Heritage Chiropractic Clinic – Geoffrey A. Sandels, D.C.

2407 Lenora Church Road / Snellville, Georgia 30078-6916 / 770-979-2731 / fax 770-972-2978

Patient Case History - Page 1

Date:           Social Security #:           Email:      
Full Name:           Date of Birth:      
Address:           City, ST Zip:      
Occupation:           Employer:      
Home Telephone #:            Business Phone #:      Cell Phone #:      
Spouse’s Name:           Spouse’s Employer:      
 FORMCHECKBOX 
Married       FORMCHECKBOX 
Single      FORMCHECKBOX 
Widow(er)       FORMCHECKBOX 
Divorced      FORMCHECKBOX 
Separated        Number of Children:      
Payment By:      FORMCHECKBOX 
Cash           FORMCHECKBOX 
Check           FORMCHECKBOX 
Credit Card          FORMCHECKBOX 
Insurance

Insurance Company:           Policy #:      
Personal Habits:   FORMCHECKBOX 
Drugs   FORMCHECKBOX 
Medication    FORMCHECKBOX 
Tobacco    FORMCHECKBOX 
Alcohol      FORMCHECKBOX 
Coffee  FORMCHECKBOX 
Vitamins/Minerals 

 FORMCHECKBOX 
Exercise    FORMCHECKBOX 
 Other:      
Medication and Reason for Taking it:      
Have you ever...  

Been Hospitalized?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    When & Why?      
Had Surgery?    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No     What operations & Why?      
Had a major or minor fall or accident?    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No     What & When?      
Had a cracked or broken bone?    FORMCHECKBOX 
Yes      FORMCHECKBOX 
No     What & When?      
Present Health Problem:

 Is condition related to an accident?      FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      Date of Accident?      
  FORMCHECKBOX 
Employment      FORMCHECKBOX 
Auto Accident      FORMCHECKBOX 
Other      
How and When did it Start?      
Previous Drs. Seen for this condition?           When:      
Progress:  FORMCHECKBOX 
Better    FORMCHECKBOX 
Same    FORMCHECKBOX 
Worse   What gives you relief?      
What makes the condition worse?      
To The Patient:     Please list below the five or more complaints you have, in order of importance and the length of time you have had this complaint.

1.           How long?      
2.           How long?      
3.           How long?      
4.           How long?      
5.           How long?      
Female History:     Date of last menstral cycle?            FORMCHECKBOX 
Regular      FORMCHECKBOX 
Irregular

Birth Control Pills      FORMCHECKBOX 
Yes      FORMCHECKBOX 
No          Are you pregnant?      
Patient’s Signature___________________________         Guardian, if Minor____________________________

Referred by:           Date:      
Notice: Full Payment for services rendered is due at the end of each visit. If for any reason this request cannot be met, arrangements must be made in advance before seeing the Doctor.
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Mark any condition that bothers you NOW.

CIRCLE any condition that has been a problem in the PAST (whether it bothers you now or not).

Please indicate the length of time the problem has existed (past & present).

SYMPTOMS/HOW LONG
Head

 FORMCHECKBOX 
Headache/     
       FORMCHECKBOX 
Entire Head/     
       FORMCHECKBOX 
Back of Head/     
       FORMCHECKBOX 
Forehead/     
       FORMCHECKBOX 
Temples/     
       FORMCHECKBOX 
Migraine/     
 FORMCHECKBOX 
Head feel heavy     
 FORMCHECKBOX 
Loss of memory     
 FORMCHECKBOX 
Lightheadedness/     
 FORMCHECKBOX 
Fainting/     
 FORMCHECKBOX 
Pain in eyes     
 FORMCHECKBOX 
Light bothers eyes/     
 FORMCHECKBOX 
Loss of smell/     
 FORMCHECKBOX 
Loss of taste/     
 FORMCHECKBOX 
Loss of balance/     
 FORMCHECKBOX 
Dizziness/     
 FORMCHECKBOX 
Loss of Hearing/     
 FORMCHECKBOX 
Pain in ears/     
 FORMCHECKBOX 
Ringing in ears/     
 FORMCHECKBOX 
Buzzing in ears/     
Neck

 FORMCHECKBOX 
Pain in neck/     
 FORMCHECKBOX 
Neck pain with movement/     
 FORMCHECKBOX 
Neck feel out of place/     
 FORMCHECKBOX 
Stiff neck/     
 FORMCHECKBOX 
Muscle spasms in neck/     
 FORMCHECKBOX 
Grinding in neck/     
 FORMCHECKBOX 
Grating in neck/     
 FORMCHECKBOX 
Popping sounds in neck/     
 FORMCHECKBOX 
Arthritis in neck/     
 FORMCHECKBOX 
Pinched nerve in neck/     
Shoulders

 FORMCHECKBOX 
Pain in right shoulder/     
 FORMCHECKBOX 
Pain in left shoulder/     
 FORMCHECKBOX 
Pain in both shoulders/     
 FORMCHECKBOX 
Pain across both shoulders/     
 FORMCHECKBOX 
Bursitis in right shoulder/     
 FORMCHECKBOX 
Bursitis in left shoulder/     
 FORMCHECKBOX 
Bursitis in both shoulders/     
 FORMCHECKBOX 
Arthritis in right shoulder/     
 FORMCHECKBOX 
Arthritis in left shoulder/     
 FORMCHECKBOX 
Arthritis in both shoulders/     
 FORMCHECKBOX 
Can’t raise arm/     
      FORMCHECKBOX 
Above shoulder level/     
      FORMCHECKBOX 
Overhead/     
SYMPTOMS/HOW LONG

 FORMCHECKBOX 
Pinched nerve in right shoulder     
 FORMCHECKBOX 
Pinched nerve in left shoulder/     
 FORMCHECKBOX 
Pinched nerve in both shoulders/     
 FORMCHECKBOX 
Muscle spasms in Shoulders/     
 FORMCHECKBOX 
Tension in shoulders/     
Arms and Hands

 FORMCHECKBOX 
Pain in right upper arm/     
 FORMCHECKBOX 
Pain in left upper arm/     
 FORMCHECKBOX 
Pain in both upper arms/     
 FORMCHECKBOX 
Pain in right forearm/     
 FORMCHECKBOX 
Pain in left forearm/     
 FORMCHECKBOX 
Pain in both forearms/     
 FORMCHECKBOX 
Pain in right wrist/     
 FORMCHECKBOX 
Pain in left wrist/     
 FORMCHECKBOX 
Pain in both wrists/     
 FORMCHECKBOX 
Pain in right hand/     
 FORMCHECKBOX 
Pain in left hand/     
 FORMCHECKBOX 
Pain in both hands/     
 FORMCHECKBOX 
Pain in right fingers/     
 FORMCHECKBOX 
Pain in left fingers/     
 FORMCHECKBOX 
Pain in both left & Right fingers/     
 FORMCHECKBOX 
Pins & needles in right arm/     
 FORMCHECKBOX 
Pins & needles in left arm/     
 FORMCHECKBOX 
Pins & needles in both arms/     
 FORMCHECKBOX 
Pins & needles in right fingers/     
 FORMCHECKBOX 
Pins & needles in left fingers/     
 FORMCHECKBOX 
Pins & needles in all fingers/     
 FORMCHECKBOX 
Hands cold/     
 FORMCHECKBOX 
Swollen joints in right fingers/     
 FORMCHECKBOX 
Swollen joints in left fingers/     
 FORMCHECKBOX 
Swollen joints in all fingers/     
 FORMCHECKBOX 
Sore joints in right fingers/     
 FORMCHECKBOX 
Sore joints in left fingers/     
 FORMCHECKBOX 
Sore joints in all fingers/     
 FORMCHECKBOX 
Arthritis in right fingers/     
 FORMCHECKBOX 
Arthritis in left fingers/     
 FORMCHECKBOX 
Arthritis in all  fingers/     
 FORMCHECKBOX 
Loss of grip strength in right hand/     
 FORMCHECKBOX 
Loss of grip strength in left hand/     
 FORMCHECKBOX 
Loss of grip strength in both hands/     
Mid Back

 FORMCHECKBOX 
Mid Back Pain/     
 FORMCHECKBOX 
Pain between shoulder blades/     
 FORMCHECKBOX 
Sharp, stabbing pain in mid back/     
 FORMCHECKBOX 
Mid back muscle spasms/     
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SYMPTOMS/HOW LONG

Chest

 FORMCHECKBOX 
Chest pain/     
 FORMCHECKBOX 
Shortness of breath/     
 FORMCHECKBOX 
Pain around right ribs/     
 FORMCHECKBOX 
Pain around left ribs/     
 FORMCHECKBOX 
Pain around all ribs/     
Abdomen

 FORMCHECKBOX 
Nervous stomach/     
 FORMCHECKBOX 
Nausea/     
 FORMCHECKBOX 
Gas/     
 FORMCHECKBOX 
Constipation/     
 FORMCHECKBOX 
Diarrhea/     
Women Only

 FORMCHECKBOX 
Menstrual pain/     
 FORMCHECKBOX 
Cramping/     
 FORMCHECKBOX 
Irregularity/     
Low Back

 FORMCHECKBOX 
Low back pain/     
 FORMCHECKBOX 
Low back pain worse when...

      FORMCHECKBOX 
Working/     
      FORMCHECKBOX 
Lifting/     
      FORMCHECKBOX 
Stooping/     
      FORMCHECKBOX 
Standing/     
      FORMCHECKBOX 
Sitting/     
      FORMCHECKBOX 
Bending/     
      FORMCHECKBOX 
Coughing/     
      FORMCHECKBOX 
Lying down/     
 FORMCHECKBOX 
Low back feel out of place/     
 FORMCHECKBOX 
Muscle spasms/     
 FORMCHECKBOX 
Arthritis/     
Hips, Legs, and Feet

 FORMCHECKBOX 
Pain in right buttocks/     
 FORMCHECKBOX 
Pain in left buttocks/     
 FORMCHECKBOX 
Pain in both buttocks/     
 FORMCHECKBOX 
Pain in right hip joint/     
 FORMCHECKBOX 
Pain in left hip joint/     
 FORMCHECKBOX 
Pain in both hip joints/     
 FORMCHECKBOX 
Pain down right leg/     
 FORMCHECKBOX 
Pain down left leg/     
 FORMCHECKBOX 
Pain down both legs/     
 FORMCHECKBOX 
Pain in right ankle/     
 FORMCHECKBOX 
Pain in left ankle/     
 FORMCHECKBOX 
Pain in both ankles/     
 FORMCHECKBOX 
Pain in right foot/     
 FORMCHECKBOX 
Pain in left foot/     
 FORMCHECKBOX 
Pain in both feet/     
 FORMCHECKBOX 
Leg cramps/     
 FORMCHECKBOX 
Pins & needles in right leg/     
 FORMCHECKBOX 
Pins & needles in left leg/     
 FORMCHECKBOX 
Pins & needles in both legs/     
SYMPTOMS/HOW LONG

 FORMCHECKBOX 
Numbness in right leg/     
 FORMCHECKBOX 
Numbness in left leg/     
 FORMCHECKBOX 
Numbness in both legs/     
 FORMCHECKBOX 
Numbness in right foot/     
 FORMCHECKBOX 
Numbness in left foot/     
 FORMCHECKBOX 
Numbness in both feet/     
 FORMCHECKBOX 
Numbness in right toes/     
 FORMCHECKBOX 
Numbness in left toes/     
 FORMCHECKBOX 
Numbness in all  toes/     
 FORMCHECKBOX 
Right foot feels cold/     
 FORMCHECKBOX 
Left foot feels cold/     
 FORMCHECKBOX 
Both feet feel cold/     
 FORMCHECKBOX 
Cramps in right foot/     
 FORMCHECKBOX 
Cramps in left foot/     
 FORMCHECKBOX 
Cramps in both feet/     
 FORMCHECKBOX 
Swollen right ankle/     
 FORMCHECKBOX 
Swollen left ankle/     
 FORMCHECKBOX 
Both ankles swollen/     
 FORMCHECKBOX 
Swollen right foot/     
 FORMCHECKBOX 
Swollen left foot/     
 FORMCHECKBOX 
Both feet swollen/     
 FORMCHECKBOX 
Painful joints in right toes/     
 FORMCHECKBOX 
Painful joints in left toes/     
 FORMCHECKBOX 
Painful joints in all toes/     
General

 FORMCHECKBOX 
Nervousness/     
 FORMCHECKBOX 
Irritable/     
 FORMCHECKBOX 
Depressed/     
 FORMCHECKBOX 
Fatigue/     
 FORMCHECKBOX 
Generally feel run-down/     
 FORMCHECKBOX 
Loss of sleep/     
 FORMCHECKBOX 
Loss of weight/     
MARK ALL AREAS OF PAIN OR DISCOMFORT

[image: image1.png]
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FAMILY HEALTH HISTORY

Mark any condition that is a PAST or PRESENT health problem for both YOU and/or YOUR FAMILY MEMBERS.

If any family members are deceased, list their ages at death, and the cause of death.

	Condition
	YOU
	Father
	Mother
	Spouse
	Brother
	Sister
	Children

	Arthritis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Asthma-Hay Fever
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Back Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Bursitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cancer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Constipation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Disc Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Emotional Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Emphysema
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Epilepsy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Headaches
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Heart Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	High Blood Pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Insomnia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Kidney Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Liver Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Migraine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Nervousness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Neuritis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Pinched Nerve
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Scoliosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sinus Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Stomach Trouble
	 FORMCHECKBOX 
 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Syphillis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Tuberculosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other___________________
	     
	     
	     
	     
	     
	     
	     


Thank You!

After completing our new patient forms, simply print them out and bring them with you; or fax them to our office at 770-972-2978.

Or…

1.Save them to your computer, then… 

2.Attach them to an email to us at drgeoff@heritagechiro.net
Heritage Chiropractic Clinic, Inc. – Geoffrey A. Sandels, D.C.

2407 Lenora Church Road / Snellville, Georgia 30078 / 770-979-2731 / fax 770-972-2978

AUTHORIZATION TO PERFORM X-RAYS AND CONSENT FOR TREATMENT

This is to acknowledge that Geoffrey A. Sandels, D.C. may recommend x-rays be taken so that a complete study and analysis may be made of my present problem or illness.

Therefore, Geoffrey A. Sandels, D.C. is hereby authorized and directed to complete a radiographic examination in order to treat my present problem or illness.

I give my consent to Geoffrey A. Sandels, D.C. to administer whatever treatment is deemed necessary to treat my problem or illness.

Signed:   __________________________________________________________________________________

Executed this the   __________ day of   _________________________________________________________

Witness:   _________________________________________________________________________________

To the best of my knowledge I am NOT pregnant. I give my permission for Geoffrey A. Sandels, D.C. to x-ray me for diagnostic interpretation.

Signed:   __________________________________________________________________________________

INSURANCE ASSIGNMENT OF PAYMENT

My insurance company and/or attorney are requested and authorized to pay direct to Geoffrey A. Sandels, D.C., any monies due to him on my account, the same to be deducted from any settlement made on my behalf.

Further, I agree to pay Geoffrey A. Sandels, D.C., the difference, if any, between the total amount of his charges and the total amount paid to him by the insurance company or attorney. It is further understood that I agree to pay Geoffrey A. Sandels, D.C., the full amount of his charges, should my condition be such that it is not covered by my policy or if for any reason, the insurance company refuses to pay my claim.

Patient Signature:   __________________________________________________________________________

Patient Name:   _____________________________________________________________________________

Date:   ____________________________________________________________________________________
Heritage Chiropractic Clinic, Inc. – Geoffrey A. Sandels, D.C.

2407 Lenora Church Road / Snellville, Georgia 30078 / 770-979-2731 / fax 770-972-2978

OFFICE FINANCIAL POLICY

Thank you for choosing us as your health care provider. We are committed to your chiropractic treatment being successful. Our goal is to help you live a much healthier and happier life. Please understand that payment of your bill is considered part of your treatment. 

The following is a statement of our FINANCIAL POLICY. We require that you read, agree to and sign prior to any treatment.

1. The patient is responsible for the entire bill. If an insurance company is involved, we do not promise that they will pay. ANY SERVICES NOT COVERED BY YOUR INSURANCE COMPANY WILL BE THE RESPONSIBILITY OF THE PATIENT.

2. The portion of the fee the patient is responsible for must be paid at the time of treatment. This amount will depend on your insurance coverage. Your insurance company will be contacted and your coverage verified in order to calculate your portion of the bill. THE REQUIRED AMOUNT THE PATIENT OWES MUST BE PAID AT THE TIME OF TREATMENT AS A CONDITION TO RECEIVE TREATMENT.

3. We accept cash, check, Visa, Mastercard, or Discover. For your convenience, we also offer an extended payment plan through CareCredit.

POLICY ON INSURANCE

4. We will fill out and submit all forms for your convenience.

Our office will verify insurance coverage by phone in advance to determine your benefits. 

The insurance company is not responsible for the bill. This is the patient's responsibility. 

An insurance company's determination of what they consider to be usual, customary and reasonable may on occasion differ from our fees. 

The office will not enter into a dispute over their determination of the amount they reimburse. 

Any amount not paid by the insurance company is the patient's responsibility.   

5. We require 2 hours notice for cancelled appointments. Everything will be done in order to arrange an appointment time that is convenient for the patient. If the patient cannot make his/her appointment, we ask that you please call to cancel your appointment 2 hours in advance. You will be charged for any broken appointments. This charge is the responsibility of the patient and will not be billed to the insurance company. 

Thank you for trusting us with your care. Our entire office staff will do all we possibly can to help you with your health condition and your financial responsibilities. If you have any questions regarding our office financial policy, please contact Gloria, Shirley, or Wanda and they will do their best to answer any questions you may have. 

I have read, understand and agree to provisions of this Financial Policy. 

Signed  ___________________________________________________

Date ______________________________________________________

HERITAGE CHIROPRACTIC CLINIC                   GEOFFREY A. SANDELS, D.C.
2407 LENORA CHURCH RD., SNELLVILLE, GEORGIA 30078                                                           770-979-2731
PATIENT CONSENT FOR USE AND/OR DISCLOSURE OF

PROTECTED HEALTH INFORMATION

TO CARRY OUT TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS
I, ______________________________,  hereby state that by signing this Consent, I acknowledge and agree as follows:

1. Heritage Chiropractic Clinic’s (HCC) Privacy Notice has been made available to me prior to my signing this Consent.  The Privacy Notice includes a complete description of the uses and/or disclosures of my protected health information (“PHI”) necessary for HCC to provide treatment to me, and also necessary for HCC to obtain payment for that treatment and to carry out is health care operations. HCC explained to me that the Privacy Notice will be available to me in the future at my request. HCC has further explained my right to obtain a copy of the Privacy Notice prior to signing this Consent, and has encouraged me to read the Privacy Notice carefully prior to my signing this Consent.  

2. HCC reserves the right to change its privacy practices that are described in its Privacy Notice, in accordance with applicable law.

3. I understand that, and consent to, the following appointment reminders or communications that will be used by HCC:

a) A postcard mailed to me at the address provided by me; and 

b) Telephoning my home and leaving a message on my answering machine or with the individual answerin

     the phone.

4. HCC may use and/or disclose my PHI (which includes information about my health or condition and the treatment provided to me) in order for HCC to treat me and obtain payment for that treatment, and as necessary for HCC to conduct its specific health care operations.

5. I understand that I have a right to request that HCC restrict how my PHI is used and/or disclosed to carry out treatment, payment and/or health care operations. However, HCC is not required to agree to any restrictions that I have requested. If HCC agrees to a requested restriction, then the restriction is binding on HCC.

6. I understand that this Consent is valid for seven years. I further understand that I have the right to revoke this Consent, in writing, at any time for all future transactions, with the understanding that any such revocation shall not apply to the extent that HCC has already taken action in reliance on this consent.

7. I understand that if I revoke this consent at any time, HCC has the right to refuse to treat me. 

8. I understand that if I do not sign this Consent evidencing my consent to the uses and disclosures described to me above and contained in the Privacy Notice, then HCC will not treat me.

I have read and understand the foregoing notice, and all of my questions have been

answered to my full satisfaction in a way that I can understand.

        ______________________________ 

                                ________________________________

               Name of Individual (Printed) 



                Signature of Individual

        ______________________________                                                _________________________________

         Signature of Legal Representative*                                                                        Relationship

Date Signed ____/____/____                                             Witness: __________________________

*Attorney-In-Fact, Guardian, Parent if a minor

Instructions:

After completing our new patient forms, simply print them out and bring them with you; or fax them to our office at 770-972-2978.

Or…

1.Save them to your computer, then… 

2.Attach them to an email to us at drgeoff@heritagechiro.net
