ANDERSON CHIROPRACTIC
Health Insurance Portability and Accountability Act of 1996

(HIPPA)

Signature Page

I am fully aware of the HIPPA Act and waive my rights to receive and read the notice of health information practices and policies supplied by Anderson Chiropractic.

I authorize Anderson Chiropractic to use and discuss my health information in the manner described in the HIPPA Act.  I have no specific exceptions for Anderson Chiropractic’s use of my health information.

Patient Signature ______________________________________________
____________











Date

Patient Name Printed ___________________________________________    

-OR-

This notice is effective as of _____/_____/_____.  These authorizations will expire seven (7) years after the day on which you last received services from Anderson Chiropractic.
I have received and read a copy of the following authorizations:


1.  Notice of privacy practices.


2.  Appointment reminders and health care information authorization.


3.  Consent for use or disclosure of health information.


4.  Fund raising authorization.


5.  Marketing authorization.

I authorize you to use or disclose my health information in the manner described above.  Please list and notate any exceptions:

I acknowledge that I have received, read and accept a copy of the HIPPA.

Patient Signature ______________________________________________
____________











Date

Patient Name Printed ___________________________________________ 
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