1611 N Wilmot St#101A, Tucson, AZ 85712
520.319.2100

HIPPA COMPLAINT PATIENT AUTHORIZATION
This authorization is requested in order to meet federal and state privacy guidelines. By signing you are giving the doctors and staff
permission to use your personal information and health information for the areas outlined below. This information is being
requested so that we can better meet your heath care needs. However, should you decline to authorize any of the items listed, it
will not affect the treatment that we provide to you. You may also put certain limitations on the use of your information. This must
be done in writing. You are not required to sign this form, but rather are only requested to do so.
You have the right to inspect your records at any time. You also have the right to change the authorizations previously given at any
time. All requests must be in writing. Please allow a reasonable time for our clinic to carry out your request.
Your personal information will never be given to any group or individual for purposes of advertising or referrals outside of this clinic.
It will only be used by our staff and only regarding your health care.
Please initial next to each area and sign below:
Accept _____ Decline _____ It is OK to call me at home and leave a message on my answering machine or with someone at my
home.
Accept _____ Decline _____ It is OK to call my work and leave a message if I am not there.
Accept _____ Decline _____ It is OK to mail newsletters and special announcements to my home (only correspondences from
Advanced Chiropractic Spine & Sports Injury Center).
Accept _____ Decline _____ It is OK to use my name to patients that I refer and to mail a thank you card for referrals using my
name.
I authorize the staff and doctors at Advanced Chiropractic Spine & Sports Injury Center to use my personal and health information
as outlined above and in their Privacy Manual.
Print Name __________________________________ ____Signature _____________________________________
Date _________________________________________ Witness Signature ________________________________

I authorize Advanced Chiropractic Spine & Sports Injury Center to release any information deemed appropriate concerning my physical condition to
any insurance company, attorney or adjuster in order to process any claim for reimbursement of charges incurred by me.
I authorize the direct payment to you of any sum I now or hereafter owe you by my attorney out of the proceeds of any settlement of my case, and by
any insurance company obligated to make payment to me or you based in whole or in part upon the charges made for your services.
I understand that whatever amounts you do not collect from insurance proceeds (whether it be all or part of what is due) I personally owe you.
I, the undersigned do hereby appoint Advanced Chiropractic Spine & Sports Injury Center authority necessary to endorse and cash my checks, drafts
or money orders which are made payable to the undersigned or as co-payee with this clinic when said payments are due to services rendered on
behalf of the undersigned by the clinic.
I understand and agree that health and accident insurance policies are an agreement between an insurance carrier and me. I clearly understand and
agree that all services rendered me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or
terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable. I will be responsible for any
costs of collection, attorney’s fee or court costs required to collect my bill.
Date ________________________ Patient’s Signature _________________________________________________________________________

I hereby authorize physicians and staff at Advanced Chiropractic Spine & Sports Injury Center to treat my condition as deemed appropriate. The
doctor will not be held responsible for any pre-existing medically diagnosed conditions.
I certify that the above information is correct to the best of my knowledge. I will not hold my doctor or any staff member of Advanced Chiropractic
Spine & Sports Injury Center responsible for any errors or omissions that I may have made in the completion of this form.
Chiropractic, as well as all other types of health care, is associated with potential risks in the delivery of treatment. Therefore, it is necessary to
inform the patient of such risks prior to initiating care. While chiropractic treatment is remarkably safe, you need to be informed about the potential
risks related to your care to allow you to be fully informed before consenting to treatment.
Chiropractic is a system of health care delivery and therefore, as with any health care delivery system, we cannot promise a cure for any symptom,
condition or disease as a result of treatment in this office. An attempt to provide you with the very best care is our goal, and if the results are not
acceptable, we will refer you to another provider who we feel can further assist you.
Specific Risk Possibilities Associated with Chiropractic Care:
Soreness - Chiropractic adjustments and physical therapy procedures are sometimes accompanied by post treatment soreness. This is normal and
acceptable accompanying response to chiropractic care and physical therapy. While it is not generally dangerous, please advise your doctor if you
experience soreness and discomfort.
Soft Tissue Injury - Occasionally chiropractic treatment may aggravate a disc injury, or cause other minor joint ligament, tendon, or other soft-tissue
injury.
Rib Injury - Manual adjustments to the thoracic spine, in rare cases, may cause rib injury or fracture. Precautions such as pre-adjustment x-rays are
taken for cases considered at risk. Treatment is
preformed carefully to minimize such risk.
Physical Therapy Burns - Heat generated by Physical Therapy modalities may cause minor burns to the skin. This is rare, but if it occurs, you
should report it to your doctor or a staff member.
Stroke - Stroke is the most serious complication of chiropractic treatment. The most recent studies estimate that the incidence of this type of stroke is
1 in every 5 million upper cervical adjustments.
Other Problems - There are occasionally other types of side effects associated with chiropractic care. While these are rare, they should be reported
to your doctor promptly.
If you have any question concerning this form or the above statements, please ask your doctor.
Having carefully read the above, I hereby give my informed consent to have chiropractic treatment administered.
Date ________________________ Patient’s Signature _________________________________________________________________________

