CORNERSTONE FAMILY CHIROPRACTIC

1600 TOWN COMMONS DR. SUITE 104
 HOWELL, MI 48855 
517-540-6780

INFORMATION FORM

THE PERSON IDENTIFIED AUTHORIZES KEN RAKOWICZ, D.C.,P.C. TO USE AND/OR DISCLOSE PROTECTED HEALTH INFORMATION IN ACCORDANCE WITH THE FOLLOWING:

1. I give permission to Ken Rakowicz, D.C. to use my address, phone number, and records to contact me with reservation reminders, missed reservations, and greeting cards, as well as information about chiropractic care.

2. If Ken Rakowicz, D.C. contacts me by phone, I give him permission to leave a phone message on my answering machine or voice mail.

3. I give Ken Rakowicz, D.C. permission to adjust me in an open room where other people are also being adjusted.  I am aware that other persons in the office may overhear some of my health information during the course of care.  Should I need to speak with Ken Rakowicz, D.C. at any time in private, the staff will provide a room for these conversations.  I also consent to signing the sign-in sheet at every visit and understand that others may view it.

4. If you have insurance benefits and elect to use these benefits, we will use your information to process your insurance claims electronically, by fax, or by mail.  The following release gives permission to use your information to process your claim.  I also authorize payment of medical benefits to Cornerstone Family Chiropractic for services rendered.
5. I give permission to Ken Rakowicz, D.C. to use my name in marketing/advertising pieces.

EXPIRATION

This authorization is effective as of ________________________.  This notice, and any alterations or amendments made heretofore will expire seven years after the date upon which the record was created.

RIGHT TO REVOKE AUTHORIZATION

You have the right to revoke this AUTHORIZATION, in writing, at any time.  However, your written request to revoke this AUTHORIZATION is not effective to the extent that we have provided services or taken action in reliance on your authorization.  You may revoke this AUTHORIZATION by mailing or hand delivering a written notice to Cornerstone Chiropractic.  The written notice must contain the following information:
· Your name, social security number, and date of birth

· A clear statement of your intent to revoke this AUTHORIZATION

· The date of your request and your signature

You have the right to refuse to sign this AUTHORIZATION.  If you refuse to sign this AUTHORIZATION, Ken Rakowicz, D.C. will still provide service to you.

Signature  _____________________________________________________ Date  _________________

If a minor, or represented by another party

Signature of Personal Representative  ________________________________ Date  _________________
