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Patient Acknowledgement and Receipt of Notice of Privacy Practices Pursuant to HIPAA and Consent for Use of Health Information 
Patient Name: _________________________ Date: _______________ 
The undersigned does hereby acknowledge that he or she has received a copy of this office’s Notice of Privacy Practices Pursuant to HIPAA and has been advised that a full copy of this office’s HIPAA Compliance Manual is available upon request. 
The undersign does hereby consent to the use of his or her health information in a manner consistent with the Notice of Privacy Practices Pursuant to HIPAA, the HIPAA Compliance Manual, State law and Federal Law. 
By____________________________________ 
       Patient’s Signature 


Consent for Treatment and Examination 
Assignment & Release - By signing below, I authorize Columbia Chiropractic Center to release medical records required by my insurance company(s). I authorize my insurance company(s) to pay benefits directly to Columbia Chiropractic Center and I agree that a reproduced copy of this authorization will be as valid as the original. I understand that I am responsible for any amount not covered by my insurance, or any amount for a patient for which I am the guarantor. I agree that I will be responsible for any collection agency or attorney fees incurred. I understand that by signing below, I am giving written consent for the use and disclosure of protected health information for treatment, payment, and health care operations. 

By signing below, I give my informed consent for examination and the performance any tests or procedures needed. If patient is a minor, by signing I give consent for examination, tests and procedures for the above minor patient


By____________________________________ 
       Patient’s Signature 




[image: A questionnaire with question marks

Description automatically generated]












image1.png
Veeging Coumbin. Moving,




image2.emf



C ol um bi a  
 Chiropractic Center











image3.png
europathy Questionnaire

Name: Phone: (__)
Please Check All That Apply:

ONumbness oTingling oBalance Problems
ONeck Pain Mid-Back Pain oLow Back Pain
OAm Pain 0 Leg Pain o Painful Hands

Which of the above is the most annoying, frustrating, painful or concerning?

oPainful Feet

Please Check All That Apply:
o Diabetic

o Chemotherapy or radiation treatment in the past

o Prior Neck/Back Surgery

0 Autolmmune Disorder (Lyme, Lupus, Etc.)

o Kidney/Liver Disease

o Knee Replacement(s)

o Have a heart/cireulatory issue and taking medications for
o Diagnosed with peripheral neuropathy

0 Told by a doctor that nothing could be done

How long have you suffered with this?
How many doctors have you seen for this/these issue(s)?.
Are you currently under treatment for this/these condition(s)?

If Yes, what kind of treatment?.

On a 0-10 scale, if we could help you, how serious are you to fix the problem and not just medicate?

0-1-2-3-4-5-6-7-8-9-10




