
 

  

Plaza Chiropractic and Sports Medicine 

1314 ENGLISHTOWN RD, OLD BRIDGE, NJ 08857 

P (732) 723-0023  ~  F (732) 723-1614 

 

 

PATIENT NAME: SOCIAL SECURITY #: 

SEX   M / F DATE OF BIRTH: AGE: 

MAILING ADDRESS:                                                                        CITY:                                                  STATE:                         ZIP CODE: 

EMAIL ADDRESS: MAY WE CONTACT YOU VIA EMAIL?:    
Y      /     N 

MAY WE CONTACT YOU VIA TEXT 

MESSAGE?:   Y    /    N 

PRIMARY PHONE #: SECONDARY PHONE #: CELL PHONE #: 

EMPLOYER: OCCUPATION: 

HAVE YOU EVER BEEN TO A CHIROPRACTOR ?        Y     /     N 

NUMBER OF CHILDREN: MARITAL STATUS: 
S / M / D / W 

 

CONTACT NAME: 

RELATIONSHIP: ADDRESS: 

HOME PHONE: CELL PHONE: WORK PHONE: 

 

HOW DID YOU HEAR ABOUT OUR OFFICE? 

WHO MAY WE CONTACT REGARDING YOUR CARE/BILLING?  CONTACT NAME:  PHONE:  

 

PRIMARY INSURANCE COMPANY NAME: SUBSCRIBER ADDRESS:  

ID#: GROUP #: SUBSCRIBER NAME: SUBSCRIBER SSN: 

SUBSCRIBER PHONE:  SUBSCRIBER DOB:  

 

SECONDARY INSURANCE COMPANY NAME: SUBSCRIBER ADDRESS: 

ID#: GROUP #: SUBSCRIBER NAME: SUBSCRIBER SSN: 

SUBSCRIBER PHONE: SUBSCRIBER DOB:  

 

REASON FOR TODAY’S VISIT: 

HOW LONG HAVE YOU HAD THIS PROBLEM: YEARS MONTHS WEEKS 

WHAT MAKES IT BETTER OR WORSE: RATE THE PAIN : _________________ 
( 0 = NOTHING, 10 = WORST IMAGINABLE) 

PRIMARY INSURANCE INFORMATION 

SECONDARY INSURANCE INFORMATION 

IN CASE OF EMERGENCY 

GENERAL INFORMATION 

TODAYS VISIT 



 

ON THE DIAGRAM BELOW, PLEASE INDICATE WHERE YOU ARE EXPERIENCING PAIN RIGHT NOW. PLEASE USE KEY TO THE RIGHT OF THE DIAGRAM TO FURTHER 

EXPLAIN WHAT TYPE OF SENSATIONS YOU ARE EXPERIENCING IN EACH AREA. 

 

 

ARE YOU A:  (PLEASE CIRCLE ONE)         CURRENT SMOKER          FORMER SMOKER          NEVER SMOKED          PIPE SMOKER          CIGAR SMOKER 
IF YES, HOW MUCH DID YOU SMOKE?    3 CIGARETTES OR LESS PER DAY          ½  A PACK PER DAY          MORE THAN A PACK PER DAY        VAPE SMOKERS+- 

DO YOU DRINK ALCOHOL? (PLEASE CIRCLE ONE)        YES          NO 
IF YES, HOW FREQUENTLY?          SOCIALLY ONLY            SEVERAL TIMES PER WEEK          EVERYDAY 

DO YOU OR HAVE YOU EVER USED ILLICIT DRUGS? (PLEASE CIRCLE ONE)          YES           NO 
IF YES, WHAT KIND?          IV DRUGS         PILLS          MARIJUANA          OTHER 

ARE YOU CURRENTLY PARTICIPATING IN SPORTS? (PLEASE CIRCLE ONE)           YES          NO 
IF YES, WHAT SPORT?          GOLF          TENNIS          FOOTBALL          SOCCER          BASEBALL          BASKETBALL          OTHER 
 

 

PLEASE CIRCLE ANY OF THE FOLLOWING SYMPTOMS THAT YOU’VE EXPERIENCED RECENTLY: 

CONSTITUTIONAL: FEVER NIGHT SWEATS WEIGHT LOSS 

EYES: RED EYES BLURRED VISION VISION LOSS 

EARS / NOSE / MOUTH: NOSE BLEEDS SORE THROAT HEARING LOSS 

CARDIOVASCULAR: CHEST PAINS PALPITATIONS LEG SWELLING 

RESPIRATORY: SHORTNESS OF BREATH CHRONIC COUGH WHEEZING 

GASTROINTESTINAL: NAUSEA VOMITING  DIARRHEA 

GENITOURINARY: BURNING W/ URINATION BLOOD IN URINE URINARY INCONSISTENCY 

SKIN: RASH HIVES SKIN INFECTION 

NEUROLOGICAL: HEADACHE TREMOR SEIZURES 

PSYCHIATRIC: DEPRESSION PANIC ATTACKS SUICIDAL IDEATION 

ENDOCRINE: EXCESSIVE THIRST COLD INTOLERANCE EXCESSIVE SWEATING 

HEMATOLOGICAL: EASY BRUISING SWOLLEN GLANDS EASY BLEEDING 

ALLERGY / IMMUNE: RUNNY NOSE SINUS CONGESTION ITCHY EYES 

 

 

 
A = ACHE 

 

B = BURNING 

 

N = NUMBNESS 

 

P = PINS & NEEDLES 

 

S = STABBING 

 

O = OTHER 

 



 

 

HIGH BLOOD PRESSURE CORONARY ARTERY DISEASE VASCULAR DISEASE EMPHYSEMA 

DIABETES CONGESTIVE HEART FAILURE HEART DISEASE / ATTACK THYROID DISEASE 

LYME’S DISEASE BLEEDING DISORDER SEIZURES GASTRIC REFLUX 

MULTIPLE SCLEROSIS ENLARGED PROSTATE HEPATITIS LIVER DISEASE 

OSTEOARTHRITIS RHEUMATOID ARTHRITIS STOMACH ULCERS KIDNEY DISEASE 

ASTHMA COPD CANCER SCOLIOSIS 

DEPRESSION OTHER: 

 

BLEEDING DISORDER CORONARY ARTERY DISEASE HEPATITIS CANCER 

HEART DISEASE / ATTACKS SEIZURES LUNG DISEASE RHEUMATOID ARTHRITIS 

KIDNEY DISEASE MALIGNANT HYPERTHERMIA SCOLIOSIS ASTHMA 

OTHER: 

 

SURGERY DATE SURGERY DATE 

KNEE ARTHROSCOPY  (  RIGHT    /    LEFT  )  SHOULDER ARTHROSCOPY (  RIGHT    /    LEFT  )  

SPINE SURGERY  JOINT REPLACEMENT SURGERY  

HERNIA REPAIR  LAPAROTOMY  

EYE SURGERY  THYROID SURGERY  

PERIPHERAL BYPASS SURGERY  CARDIAC CATHETERIZATION  

CORONARY ARTERY BYPASS SURGERY  HYSTERECTOMY  

PACEMAKER  DEFIBRILLATOR   

 

PLEASE LIST ANY OTHER SURGERY YOU MAY HAVE HAD IN THE PAST NOT PREVIOUSLY MENTIONED: _______________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

PLEASE LIST ANY MEDICATIONS YOU ARE ON, OR HAVE TAKEN IN THE PAST 6 MONTHS: ______________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

 

PLEASE LIST ANYTHING YOU MAY HAVE AN ALLERGIC REACTION FROM: __________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

 

 

PATIENT SIGNATURE: _________________________________________________________________ DATE: _________________ 

PARENT / GUARDIAN SIGNATURE: ________________________________________________________  DATE: _________________ 

REVIEWED BY PHYSICIAN: _____________________________________________________________  DATE: _________________ 

 

PAST MEDICAL HISTORY (PLEASE CIRCLE ONE) 

FAMILY HISTORY (PLEASE CIRCLE ONE) 

SURGICAL HISTORY (PLEASE CIRCLE ONE) 



 

 

 

  

FINANCIAL POLICY AGREEMENT / ASSIGNMENT OF BENEFITS 

THANK YOU FOR CHOOSING PLAZA CHIROPRACTIC & SPORTS MEDICINE AS YOUR HEALTHCARE PROVIDER. WE ARE COMMITTED TO PROVIDING EXCELLENT CARE 

TO ALL OF OUR PATIENTS AND WE WILL ALWAYS DO OUR BEST TO ACHIEVE THIS GOAL. 

PLAZA CHIROPRACTIC & SPORTS MEDICINE IS A PRIVATE PROFESSIONAL ENTITY, IS CONTRACTED WITH SELECT INSURANCE PLANS. EVEN THOUGH WE DO 

PARTICIPATE IN MOST INSURANCE PLAN’S PROVIDER NETWORKS, WE PLEDGE TO HELP YOU UNDERSTAND AND MANAGE THE FINANCIAL ASPECTS ASSOCIATED 

WITH PROVIDING YOU THE VERY BEST CARE AND ATTENTION YOU DESERVE. 

MOST INSURANCE PLANS ALLOW PATIENTS TO SELECT THEIR OWN TREATING PHYSICIAN. TO HELP YOU UNDERSTAND YOUR RESPONSIBILITIES, WE WILL INQUIRE AS 

TO YOUR PLAN’S IN-NETWORK BENEFITS, AND EXPLAIN WHAT, IF ANY, FINANCIAL OBLIGATIONS YOU WILL HAVE FOR OUR SERVICES.  

OUR INDEPENDENCE IS A HALLMARK TRAIT OF OUR PRACTICE. AS AN IN-NETWORK PROVIDER, THE COURSE OF TREATMENT WE PROVIDE WILL NOT BE LIMITED TO 

WHAT AN INSURANCE PLAN REPRESENTATIVE WILL APPROVE BUT WILL INSTEAD BE BASED SOLELY UPON THE STATE-OF-THE-ART CARE THAT YOUR PHYSICIAN 

RECOMMENDS. 

ALL CHARGES WILL BE SUBMITTED TO YOUR INSURANCE CARRIER ON YOUR BEHALF AS AN IN-NETWORK-PROVIDER. YOU MAY BE RESPONSIBLE FOR YOUR 

DEDUCTIBLE AND CO-INSURANCE ON ALLOWED PAYMENTS UP TO YOUR OUT-OF-POCKET MAXIMUM ACCORDING TO YOUR IN-NETWORK INSURANCE POLICY. IN A 

FEW CASES, HOWEVER, A PARTICULAR PLAN MAY NOT PROVIDE REASONABLE AND CUSTOMARY PAYMENT, IN WHICH CASE YOU MAY BE RESPONSIBLE FOR SOME 

OF THE DIFFERENCE BETWEEN WHAT IS BILLED AND WHAT YOUR INSURANCE PLAN ALLOWS FOR PAYMENT. 

MOST INSURANCE CARRIERS WILL SEND PAYMENTS DIRECTLY TO PLAZA CHIROPRACTIC AND SPORTS MEDICINE, BUT IN SOME CASES YOUR INSURANCE COMPANY 

MAY SEND PAYMENT FOR OUR SERVICES DIRECTLY TO YOU. YOU AGREE TO RELINQUISH ALL PAYMENTS THAT YOU RECEIVE FROM YOUR INSURANCE COMPANY FOR 

OUR SERVICES TO PLAZA CHIROPRACTIC & SPORTS MEDICINE. FAILURE TO DO SO WILL RESULT IN LEGAL ACTION. 

BY SIGNING BELOW, YOU ATTEST THAT YOU COMPLETELY UNDERSTAND AND AGREE WITH OUR FINANCIAL POLICY AS DESCRIBED ABOVE FOR THE SERVICES 

PROVIDED BY PLAZA CHIROPRACTIC & SPORTS MEDICINE AND ITS PROFESSIONALS.  

 

ASSIGNMENT OF BENEFITS 

PATIENT NAME : _______________________________________________________________________ DATE: ____________ 

I IRREVOCABLY ASSIGN PLAZA CHIROPRACTIC & SPORTS MEDICINE ALL MY RIGHTS AND BENEFITS UNDER ANY INSURANCE CONTRACTS FOR PAYMENT FOR 

SERVICES RENDERED TO ME BY PLAZA CHIROPRACTIC & SPORTS MEDICINE. I IRREVOCABLY AUTHORIZE ALL INFORMATION REGARDING MY BENEFITS 

UNDER ANY INSURANCE POLICY RELATING TO ANY CLAIMS BY PLAZA CHIROPRACTIC & SPORTS MEDICINE TO BE RELEASED TO PLAZA CHIROPRACTIC 

& SPORTS MEDICINE. I IRREVOCABLY AUTHORIZE PLAZA CHIROPRACTIC & SPORTS MEDICINE TO FILE INSURANCE CLAIMS ON BEHALF FOR SERVICES 

RENDERED TO ME. I IRREVOCABLY DIRECT THAT ALL SUCH PAYMENTS TO GO DIRECTLY TO PLAZA CHIROPRACTIC & SPORTS MEDICINE. I IRREVOCABLY 

AUTHORIZE PLAZA CHIROPRACTIC & SPORTS MEDICINE TO ACT ON MY BEHALF AND REPORT ANY SUSPECTED VIOLATION OF PROPER CLAIMS PRACTICES 

TO THE PROPER REGULATORY AUTHORITIES. THIS ASSIGNMENT OF BENEFITS HAS BEEN EXPLAINED TO MY FULL SATISFACTION, AND I UNDERSTAND ITS NATURE 

AND EFFECT. 
 
 

X________________________________________________________________________________________________ 
PATIENT SIGNATURE 

 

 

 

 

 



 

 

WOULD YOU LIKE MORE INFORMATION ON: 
  

   OCCUPATIONAL THERAPY 
  

   ALLERGY TREATMENTS 
 

   VARICOSE VEIN SERVICES    
 

   MEDICAL PAIN MANAGEMENT 
 

PHYSICAL THERAPY 
 

SPORTS INJURIES 
 

OTHER: ___________________ 

 

 

 

 

 

 

 

 



 

NOTICE OF PRIVACY PRACTICES 
 

PLAZA CHIROPRACTIC & SPORTS MEDICINE 

1314 ENGLISHTOWN RD. OLD BRIDGE, NJ 08857 

(732) 723-0023 

 

THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 

INFORMATION.  PLEASE REVIEW IT CAREFULLY. 

 

YOUR RIGHTS 
WHEN IT COMES TO YOUR HEALTH INFORMATION, YOU HAVE CERTAIN RIGHTS. THIS SECTION EXPLAINS YOUR RIGHTS AND SOME OF OUR 

RESPONSIBILITIES TO HELP YOU. 

 

GET AN ELECTRONIC OR PAPER COPY OF YOUR MEDICAL RECORD:  

YOU CAN ASK TO SEE OR GET AN ELECTRONIC OR PAPER COPY OF YOUR MEDICAL RECORD AND OTHER HEALTH INFORMATION WE HAVE ABOUT 

YOU. ASK US HOW TO DO THIS. WE WILL PROVIDE A COPY OR A SUMMARY OF YOUR HEALTH INFORMATION, USUALLY WITHIN 30 DAYS OF 

YOUR REQUEST. WE MAY CHARGE A REASONABLE, COST-BASED FEE. 

 

ASK US TO CORRECT YOUR MEDICAL RECORD: 

YOU CAN ASK US TO CORRECT HEALTH INFORMATION ABOUT YOU THAT YOU THINK IS INCORRECT OR INCOMPLETE. ASK US HOW TO DO THIS. 

WE MAY SAY “NO” TO YOUR REQUEST, BUT WE’LL TELL YOU WHY IN WRITING WITHIN 60 DAYS. 

 

REQUEST CONFIDENTIAL COMMUNICATIONS:  

YOU CAN ASK US TO CONTACT YOU IN A SPECIFIC WAY (FOR EXAMPLE, HOME OR OFFICE PHONE) OR TO SEND MAIL TO A DIFFERENT ADDRESS. 

WE WILL SAY “YES” TO ALL REASONABLE REQUESTS. 

 

ASK US TO LIMIT WHAT WE USE OR SHARE: 

YOU CAN ASK US NOT TO USE OR SHARE CERTAIN HEALTH INFORMATION FOR TREATMENT, PAYMENT, OR OUR OPERATIONS. WE ARE NOT 

REQUIRED TO AGREE TO YOUR REQUEST, AND WE MAY SAY “NO” IF IT WOULD AFFECT YOUR CARE.  IF YOU PAY FOR SERVICE OR HEALTH CARE 

ITEM OUT-OF-PACKET IN FULL, YOU CAN ASK US NOT TO SHARE THAT INFORMATION FOR THE PURPOSE OF PAYMENT OR OUR OPERATIONS WITH 

YOUR HEALTH INSURER. WE WILL SAY “YES” UNLESS A LAW REQUIRES US TO SHARE THAT INFORMATION.  

 

GET A LIST OF THOSE WITH WHOM WE’VE SHARED INFORMATION:  

YOU CAN ASK FOR A LIST (ACCOUNTING) OF THE TIMES WE’VE SHARED YOUR HEALTH INFORMATION FOR SIX YEARS PRIOR TO THE DATE YOU 

ASK, WHO WE SHARED IT WITH AND WHY.  WE WILL INCLUDE ALL THE DISCLOSURES EXCEPT FOR THOSE ABOUT TREATMENT, PAYMENT, AND 

HEALTH CARE OPERATIONS, AND CERTAIN OTHER DISCLOSURES (SUCH AS ANY YOU ASKED US TO MAKE). WE’LL PROVIDE ONE ACCOUNTING A 

YEAR FOR FREE BUT WILL CHARGE A REASONABLE, COST-BASED FEE IF YOU ASK FOR ANOTHER ONE WITHIN 12 MONTHS.  

 

GET A COPY OF THIS PRIVACY NOTICE:  

YOU CAN ASK FOR A PAPER COPY OF THIS NOTICE AT ANY TIME, EVEN IF YOU HAVE AGREED TO RECEIVE THE NOTICE ELECTRONICALLY, WE 

WILL PROVIDE YOU WITH A PAPER COPY PROMPTLY.  

 

 

 



 

CHOOSE SOMEONE TO ACT FOR YOU:  

IF YOU HAVE GIVEN SOMEONE MEDICAL POWER OF ATTORNEY OR IF SOMEONE IS YOUR LEGAL GUARDIAN, THAT PERSON CAN EXERCISE YOUR 

RIGHTS AND MAKE CHOICES ABOUT YOUR HEALTH INFORMATION. WE WILL MAKE SURE THE PERSON HAS THIS AUTHORITY AND CAN ACT FOR 

YOU BEFORE WE TAKE ANY ACTION.  

 

FILE A COMPLAINT IF YOU FEEL YOUR RIGHTS ARE VIOLATED:  

YOU CAN COMPLAIN IF YOU FEEL WE HAVE VIOLATED YOUR RIGHTS BY CONTACTING US.  YOU CAN FILE A COMPLAINT WITH THE U.S. 

DEPARTMENT OF HEALTH AND HUMAN SERVICES OFFICE FOR CIVIL RIGHTS BY SENDING A LETTER TO 200 INDEPENDENCE AVENUE, S.W., 

WASHINGTON, D.C. 20201, CALLING 1-877-696-6775, OR VISITING WWW.HHS.GOVE/OCR/PRIVACY/HIPPA/COMPLAINTS/. WE WILL NOT 

RETALIATE AGAINST YOU FOR FILING A COMPLAINT. 

 

YOUR CHOICES 
FOR CERTAIN HEALTH INFORMATION, YOU CAN TELL US YOUR CHOICES ABOUT WHAT WE SHARE. IF YOU HAVE A CLEAR PREFERENCE FOR HOW 

WE SHARE YOUR INFORMATION IN THE SITUATIONS DESCRIBED BELOW, TALK TO US. TELL US WHAT YOU WANT US TO DO, AND WE WILL 

FOLLOW YOUR INSTRUCTIONS. 

 

IN THESE CASES, YOU HAVE BOTH THE RIGHT AND CHOICE TO TELL US TO:  

SHARE INFORMATION WITH YOUR FAMILY, CLOSE FRIENDS, OR OTHERS INVOLVED IN YOUR CARE.  SHARE INFORMATION IN A DISASTER RELIEF 

SITUATION.  INCLUDE YOUR INFORMATION IN A HOSPITAL DIRECTORY.  CONTACT YOU FOR FUNDRAISING EFFORTS.  IF YOU ARE NOT ABLE TO 

TELL US YOUR PREFERENCE, FOR EXAMPLE IF YOU ARE UNCONSCIOUS, WE MAY GO AHEAD AND SHARE YOUR INFORMATION IF WE BELIEVE IT IS 

IN YOUR BEST INTEREST. WE MAY ALSO SHARE YOUR INFORMATION WHEN NEEDED TO LESSEN A SERIOUS AND IMMINENT THREAT TO HEALTH 

OR SAFETY.  

 

IN THESE CASES WE NEVER SHARE YOUR INFORMATION UNLESS YOU GIVE US WRITTEN PERMISSION:  

MARKETING PURPOSES.  SALE OF YOUR INFORMATION.  MOST SHARING OF PSYCHOTHERAPY NOTES. 

 

IN THE CASE OF FUNDRAISING: 

WE MAY CONTACT YOU FOR FUNDRAISING EFFORTS, BUT YOU CAN TELL US NOT TO CONTACT YOU AGAIN.  

 

OUR USES AND DISCLOSURES 
HOW DO WE TYPICALLY USE OR SHARE YOUR HEALTH INFORMATION? WE TYPICALLY USE OR SHARE YOUR HEALTH INFORMATION IN THE 

FOLLOWING WAYS: 

 

TREAT YOU:  

WE CAN USE YOUR HEALTH INFORMATION AND SHARE IT WITH OTHER PROFESSIONALS WHO ARE TREATING YOU. EXAMPLE: A DOCTOR 

TREATING YOU FOR AN INJURY ASKS ANOTHER DOCTOR ABOUT YOUR OVERALL HEALTH CONDITION.  

 

 

RUN OUR ORGANIZATION:  

WE CAN USE AND SHARE YOUR HEALTH INFORMATION TO RUN OUR PRACTICE, IMPROVE YOUR CARE, AND CONTACT YOUR WHEN NECESSARY. 

EXAMPLE: WE USE HEALTH INFORMATION ABOUT YOU TO MANAGE YOUR TREATMENT AND SERVICES.  

 

BILL FOR YOUR SERVICES:  

WE CAN USE AND SHARE YOUR HEALTH INFORMATION TO BILL AND GET PAYMENT FORM HEALTH PLANS OR OTHER ENTITIES. EXAMPLE: WE 

GIVE INFORMATION ABOUT YOU TO YOUR HEALTH INSURANCE PLAN SO IT WILL PAY FOR YOUR SERVICES. 

http://www.hhs.gove/ocr/privacy/hippa/complaints/


 

 

HOW ELSE CAN WE USE OR SHARE YOUR HEALTH INFORMATION? WE ARE ALLOWED OR REQUIRED TO SHARE YOUR INFORMATION IN OTHER 

WAYS – USUALLY IN WAYS THAT CONTRIBUTE TO THE PUBLIC GOOD, SUCH AS PUBLIC HEALTH AND RESEARCH. WE HAVE TO MEET MANY 

CONDITIONS IN THE LAW BEFORE WE CAN SHARE YOUR INFORMATION FOR THESE PURPOSES. FOR MORE INFORMATION SEE: 

WWW.HHS.GOV/OCR/PRIVACY/HIPAA/UNDERSTANDING/CONSUMERS/INDEX.HTML.  

 

HELP WITH PUBLIC HEALTH AND SAFETY ISSUES:  

WE CAN SHARE HEALTH INFORMATION ABOUT YOU FOR CERTAIN SITUATIONS SUCH AS PREVENTING DISEASE, HELPING WITH PRODUCT 

RECALLS, REPORTING ADVERSE REACTIONS TO MEDICATIONS, REPORTING SUSPECTED ABUSE, NEGLECT, OR DOMESTIC VIOLENCE, PREVENTING 

OR REDUCING A SERIOUS THREAT TO ANYONE’S HEALTH OR SAFETY.  

 

DO RESEARCH:  

WE CAN USE OR SHARE YOUR INFORMATION FOR HEALTH RESEARCH.  

 

COMPLY WITH THE LAW:  

WE WILL SHARE INFORMATION ABOUT YOU IF STATE OR FEDERAL LAWS REQUIRE IT, INCLUDING WITH THE DEPARTMENT OF HEALTH AND 

HUMAN SERVICES IF IT WANTS TO SEE THAT WE’RE COMPLYING WITH FEDERAL PRIVACY LAW.  

 

RESPOND TO ORGAN AND TISSUE DONATION REQUESTS:  

WE CAN SHARE HEALTH INFORMATION ABOUT YOU WITH ORGAN PROCUREMENT ORGANIZATIONS. 

 

WORK WITH A MEDICAL EXAMINER OR FUNERAL DIRECTOR:  

WE CAN SHARE HEALTH INFORMATION WITH A CORONER, MEDICAL EXAMINER, OR FUNERAL DIRECTOR WHEN AN INDIVIDUAL DIES.  

 

ADDRESS WORKERS’ COMPENSATION, LAW ENFORCEMENT, AND OTHER GOVERNMENT REQUESTS: 

WE CAN USE OR SHARE HEALTH INFORMATION ABOUT YOU FOR WORKER’S COMPENSATION CLAIMS, FOR LAW ENFORCEMENT PURPOSES OR 

WITH A LAW ENFORCEMENT OFFICIAL, WITH HEALTH OVERSIGHT AGENCIES FOR ACTIVITIES AUTHORIZED BY LAW, FOR SPECIAL GOVERNMENT 

FUNCTIONS SUCH AS MILITARY, NATIONAL SECURITY, AND PRESIDENTIAL PROTECTIVE SERVICES.  

 

RESPOND TO LAWSUITS AND LEGAL ACTIONS:  

WE CAN SHARE HEATH INFORMATION ABOUT YOU IN RESPONSE TO A COURT OR ADMINISTRATIVE ORDER, OR IN RESPONSE TO A SUBPOENA.  

 

 

 

OUR RESPONSIBILITIES 

• WE ARE REQUIRED BY LAW TO MAINTAIN TO PRIVACY AND SECURITY OF YOUR PROTECTED HEALTH INFORMATION. 

• WE WILL LET YOU KNOW PROMPTLY IF A BREACH OCCURS THAT MAY HAVE COMPROMISED THE PRIVACY OR SECURITY OF YOUR 

INFORMATION.  

• WE MUST FOLLOW THE DUTIES AND PRIVACY PRACTICES DESCRIBED IN THIS NOTICE AND GIVE YOU A COPY OF IT.  

• WE WILL NOT USE OR SHARE YOUR INFORMATION OTHER THAN AS DESCRIBED HERE UNLESS YOU TELL US WE CAN IN WRITING. IF 

YOU TELL US WE CAN, YOU MAY CHANGE YOUR MIND AT ANY TIME. LET US KNOW IN WRITING IF YOU CHANGE YOUR MIND. 

• FOR MORE INFORMATION SEE: WWW.HHS.GOV/OCR/PRIVACY/HIPAA/UNDERSTANDING/CONSUMERS/NOTICEPP.HTML 

 

CHANGES TO THE TERMS OF THIS NOTICE: 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html


 

WE CAN CHANGE THE TERMS OF THIS NOTICE, AND THE CHANGES WILL APPLY TO ALL INFORMATION WE HAVE ABOUT YOU. THE NEW NOTICE 

WILL BE AVAILABLE UPON REQUEST. 

 
CONTACT PERSON: 
ALL QUESTIONS CONCERNING THIS NOTICE, OR REQUESTS MADE PURSUANT TO IT, SHOULD BE ADDRESSED TO: TRACIE CUCCIA  
EMAIL- PLAZACHIRO@OPTONLINE.NET . 
 

 

PATIENT ACKNOWLEDGMENT: 
I ACKNOWLEDGE THAT I HAVE REVIEWED THIS OFFICE’S NOTICE OF PRIVACY PRACTICES, ACKNOWLEDGE THAT I MAY REFUSE TO SIGN THIS 

ACKNOWLEDGMENT IF I WISH, AND AGREE TO THE LIABILITY LIMITATIONS EXPLAINED THEREIN.  I HAVE THE RIGHT TO OBTAIN A PAPER COPY 

OF THIS NOTICE.  
 

 

_________________________________ 

PATIENT PRINTED NAME 

 

 

_________________________________ 

PATIENT SIGNATURE OR LEGAL REPRESENTATIVE 

 

 

_________________________________ 

IF LEGAL REPRESENTATIVE, STATE RELATIONSHIP 

 

 

_________________________________ 

DATE 

 

 

 

 

 

 
 
 
 
 



 

PLAZA CHIROPRACTIC & SPORTS MEDICINE 
 INFORMED CONSENT TO CARE 

 

YOU ARE THE DECISION MAKER FOR YOUR HEALTH CARE. PART OF OUR ROLE IS TO PROVIDE YOU WITH INFORMATION TO 

ASSIST YOU IN MAKING INFORMED CHOICES. THIS PROCESS IS OFTEN REFERRED TO AS “INFORMED CONSENT” AND 

INVOLVES YOUR UNDERSTANDING AND AGREEMENT REGARDING THE CARE WE RECOMMEND, THE BENEFITS AND RISKS 

ASSOCIATED WITH THE CARE, ALTERNATIVES, AND THE POTENTIAL EFFECT ON YOUR HEALTH IF YOU CHOOSE NOT TO 

RECEIVE THE CARE.  

 

WE MAY CONDUCT SOME DIAGNOSTIC OR EXAMINATION PROCEDURES IF INDICATED. ANY EXAMINATIONS OR TESTS 

CONDUCTED WILL BE CAREFULLY PERFORMED BUT MAY BE UNCOMFORTABLE.  CHIROPRACTIC CARE CENTRALLY 

INVOLVES WHAT IS KNOWN AS A CHIROPRACTIC ADJUSTMENT. THERE MAY BE ADDITIONAL SUPPORTIVE PROCEDURES OR 

RECOMMENDATIONS AS WELL. WHEN PROVIDING AN ADJUSTMENT, WE USE OUR HANDS OR AN INSTRUMENT TO REPOSITION 

ANATOMICAL STRUCTURES, SUCH AS VERTEBRAE. POTENTIAL BENEFITS OF AN ADJUSTMENT INCLUDE RESTORING NORMAL 

JOINT MOTION, REDUCING SWELLING AND INFLAMMATION IN A JOINT, REDUCING PAIN IN THE JOINT, AND IMPROVING 

NEUROLOGICAL FUNCTIONING AND OVERALL WELL-BEING.  

 

IT IS IMPORTANT THAT YOU UNDERSTAND, AS WITH ALL HEALTH CARE APPROACHES, RESULTS ARE NOT GUARANTEED, AND 

THERE IS NO PROMISE TO CURE. AS WITH ALL TYPES OF HEALTH CARE INTERVENTIONS, THERE ARE SOME RISKS TO CARE, 

INCLUDING, BUT NOT LIMITED TO: MUSCLE SPASMS, AGGRAVATING AND/OR TEMPORARY INCREASE IN SYMPTOMS, LACK OF 

IMPROVEMENT OF SYMPTOMS, BURNS AND/OR SCARRING FROM ELECTRICAL STIMULATION AND FROM HOT OR COLD 

THERAPIES, INCLUDING BUT NOT LIMITED TO HOT PACKS AND ICE, FRACTURES (BROKEN BONES), DISC INJURIES, STROKES, 

DISLOCATIONS, STRAINS, AND SPRAINS. WITH RESPECT TO STROKES, THERE IS A RARE BUT SERIOUS CONDITION KNOWN AS 

AN “ARTERIAL DISSECTION” THAT TYPICALLY IS CAUSED BY A TEAR IN THE INNER LAYER OF THE ARTERY THAT MAY CAUSE 

THE DEVELOPMENT OF A THROMBUS (CLOT) WITH THE POTENTIAL TO LEAD TO A STROKE. THE BEST AVAILABLE SCIENTIFIC 

EVIDENCE SUPPORTS THE UNDERSTANDING THAT CHIROPRACTIC ADJUSTMENT DOES NOT CAUSE A DISSECTION IN A 

NORMAL, HEALTHY ARTERY. DISEASE PROCESSES, GENETIC DISORDERS, MEDICATIONS, AND VESSEL ABNORMALITIES MAY 

CAUSE AN ARTERY TO BE MORE SUSCEPTIBLE TO DISSECTION. STROKES CAUSED BY ARTERIAL DISSECTIONS HAVE BEEN 

ASSOCIATED WITH OVER 72 EVERYDAY ACTIVITIES SUCH AS SNEEZING, DRIVING, AND PLAYING TENNIS. ARTERIAL 

DISSECTIONS OCCUR IN 3-4 OF EVERY 100,000 PEOPLE WHETHER THEY ARE RECEIVING HEALTH CARE OR NOT. PATIENTS 

WHO EXPERIENCE THIS CONDITION OFTEN, BUT NOT ALWAYS, PRESENT TO THEIR MEDICAL DOCTOR OR CHIROPRACTOR 

WITH NECK PAIN AND HEADACHE. UNFORTUNATELY A PERCENTAGE OF THESE PATIENTS WILL EXPERIENCE A STROKE.  

 

THE REPORTED ASSOCIATION BETWEEN CHIROPRACTIC VISITS AND STROKE IS EXCEEDINGLY RARE AND IS ESTIMATED TO BE 

RELATED IN ONE IN ONE MILLION TO ONE IN TWO MILLION CERVICAL ADJUSTMENTS. FOR COMPARISON, THE INCIDENCE OF 

HOSPITAL ADMISSION ATTRIBUTED TO ASPIRIN USE FROM MAJOR GI EVENTS OF THE ENTIRE (UPPER AND LOWER) GI TRACT 

WAS 1219 EVENTS/ PER ONE MILLION PERSONS/YEAR AND RISK OF DEATH HAS BEEN ESTIMATED AS 104 PER ONE MILLION 

USERS.  

 



 

IT IS ALSO IMPORTANT THAT YOU UNDERSTAND THERE ARE TREATMENT OPTIONS AVAILABLE FOR YOUR CONDITION OTHER 

THAN CHIROPRACTIC PROCEDURES. LIKELY, YOU HAVE TRIED MANY OF THESE APPROACHES ALREADY. THESE OPTIONS 

MAY INCLUDE, BUT ARE NOT LIMITED TO: SELF-ADMINISTERED CARE, OVER-THE-COUNTER PAIN RELIEVERS, PHYSICAL 

MEASURES AND REST, MEDICAL CARE WITH PRESCRIPTION DRUGS, PHYSICAL THERAPY, BRACING, INJECTIONS, AND 

SURGERY. LASTLY, YOU HAVE THE RIGHT TO A SECOND OPINION AND TO SECURE OTHER OPINIONS ABOUT YOUR 

CIRCUMSTANCES AND HEALTH CARE AS YOU SEE FIT.  

 

I HAVE READ, OR HAVE HAD READ TO ME, THE ABOVE CONSENT. I APPRECIATE THAT IT IS NOT POSSIBLE TO CONSIDER 

EVERY POSSIBLE COMPLICATION TO CARE. I HAVE ALSO HAD AN OPPORTUNITY TO ASK QUESTIONS ABOUT ITS CONTENT, 

AND BY SIGNING BELOW, I AGREE WITH THE CURRENT OR FUTURE RECOMMENDATION TO RECEIVE CHIROPRACTIC CARE AS 

IS DEEMED APPROPRIATE FOR MY CIRCUMSTANCE. I INTEND THIS CONSENT TO COVER THE ENTIRE COURSE OF CARE FROM 

ALL PROVIDERS IN THIS OFFICE FOR MY PRESENT CONDITION AND FOR ANY FUTURE CONDITION(S) FOR WHICH I SEEK 

CHIROPRACTIC CARE FROM THIS OFFICE.  

 
PATIENT NAME: _________________________ SIGNATURE: _______________________   

DATE: ____________ 

 

PARENT OR GUARDIAN: _____________________  SIGNATURE: _______________________  DATE: ____________ 

 

WITNESS NAME: _________________________  SIGNATURE: _______________________  DATE: ____________ 

 

 


