





Have you had any significant change in weight or eating habits in the past year? If yes, please explain.

Would you like the doctor to discuss weight loss with you?  Yes No

Have you ever been to a Chiropractor before? If so, when was your last visit?

Has your mother or father been diagnosed with a significant iliness or disease? (E.g. cancer, diabetes,
etc)

Mother:

Father:










Patient’s Notice of Privacy Rights

As a patient of this practice, you have the right to privacy of your Personal Health Information,
and to know that such information shall be properly and securely maintained by this practice,
in accordance with our own policy and in compliance with the Health Information ’
Accountability and Portability Act of 1996 (HIPAA). HIPAA was enacted to give you, the ’

~ patient of a health care provider and covered under a health insurance claim, more control over
your health information, to set boundaries on the use and release of health records, establish
appropriate safeguards that health care providers and others must achieve to protect the
privacy of Personal Health Information, and to hold violators accountable, with appropriate
penalties for violation of a patient’s right to privacy.

AS A PATIENT OF THIS PRACTICE, YOU: |
1. You are entitled to an individually delivered, written notification of your Privacy Rights at
the time of your-first visit to this practice’s facility. The document you are reading is this notice.

" 2. You are entitled to see your medical records.

-

3. You are entitled to receive a copy of your medical records. (.Forms are available upon
request.) '

“ 4. You are entitled to make an-amendment to your patient health information within those
records. (Forms are available upon request.) As per allowance by HIPAA the charge will

be OO per page.

5. While the doctor has a right to deny inclusion of amendments into a patient file, you have the
right to disagree with the doctor’s refusal of such inclusion of amendment ta those records.
(Forms are available upon request.) If the doctor disagrees, he shall supply you with written
notification of such disagreement.

6. The doctor has a right to a rebuttal to the patient’s disagreement. But any time a file is sent.
out of the office, a copy of that rebuttal must be included in the file.

7. You have the right to specify how access to your health information is restricted and from
whom.

8. You have the right to indicate the methoed, phone numbers and addresses to which telephonic
“and written communications to you shall be sent. ‘

9. All covered entities under HIPAA, such as this practice or other health care providers, or -
business associates such as billing companies or claims administrators, as are designated by the
HIPAA Privacy Rule, and with whom this practice must work on your behalf from the
stan_dpoint of effective treatment or billing of medical services and administration of such
services, shall be part of a “chain of trust” under applicable Business Associate Agreements
whenever applicable with those parties. This means those parties are bound to maintain the
same privacy and security of your health information, as are we. :

10. No personal health information shall be given out to any entity not related to your treatment
and billing of medical services rendered, without your written authorization, excépt as covered
under applicable law. You have a right to receive upon request, an accounting of any disclosure
~ of personal health information not made for treatment, reimbursement or administrative



purposes as described above, or otherwise excepted by law.

11. You are entitled to this practice’s best efforts to maintain the security of Personal Health
Information on your behalf within and outside this office.

12. This practice shall provide Personal Health Information to required parties on the basis of
the minimum necessary standard of release (releasing only that information necessary for those
parties to provide treatment, reimbursement, or administrative services on your behalf), and so
as to maintain the intent of HIPAA in establishing that standard.

13. You have the right to inquire of this office and gain correct and appropriate answers to any
questions regarding your privacy rights at any time, consistent with those rights as covered by
HIPAA.

14. You have the right contact the Department of Health and Human Services, Office of Civil
Rights, which administrates HIPAA, with questions or to file a complaint toll free: 1-877-696-

6775 or E-Mail: www.hhs/gov/ocr



EXUM

Patient’s Affirmation of Receipt of Patient’s IR OPEACTIC

Notice of Privacy Rights CLINIC, D.A.

I hereby acknowledge receipt of this office’s Patient’s Notice of
Privacy Rights, provided on my behalf and in accordance with law,

and have read and understand my rights to privacy and security of
Personal Health Information, as a patient of this practice.

Affirmed,

Patient Name Printed -  Patient Signature

DR. DANIEL B. MOROFF
AND ASSOCIATES

3541 Edgewater Drive

Oriando, FL 32804
407/423-0038
FAX: 407/849-6084




Exum Chiropractic Clinic, P.A
3541 Edgewater Dr
Orlando, F1. 32804

In order to protect you, the patient, we need to be
assured that if the doctor orders X-Rays, there is no possibility of
pregnancy.

Please check on of the following:

There is a possibility of my being pregnant.

There is no possibility of my being pregnant.

Patient signature Date





