


NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU GET ACCESS TO THIS INFORMATION. PLEASE, REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a federal program that requires that all medical records
and other individually identifiable health information used or disclosed by us in nay form, whether electronically, on paper. or orally.
are kept confidential. This act gives you, the patient, significant new rights to understand and control how your health information is
used. HIPAA provides penalties for covered entities that misuse personal health information.

As required by HIPAA, we have prepared this explanation of how we are required to maintain privacy of your health information and
how we may use and disclose your health information. We may use and disclose your medical records only for each of the following
purposes: treatment, payment and health carc operations.

TREATMENT means providing, coordination, or managing health care and related services by one or more health care providers. An
example of this would include a physical examination.

PAYMENT means such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and
utilization review. An example of this would be sending a bill for your visit to your insurance company for payment.

HEALTH CARE OPERATIONS include the business aspects of running our practice, such as conducting quality assessment and
improvement activities, auditing functions, cost-management analysis, and customer service. An example would be internal quality
assessment review.

We may also create and distribute de-identified health information by removing all references to individually identifiable information.
We may contact you to provide appointment remainders or information about treatment alternatives or other health-related benefits
and services that may be of interest to you. Any other uses and disclosures will be made only with your written authorization. You
may revoke such authorization in writing and we are required to honor and abide by that written request, except to the extent that we
have already taken actions relying on your authorization.

You have the following rights with respect to your health information, which you can exercise by presenting a written request to the
Privacy Officer:

- The right to request restrictions of certain uses and disclosures of protective health information, including those related to disclosures
1o family members, other relatives, close personal friends, or any other person identify by you. However, you are not required to agree
10 a requested restriction. If we do agree to a restriction, we must obey by it unless you agree in writing to remove it.

- The right to reasonable request to receive confidential communications of protective health information fror us by alternative means
or at alternative locations.

- The right to inspect and copy your protective health information.

- The right to amend your protected health information.

- The right to receive an accounting of disclosures of protected health information.

- The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protective health information and to provide you with notice of our legal duties
and privacy practices with respect to protected health information. This notice is effective as of 4/14/2003, and we are required to
abide by the terms of the notice of privacy practices currently in effect. We reserve the right to change the terms of our notice of
private practices and to make the new notice provisions effective for all protective information that we maintain. We will post and you
may request a written copy of a revised notice of privacy practices from this office. You have recourse if you feel that your privacy
protections have been violated. You have the right to file a formal, written complain with our office or with the Department of Health
and Human Resources, Office of Civil Rights, about violations of the provisions of the notice or the policies and procedures of our
office. We will not retaliate against you for filing a complaint.

Please, contact us for more information, by asking to speak with our Privacy office or for written inquires, “Attention Privacy
Officer”. For more information about HIPAA or to file a complaint:

The U.S. Department of Health & Human Services Office of Civil Rights
200 Independence Ave, SW
Washington DC 20201
(202) 619-0257
Toll free: 1-877-696-6775
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Pain Drawing

Name: Date:

Date of Birth: Examiner:

TELL US WHERE YOU HURT.
Please read carefully:
Mark the areas on your body where you feel your pain. Include all affected areas. Mark areas of
radiation. If your pain radiates, draw an arrow from where it start to where it stops. Please extend the
arrow as far as the pain travels. Use the appropriate symbol(s) listed below.
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Chiropractic & Physical Theraf Pain—free, Naturally!

Patient Consent Authorization

Consent for Treatment: | voluntarily consent to the rendering of care. including treatment and
performance of diagnostic procedures. [ understand that I am under the care and supervision of
the attending Doctor(s) of Chiropractic and it is the responsibility of the staff to carry out the
instructions of such Doctor(s) of Chiropractic.

Assignment of Benefits: | hereby assign payment directly to Advanced Correction Chiropractic
and Rehabilitation Center accepting this assignment of medical benefits applicable and otherwise
payable to me but not to exceed regular charges. | understand that I am financially responsible
for charges not covered by this agreement or for any and all charges that the insurance carrier
declines to pay. In the event that any part of the medical bill is unpaid when due. client agrees to
pay all costs and expenses of collection, including but not limited to staff time, court costs,
attorneys fees and all other related expenses.

Release of Information: By signing this for, [ am granting consent to Advanced Correction
Chiropractic and Rehabilitation Center to use and disclose my protected health information for
the purpose of treatment, payment, and health care operations. Our Notice of Privacy Practices
(posted on our office wall) provides more detailed information about how we may use protected
health information. You have a legal right to review our Notice of Privacy Practices before you
sign this consent. and we encourage you to read it in full.

Our Notice of Privacy is subject to change. If we change our notice. you may obtain a copy of
the revised notice by telephoning our office at 410-737-8193. You have a right to request us to
restrict how we use and disclose your protected health information for the purposes of treatment.
payment or health care operations. We are not required by law to grant your request. However.
if we do decide to grant your request, we are bound by our agreement.

You have the right to revoke this consent in writing, except to the extent we already have used or
disclosed tour protected health information in reliance on your consent.

Medicare and Medicaid Consent to Release Information: I certify that the information given
by me applying for payment under Title XVIII and/or Title XI of the Social Security Act is
correct and I authorize any holder of medical or other information about me to release to the
Social Security Administration or its intermediary carriers, any information needed for this or
related Medicare or Medicaid claims.

PRINT PATIENT’S NAME:

PATIENT’S SIGNATURE:

421 N. Charles Street * Baltimore, MD 21201 . 4600 Wilkens Ave, Suite 102 « Baltimore, MDD 21229
Phone: 410-347-3590 * Fax: 410-347-3592 Phone: 410-737-8193 » Fax: 410-737-806Y9



SYMPTOMS SHEET

Patient Name Date

1. What is your major symptom?

2. If this is a recurrence, when was the first time you notice this problem?

3. How did originally occurred?

4. Has it become worse recently? Yes No Same Better Gradually worse
5. How frequent is the condition? Constant Daily Intermittent Night only
6. How long does it last? All day Few hours Few minutes

7. Are there any other conditions/symptoms that may be related to your major symptom? Yes  No
8. Describe the pain: Sharp___ Dull___ Numbness___ Tingling____ Aching___ Burning____ Stabbing

9. Is there anything you can do to relieve the problem? Yes_ No___ Describe

10. What makes the problem worse? Standing Sitting Lying Bending____ Lifting__ Twisting_

11. Have you ever had any broken bones? Yes_ No___ Describe

12. List any major accidents you have had other than those that might be mentioned above:

13. To your best knowledge, have you had any diseases, major ilinesses, or injuries not indicated on this
form either in the past or at the present? Yes No If yes, please explain

14. WOMEN ONLY:Are you pregnant/is there any possibility you may be pregnant? Yes__ No__ Not sure

15. Remarks:

PLEASE, RATE YOUR PAIN ON A SCALE OF 0-10.

0 1 2 3 4 5 6 7 8 9 10

No symptoms Extreme symptoms

Patient/Guardian’s Signature Dr. Levin/Lippy






