in wnting. rvhat individuals or organizations

to w'hom you do not want us to disclose your health care infbrmation. We are not recluired to agree to vour
restr ict ions. However. i f  we agree r.r, i th your restr ict ions. the restr ict ion is bindin-e on Lls. I f  u,e do not asree to .v"our
restr ict ions, you may drop your request ol you are f iee to seek cale fr-om another health care provider.

Your r ight  to receive conf ident ia l  communicat ion regarding vour heal th in lormat ion

We normally provide infbrmation about your health to you in person at the time you receive chiropractic sert'ices
from us. We may also mail you information regarding your health or about the status of your account. We rvill do
our best to accommodate any reasonable request if you would like to receive information about your health or the
services that we provide at a place other than your home or, if you would like the information in a different form. J'o
help us respond to your needs, please make any request in writrng.

Your r ight to inspect and copl l 'our health information

c leated or  as long as the in format ion remains in  our  f i les .  We reqni re  vo l l r  request  to  inspect  andior  copv vo lu .heal th

in tbrmat i t - r r - r  to  be in  u ' r i t rng.  We may re fuse yoLrr  request  r1 ' the rn tb lnrat ron rs  lbr  L lsc  ln  a  e l \ r i .  c r r r t t t t ta i .  o t

adntinistrat ive action or proceeding which is anticipated to occur in a t ime f i 'ane reasonable proxlnlate to yoLlr

rcql lest. l -here may' be a cost associated u' i th your request i f  we must copy infbmration fbr yor-r.

Your right to amend vour health inlbrmation

You have the right to request that we amend your healtl-r intbrr-r-ratron fbr seven years fioni the date tliat tlte t'ecorcl

\ \as  ercated or  as long as thc  rn tbr r la t ron ren laurs  ln  oLu ' l l les .  \ \ ' c  fcL lLr r rc  \oLu ' r 'eqLrest  to  anret rd  your  rccor t ls  to  bc

in writ ing and for you to give us a reason to support the change yoLl are reqrrestir lg us to nrake.

You r  r i qh t  t o  r ece i ve  an  accoun t i ng  o f  t he  d i sc l osu res  we  ha l ' e  made  o f  vou r  r eco rds

You have the r ight to request that ue uir, 'e you an accol lnt ing of the drsclosLlres w,e have urade of your health

rntbrmatron tbr the last six years befbre the date of your request. The accounting will include all disclosures except
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1. those disclosures required for your treatment, to obtain payment for your services, or to run our practice.
2. those disclosures made to yon.
i. those disclosures we are permitted to make without your consent or authorization as described above.
4. those disclosures made based on an authorization you signed.
)  those clrsclosures necessarv to rnaintain a director l r  of  the i r - rd iv iduals in orrr  laci l i tv  o l '  to indn idLral-s

involved with your care.
6.  those disclosures for  nat ional  secur i ty or intel l igence pLlrposes.
1 .  those disclosures made to correct ional  of f icers or lan,enforcenrent of f icers.
8. those disclosures that were made prior to the effective clate of the HIPAA privacy lau.

We wrli provrde tl-re first accolrntln-r{ wrthin any l2-r-nonth penocl w'rthout char-ee.' lhere rs a t 'ee tbr any ac'ldrtional
requests dr,rring the next 12 months. When you rnake yolrrreqllest r,r 'e vi ' i l l  tell you the amount of the fee and vou wil l
have the opportunity to withdraw or modify your request.

Your r ight to obtain a paper copv of this notice

If you have agreed to receive privacy notices by e-mail. yoLl may request a paper copy of this notice at any time.

Our duties

We are required by law to maintain the privacy of your health information. We are also required to provide you with
this notice of our legal duties and our privacy practices with respect to your health information.

We must abide by the terms of this notice while it is in effect. However, we reserve the right to change the terms of
out priracy notices. If we make a change to the terms of our privacy agreement we r,vil l  notify yor-r in writ in,u nhen
you come in for treatment or by mail. If we make a change in our plivacy terms the change u,i l l  apply fbr all ot'vour'
health information in our files.

Re-disclosure

hrfbnnation tl iat \\/e use or disclose nray be sub.lect to re-disclosule by the person to r.r,honr u'e provicle the
informatron and may no longer be protected by the tbderal privacy rules.

Your r ight  to complain

You may complain to us or to the Secretary of Health and Human Services if you f-eel that we have violated vour
plivacy rights. We respect your Light to trle a complaint and wil l not take any action a-gainst you if you fi le a
con-rplaint. While you may make an oral complaint at any tinre. written comments slior,rld be sent to us at the address
l istec ' i  below.

To contact us

If you would like further information about our privacy policies and practices please contact:

(Name or office)

(Address)

(Phone )

This not ice is ef fect ive as of This notrce 'ul, i l l  ernire seven vears af ler the date

upon which the record was created. By signing below, I acknowledge that I have received a copy of this notice.
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Patient Name Printed

Patient Sisnature

PersonaI Reoresentati 'u 'e Printed

lYotice of Privacy Practices

Date

Authorized Provider Representative

Personal Representative Sr gnafure

Descr int ion of  personal  reoresentat ive's author i tv to act  for  the pat ient .
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