HOFFMANN SPORT & SPINE THERAPY
Patient Name: Please print
PRIVACY NOTICE ACKNOWLEDGEMENT
We are very concerned with protecting your privacy, especially in matters that concern your personal health information.  In accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), we are required to supply you with a copy of our privacy policies and procedures.  We encourage you to read this document carefully.  It outlines the use and limitations of the disclosure of your health information and your rights as a patient.  If you ever have any questions or concerns regarding the use or disclosure of your personal health information, please contact our Privacy Officer.
I acknowledge that I have received a copy of Hoffmann Sport & Spine Therapy Notice of Privacy Practices.
Signature of patient or personal representative

Name




Date

Description of the authority to act on behalf of the patient
Informed Consent to Chiropractic Treatment

I understand and I am informed that in the practice of chiropractic, as in all forms of health care, there are some inherent risks to treatment including, but not limited, to muscle strains and sprains, disc injuries, fractures and vascular injuries.  

While these are rare, I do not expect the doctor to be able to anticipate and explain all risks and complications.  I wish to rely on the doctor(s) to exercise judgment during the course of the procedure, which the doctor(s) determines, based on clinical evidence and the facts made known to the doctor(s) by me or my personal representative, are in my best interest.  

I hereby request and consent to the delivery of chiropractic adjustments and other chiropractic procedures including radiography (X-ray), extremity adjustments and various modes of physical therapy  by Dr. Aaron M. Hoffmann.  I have the right to refuse any and all treatment.  I understand that I will make known to Dr. Aaron M. Hoffmann, in writing, any such refusal.    

I intend this consent form to cover the entire course of treatment for my present condition and for any future conditions for which I seek treatment.

________________________________________________________________________________________________Signature of patient or personal representative   

Name




Date
________________________________________________________________________________________________

Description of the authority to act on behalf of the patient

