COME TO ME EARLY CHIROPRACTIC PLLC
151-05 Cross Island Parkway
Whitestone, NY 11357

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

PLEASE REVIEW IT CAREFULLY.

In the course of your care as a patient at CTME
Chiropractic, PLLC . we may use or disclose
personal and health related information about you in
the following ways:

e Your protected health information, including
your clinical records, may be disclosed to
another health care provider or hospital if it
is necessary to refer you for further
diagnosis, assessment or treatment.

e Your health care records as well as your
billing records may be disclosed to another
party, such as an insurance carrier, an
HMO, a PPO, or your employer, if they are
or may be responsible for the payment of
services provided to you.

e Your name, address, phone number, and
your health care records may be used to
contact you regarding appointment
reminders, information about alternatives to
your present care, or other health related
information that may be of interest to you.

You have a right to request restrictions on our use of
your protected health information for treatment,
payment and operations purposes. Such requests
are not automatic and require the agreement of this
office.

Your name, address, telephone number, e-mail
address and health records may be used to contact
you regarding appointment reminders, information
about alternatives to your present care, or other
health related information that may be of interest to
you.

If you are not home to receive an appointment
reminder or other related information, a message
may be left on your answering machine or with a
person in your household. You have a right to
confidential communications and to request
restrictions relative to such contacts. You also have
the right to be contacted by alternative means or at
alternative locations.

We are permitted and may be required to use or
disclose your health information without your
authorization in these following circumstances:

e If we provide health care services to you in
an emergency.

+ |If we are required by law to provide care to
you and we are unable to obtain your
consent after attempting to do so.

e |If there are substantial barriers to
communicating with you, but in our
professional judgment we believe that you
intend for us to provide care.

e |f we are ordered by the courts or another
appropriate agency.

You have a right tc receive an accounting of any
such disclosures made by this office.

Any use or disclosure of your protected health
information, other than as outlined above, will only
be made upon your written authorization. If you
provide an authorization for release of information
you have the right to revoke that authorization at a
later date.

Information that we use or disclose based on this
privacy notice may be subject to re-disclosure by the
person to whom we provide the information and may
no longer by protected by the federal privacy rules.

We normally provide information about your health
to you in person at the time you receive chiropractic
care from us. We may also mail information to you
regarding your health care or about the status of
your account. If you would like to receive this
information at an address other than your home or, if
you would like the information in a specific form,
please advise us in writing as to your preferences.

We are required by state and federal law to maintain
the privacy of your patient file and the protected
health information therein. We are also required to
provide you with this notice of our privacy practices
with respect to your health information. We are
further required by law to abide by the terms of this
notice while it is in effect.



We reserve the right to alter or amend the terms
of this privacy notice. If changes are made to our
privacy notice we will notify you in writing as soon
as possible following the changes. Any changes
in our privacy notice will apply for all of your
health information in our files.

If you have a complaint regarding our privacy
notice, our privacy practices or any aspect of our
privacy activities, you should direct your
complaint to:

Department of Health and Human Services
200 Independence Ave. SW

If you would like further information about our
privacy policies and practices, please contact

Dr. C. Singh

You also have the right to lodge a complaint with
the secretary of the Department of Health and
Human Services. If you choose to lodge a
complaint with this office or with the Secretary,
your care will continue and you will not be
disadvantaged by this office or our staff in any
manner whatsoever.

Washington, D.C. 20201

"Appointment reminders and private health information will be communicated to you only in
the manners in which you have given specific written authorization and you have the option to
opt out of any of those methods at any time by notifying our office. Email and standard
SMS/text messaging are not confidential methods of communication and may be insecure."

", , hereby consent and state my preference to have

staff members of Come To Me Early Chiropractic P LLC communicate with me by email or
standard SMS/text messaging, in addition to or to replace leaving phone messages, regarding
various aspects of my health care, which may include, but shall not be limited to, test results,
appointments, and billing. |1 understand that email and standard SMS/text messaging are not
confidential methods of communication and may be insecure. | further understand that, because
of this, there is a risk that email and standard SMS/text messaging regarding my medical care
might be intercepted and read by a third party.

| give my permission to leave both appointment reminders AND my private health information
at the following (please fill-in the ones you agree to):

Phone:

Signature:




COME TO ME EARLY CHIROPRACTIC LPPC
151-05 Cross Island Parkway
Whitestone, NY 11357

Terms of Acceptance

In order to provide for the most effective hedling environment, the most effective application of
chiropractic procedures and the strongest possible doctor-patient relationship, it is our wish to provide
each patient with a set of parameters and declarations that will facilitate the goal of optimum health
through chiropractic.

To that end, we ask that you acknowledge the following points regarding chiropractic care and the
services that are offered through this clinic.

A.

Chiropractic is a very specific science, authorized by law to address spinal health concerns and
needs. Chiropractic is a separate and distinct science, art and practice. It is not the practice of
medicine.

Chiropractic seeks to maximize the inherent healing power of the human body by restoring
normal nerve functions through the adjustment of spinal subluxation(s). Subluxations are
deviations from the normal spinal structures and configurations that interfere with normal nerve
processes.

The chiropractic adjustment process, as defined in the law of this jurisdiction involves the
application of a specific directional thrust to a region or regions of the spine with the specific
intent of re-positioning misaligned spinal segments. This is a safe, effective procedure applied
over one-million times each day by doctors of chiropractic in the United States alone.

A thorough chiropractic examination and evaluation is part of the standard chiropractic
procedure. The goal of this process is to identify any spinal health problems and chiropractic
needs. If, during this process, any condition or question outside the scope of chiropractic is
identified, you will receive a prompt referral to an appropriate provider or specialist, according
to the initial indications of the need.

Chiropractic does not seek to replace or compete with your medical, dental or other type(s) of
health professionals. They retain responsibility for the care and management of medical
conditions. We do not offer advice regarding treatment prescribed by others.

Your compliance with care plans, home and self-care, etc., is essential to maximum healing and
optimal health through chiropractic.

. We often do not know exactly what your insurance company will pay until you receive

payment. Please understand that your insurance is an agreement between you and your
insurance company and all services rendered to you are ultimately your responsibility.

We invite you to speak frankly to the doctor on any matter related to your care at this facility, its
nature, duration or cost in what we work to maintain as a supporting, open environment.

have read and fully understand the above statements.

(print name)

All questions regarding the doctor's objective pertaining to my care in this office have been answered
to my satisfaction. | therefore accept chiropractic care on this basis.

(Signature) (Date)



Informed Consent For Chiropractic Care

All hospitals and most health care physicians now require informed consent forms to be
completed to make patients aware of all the factors related to treatment. We take the same
approach in our office. Chiropractic care, like all forms of health care, while offering
considerable benefit may also provide some level of risk. This level of risk is most often very
minimal, yet in rare cases injury has been associated with chiropractic care. The types of
complications that have been reported secondary to chiropractic care include sprain/strain
injuries, irritation of a dise condition, and rarely, fractures. One of the rarest complications
associated with chiropractic care, occurring at a rate between one instance per one million to
one per two million cervical spine (neck) adjustments may be a vertebral artery injury that could
lead to stroke.

Prior to receiving chiropractic care in this Chiropractic office, a health history and physical
examination will be completed. These procedures are performed to assess your specific
condition, your overall health and, in particular, your spinal health. These procedures will assist
us in determining if chiropractic care is needed, or if any further examinations or studies are
needed before treatment. In addition, they will help us determine if there is any reason to
modify your care or provide you with a referral to another health care provider. All relevant
findings will be reported to you along with a care plan to help you become healthier prior to
beginning care.

I understand and accept that there are risks associated with chiropractic care and give my
consent to the examinations that the doctor deems necessary, and to the chiropractic care
including spinal adjustments, as reported following my assessment.

Patient Name (printed) Relationship to patient

Patient or legal Guardian Signature Date

Witness Signature (office staff) Date



