- Welcome

Personal profile

Name - Social Security # - R
Address § City S State e Bl e
Home Telephone ( ) Work Telephone( ) el
E-mail | Cell # ( y -
Age  Birthdate Number of Children and Ages

Occupation ~ Business Name 3

Business Address/City/State/Zip _ _ I
Business Phone( Yo Marital Status: M S W D Spouse'sName ___ =
Spouse's Occupation Referred By ____ o

In case of emergency, contact . at ( ) . S——
Have you ever been under chiropractic care before? QYes UNo

If yes, when was your last adjustment?

Background

Why have you consulted us today?

What attempts at self-care have you made to this point?

List all surgical operations and years

Do you have any medically diagnosed conditions? OYes QONo If yes, what are they?

What health care practitioner(s) have you consulted for these problems?

Are you taking any medications at this time? QYes O No If yes, please list

Women

Do you have any reason to believe you may be pregnant? QOYes No QDon't know

1174 Fischer Blvd., Toms River, NJ 08753
@) 732-929-3322 - 732-929-1795 fax

Sasso Family Chiropractic Center DrDaria@SassoChiro.com * DrJoe@SassoChiro.com




Have you ever been in an accident? O Work QAuto WOther QONone

Please list date(s) and nature of accident(s)

Have you had any other personal injury or accident? OYes UNo If yes, please describe and give dates

Work History

Job description: ____

Publication/Photo/Video Consent

May we have your permission to use your name, testimonial or photo in our office newsletter? This information will be

used to promote the expansion of chiropractic. QYes Q No

Communication Style (Please choose one)

1. | remember important things in my life by:
QWhat | see QWhat | hear QWhat | feel
2. The primary reason | brush my teeth is to:
OAvoid tooth decay and gum disease OMake sure | have healthy teeth and gums
3 When | make a decision, | generally:
QGather facts and weigh the evidence (An) QOMake the right choice instantly (Dr)
QConsult my friends and family (Am) QDepends on how | “feel” about it (Ex)

| clearly understand and agree that | am personally responsible for payment for all
services rendered to me and/or my family. | also understand that if | suspend or
terminate my care, any outstanding fees will be immediately due and payable.

Patient's Signature Date

Guardian or Spouse's Signature ___ S.S#
Doctor's Signature

Rev.08/2013



STRAIGHT CHIROPRACTIC TERMS OF ACCEPTANCE

When an individual seeks straight chiropractic care, and when a straight chiropractor accepts an
individual for such care, it is vital that they be seeking and working for the same goal.

Straight chiropractic has only one goal. It is, therefore, essential that the practice member understands
the goal and the means that will be used to attain it. In this way, there will be no confusion,
misunderstanding and/or disappointment concerning your care in this office.

Our only goal in this office is to keep your body free from vertebral subluxations. A vertebral subluxation
is a misalignment of one or more vertebrae which alters nerve function. This results in a lessening of your
body's ability to function as best it can. Vertebral subluxation results in a decreased human potential
which straight chiropractors call a state of dis-ease or simply, a lack of harmony in the body.

We correct vertebral subluxations because we know that every person functions better under every
circumstance when free from vertebral subluxations.

Patients usually want to get rid of whatever ailments or conditions are bothering them. However worthy a
goal this may be, it is not the goal of straight chiropractic. We do not offer a medical diagnosis, treatment
or cure for disease. ‘

If, during our straight chiropractic analysis, we recognize an unusual finding that is outside the scope of
straight chiropractic practice, we will:

1 inform you immediately of the existence of the finding
2. record the existence of the finding
8. inform you that it is outside the scope of straight chiropractic practice to diagnose, prognose, treat

or offer advice concerning non-chiropractic findings

This does not rule out your continuing straight chiropractic care if, in our opinion, it remains safe and in
your best interest. Straight chiropractic is not a replacement or alternative to medical or any other type of
health care just as other types of health care are not replacements or alternatives to straight chiropractic
care.

To allow for safe and competent straight chiropractic care, we wish to maintain current records of any
ilinesses, surgeries, accidents or other injuries. It is your responsibility to provide all information
necessary to update these records.

I/We
undertake straight chiropractic care for ourselves and our family with the acknowledgment and
acceptance of the provisions of the above Terms of Acceptance.

Patient(s)

Witness

Date

Sasso Family Chiropractic Center 1174 Fischer Blvd., Toms River, NJ 08753
732-929-3322 sassochiro@gmail.com  www.sassochiro.com




PATIENT AUTHORIZATION FORM

Authorization to Release Information to Family Members

Many of our practice members allow family members such as their spouse, significant other, parents or children
to call and request the results of tests, procedures and financial information. Under the requirements for HIPAA,
we are not allowed to give this information to anyone without the patient’s consent. If you wish to have your
personall health information, any diagnostic test results and/or financial information released to any family
members, you must sign this form.

You have the right to revoke this consent, in writing, except where we have already made disclosures in reliance
on your prior consent.

| authorize SASSO FAMILY CHIROPRACTIC CENTER to release my records
and any information requested to the following individuals

1. Relationship Phone #
2. Relationship Phone #
Patient name (print) Date

Patient signature

Athorization Regarding Messages
(please check all that apply)
| authorize SFCC to leave a detailed message on my home or cell number regarding appointments

| authorize SFCC to leave a detailed message on my home or cell number regarding chiropractic care,
test results or financial information

| authorize SFCC to leave a message with anyone who answers the phone

Messages may only be left with

Sasso Family Chiropractic Center
1174 Fischer Blvd.
Toms River, NJ 08753
www.sassochiro.com
732-929-3322

Patient authorization form.pmd



Sasso Family Chiropractic Center
Consent for Purposes of Treatment, Payment & Healthcare Operations

In this document, “I” and “my” refer to the patient,
and “Chiropractor” refers to Sasso Family Chiropractic Center.

| consent to the use or disclosure of my protected health information by Chiropractor for the purpose
of analyzing, diagnosing or providing treatment to me, obtaining payment for my health care bills or to
conduct health care operations of Chiropractor. | understand that analysis, diagnosis or treatment of
me by Chiropractor may be conditioned upon my consent as evidenced by my signature below. |
understand that with Chiropractor's use of semi-open adjusting rooms, my adjustment may be
incidentally observed and that conversations may incidentally be overheard.

| understand | have the right to request a restriction as to how my protected health information is used
or disclosed to carry out treatment, payment or healthcare operations of the practice. Chiropractor is
not required to agree to the restrictions that | may request. However, if Chiropractor agrees to a
restriction that | request, the restriction is binding on Chiropractor. | have the right to revoke this
consent, in writing, at any time, except to the extent that Chiropractor has taken action in reliance on
this Consent.

My "protected health information" means health information, including my demographic information,
collected from me and created or received by Chiropractor, any covering chiropractor, another health
care provider, a health plan, my employer, chiropractic student or a health care clearinghouse. This
protected health information relates to my past, present or future physical or mental health or
condition and identifies me, or there is a reasonable basis to believe the information may identify me.

| have been provided with a copy of the Notice of Privacy Practices of Chiropractor and understand
that | have a right that Notice's Notice of Privacy Practices prior to signing this document. The Notice
of Privacy Practices describes the types of uses and disclosures of my protected health information
that will occur in my treatment, payment of my bills or in the performance of health care operations of
Chiropractor.

The Notice of Privacy Practices for Chiropractor is also posted in the waiting room at 1174 Fischer
Blvd., Toms River, NJ 08753.

This Notice of Privacy Practices also describes my rights and duties of the Chiropractor with respect
to my protected health information.

Chiropractor reserves the right to change the privacy practices that are described in the Notice of
Privacy Practices. | may obtain a revised notice of privacy practices by calling the office of
Chiropractor and requesting a revised copy be sent in the mail or asking for one at the time of my
next visit.

Signature of Patient or Personal Representative Printed Name of Patient

Date of Signing Description of Personal Representative’s Authority

C:\My Documents\HIPAA-Consent.doc



Sasso Family Chiropractic Center Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed
and how you can get access to this information. 45 CFR 164.520.

It is effective April 14, 2003, and applies to all protected health information contained in your health records maintained by us. We
have the following duties regarding the maintenance, use and disclosure of your health records:

(1) We are required by law to maintain the privacy of the protected health information in your records and to provide you
with this Notice of our legal duties and privacy practices with respect to that information.

(2) We are required to abide by the terms of this Notice currently in effect.

(3) We reserve the right to change the terms will use or disclose only the minimum amount of information necessary from
your medical records to accomplish the intended purpose of the disclosure

We will attempt in good faith to obtain your signed Acknowledgement that you received this Notice to use and disclose your
protected health information for the following purposes. These examples are not meant to be exhaustive, but to describe the
types of uses and disclosures that may be made by our office once you have provided Consent.

Treatment: We will use your health information to make decisions about the provision, coordination or management of your
healthcare, including analyzing or diagnosing your condition and determining the appropriate course of care. It may also be
necessary to share your health information with another health care provider whom we need to consult with respect to your care.
These are only examples of uses and disclosures of your protected health information for purposes that may or may not be
necessary in your case.

Payment: We may need to use or disclose information in your health record to obtain reimbursement from you, from your health-
insurance carrier, or from another insurer for our services rendered to you. This may include determinations of eligibility or
coverage under the appropriate health plan, pre-certification and pre-authorization of services or review of services for the
purpose of reimbursement. This information may also be used for billing, claims management and collection purposes, and
related healthcare data processing through our system.

Operations: Your health records may be used in our business planning and development operations, including improvements in
our methods of operation, and general administrative functions. We may also use the information in our overall compliance
planning, healthcare review activities, and arranging for legal and auditing functions.

There are certain circumstances under which we may use or disclose your health information without first obtaining your
Acknowledgement or Authorization. Those circumstances generally involve public health and oversight activities, law-
enforcement activities, judicial and administrative proceedings, and in the event of death. Specifically, we may be required to
report to certain agencies information concerning certain communicable diseases, sexually transmitted diseases or HIV/AIDS
status. We may also be required to report instances of suspected or documented abuse, neglect or domestic violence. We are
required to report to appropriate agencies and law-enforcement officials information that you or another person is in immediate
threat of danger to health or safety as a result of violent activity. We must also provide health information when ordered by a court
of law to do so.

At our office we may

Send Welcome letters

Send Thank You letters to the person(s) who referred you to our office

Send Holiday, special occasion, condolence cards or letters

Will call you at home or work regarding your care and/or missed appointments or reminders. If you are not at

home to receive our call concerning missed appointments or reminders, a message may be left on your

answering machine.

 Utilize semi-open adjusting rooms. Accordingly, your adjustment may be incidentally observed and conversations
may be incidentally overheard.

e Send occasional e-mail communications to some or all practice members which may be general in nature
(changes in office hours, general chiropractic information, etc.) or may be sent only to you, the individual practice
member, and may contain information regarding the specifics of your care and/or finances. Your e-mail address
will not be shared with anyone.

e Wil ask your permission to use your picture and/or testimony to promote our office in our newsletter and on our
web page. You are free to decline either or both.

If you do not want any of the previous listed courtesy service, please advise us in writing.

Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a relative, a close friend
or any other person you identify, your protected health information that directly relates to that person’s involvement in your health
care. If you are unable to agree or object to such a disclosure, we may disclose such information as necessary if we determine



1
that it is in your best interest based on our professional judgment. We may use or disclose protected health information to notify
or assist in notifying a family member, personal representative or any other person that is responsible for your care of your
location, general condition or death. Finally, we may use or disclose your protected health information to an authorized public or
private entity to assist in disaster relief efforts and to coordinate uses and disclosures to family or other individuals involved in your
healthcare.

Communication Barriers and Emergencies: We may use and disclose your protected health information if we attempt to obtain
consent from you but are unable to do so because of substantial communication barriers and we determine, using professional
judgment, that you intend to consent to use or disclosure under the circumstances. We may use or disclose your protected health
information in an emergency treatment situation. If this happens, we will try to obtain your consent as soon as reasonably
practicable after the delivery of treatment. If we are required by law or as a matter of necessity to deliver care to you, and we
have attempted to obtain your consent but have been unable to obtain your consent, we may still use or disclose your protected
health information to treat you.

Except as indicated above, your health information will not be used or disclosed to any other person or entity without your specific
Authorization, which may be revoked at any time. In particular, except to the extent disclosure has been made to governmental
entities required by law to maintain the confidentiality of the information, information will not be further disclosed to any other
person or entity with respect to information concerning mental-health treatment, drug and alcohol abuse, HIV/AIDS or sexually
transmitted diseases that may be contained in your health records. We likewise will not disclose your health-record information to
an employer for purposes of making employment decisions, to a liability insurer or attorney as a result of injuries sustained in an
automobile accident, or to educational authorities, without you written authorization.

You have certain rights regarding your health record information, as follows:

(1) You may request that we restrict the uses and disclosures of your health record information for care, payment and
operations, or restrictions involving your care or payment related to that care. We are not required to agree to the
restriction; however, if we agree, we will comply with it, except with regard to emergencies, disclosure of the information to
you, or if we are otherwise required by law to make a full disclosure without restriction

(2) You have a right to request receipt of confidential communications of your health care information by an alternative
means or at an alternative location. If you require such an accommodation, you may be charged a fee for the
accommodation and will be required to specify the alternative address or method of contact and how payment will be
handled.

(3) You have the right to inspect, copy and request amendments to you health records. We have 30 days to respond.
Access to your health records will not include psychotherapy notes contained in thém, or information compiled in
anticipation of or for use in a civil, criminal or administrative action or proceeding to which your access is restricted by law.
We will charge fee of $2.00 per page for providing a copy of your health records, or a summary of those records, at your
request, which includes the cost of copying, postage, and preparation or an explanation or summary of the information.

(4) All requests for inspection, copying and/or amending information in your health records, and all requests related to
your rights under this Notice, must be made in writing and addressed to Dr. Joseph P. Sasso, Privacy & Security Officer at
our address

(5) You have a limited right to receive an accounting of all disclosures we make to other persons or entities of your health
information except for disclosures required for treatment, payment and healthcare operations, disclosures that require an
Authorization, disclosure incidental to another permissible use or disclosure, and otherwise as allowed by law. We will not
charge you for the first accounting in any twelve-month period; however, we will charge you a reasonable fee for each
subsequent request for an accounting within the same twelve-month period.

(6) If this notice was initially provided to you electronically, you have the right to obtain a paper copy of this notice and to
take one home with you if you wish.

You may file a written complaint to us or to the Secretary of Health and Human Services if you believe that your privacy rights with
respect to confidential information in your health records have been violated. All complaints must be in writing and must be
addressed to Dr. Joseph P. Sasso, Privacy & Security Officer (in the case of complaints to us) or to the person designated by the
U.S. Department of Health and Human Services if we cannot resolve your concerns. You will not be retaliated against for filing
such a complaint. More information is available about complaints at the government’s web site, http:/www.hhs.gov/ocr/hipaa.

All questions concerning this Notice or requests made pursuant to it should be addressed to:

DR. JOSEPH P. SASSO, PRIVACY & SECURITY OFFICER
Sasso Family Chiropractic Center,
1174 Fischer Blvd., Toms River, NJ 08753
732-929-3322
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