
Murfreesboro Family Chiropractic Rehabilitation, PLLC.

Patient Information Form
Please Print

Full Name / /

Language American Indian or Alaska Native Asian

Ethnicity Black or African American White

Native Hawaiian or Other Pacific Islander

Date of Birth / / Sex: Male Female Social Security #

Home Address

Preferred Method of Contact Home Phone Mobile Phone Email Letter

Home Phone ( ) Work Phone ( ) ( )

Home Email Fax # ( )

Student Employed Unemployed

Employer/School

Single Married Divorced Widowed Separated

Spouse's Full Name Date of Birth / /

Spouse's Social Security # Spouse's Work Phone ( )

Spouse's Employer

Primary Care Physician Office # ( )

I have read and understand the foregoing.

Signed Date / /

I understand it is my responsibility to fill out my case history completely and to the best of my knowledge, and to inform 

the doctor of any information that is not listed on my case history.  I also understand that it is my responsibility to inform 

the doctor of any changes that may occur once I have filled out that information.  I authorize Preston Murfreesboro Family 

Chiropractic & Rehabilitation, PLLC to treat me.

Patient Information

Consent for Treatment

Date

Race

Mobile Phone

City

Not Hispanic or Latino

Hispanic or Latino

State Zip Code

If yes, please list name

I request and consent to the performance of chiropractic, examination, adjustment/manipulation and any and all other 

chiropractic procedures permitted by our State law, including medical records review, various modes of physiotherapy and 

necessary diagnostic x-rays on myself (or on the patient named below, for whom I am legally responsible) by any of the treating 

doctors of chiropractic on staff and/or any licensed chiropractor deemed appropriate by the office.  I understand that results of 

treatment are not guaranteed.  I further understand and am informed that, as in the practice of medicine, in the practice of 

chiropractic there are risks associated with treatment, although rare, including, but not limited to, fracture, disc injuries, strokes, 

dislocations, strains, and worsening symptoms.  I do not expect the doctor to be able to anticipate and explain all risks and 

complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at 

the time, based on the facts then known, and is in my best interest.  This consent form covers the entire course of treatment for 

my present condition and for any future conditions(s) for which I seek treatment.

Were you referred by a patient? Yes No

Street
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HIPPA Notice of Privacy of Practices

Murfreesboro Family Chiropractic and Rehabilitation
1132 West Clark Blvd. Suite C
Murfreesboro, TN 37129

615-890-1189

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW

YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out

treatment, payment, or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes

your rights to access and control your protected health information. “Protected health information” is information about you,

including demographic information that may identify you and that relates to your past, present, or future physical or mental health

or condition and released healthcare services.

1.Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information: Your protected health information may be used and disclosed by your

physician, our office staff, and others outside of our office that are involved in your care and treatment for the purposes of providing

healthcare services to you, to pay your healthcare bills, to support the operation of the physician’s practice, and any other use

requested by law.

Treatment:We will use and disclose your protected health information to provide, coordinate, or manage your healthcare and any

related services. This includes the coordination or management of your healthcare with a third party. For example, we would

disclose your protected health information, as necessary, to a home health agency that provides care for you. For example, your

protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the

necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your healthcare services. For example,

obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to

obtain approval for the hospital admission.

Healthcare Operations:We may use or disclose, as needed, your protected health information in order to support the business

activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee review

activities, training medical students, licensing, and conducting or arranging for other business activities. For example, we may

disclose your protected health information to medical school students that see patients at our office. Inc addition, we may use a

sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call you by

name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information, as

necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These situations

include as Required By Law, Public Health issues as required by law. Communicable Diseases: Health Oversight: Abuse or Neglect:

Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation:

Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation: Inmates: Required Uses and Disclosures:

Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human

Services to investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and DisclosuresWill Be Made Only With Your Consent, Authorization or Opportunity to Object

unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has

taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights: Following is a statement of your rights with respect to your protected health information.



You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy

the following records: psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or

administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health

information.

You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose

any part of your protected health information for the purposes of treatment, payment, or healthcare operations. You may also

request that any part of your protected health information not be disclosed to family members or friends who may be involved in

your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction

requested and to whom you want the restrictions to apply.

Your physician is not required to agree to restriction that you may request. If a physician believes it is in your best interest to permit

use and disclosure of your protected health information, your protected health information will not be restricted. You then have the

right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location.

You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice

alternatively i.e., electronically.

You have the right to have your physician amend your protected health information. If we deny your request for amendment, you

have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with

a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object

or withdrawal as provided in this notice.

Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been
violated by us. You may file a complaint with us by notifying our private contact of your complaint.
We will not retaliate against you for filing a complaint.

We want you to know how your Patient Health Information (PHI) is going to be used in this office and your rights concerning those
records. Before we begin any health care operations, we must require you to read and sign this consent form stating that you
understand and agree with how your records will be used. If you would like to have a more detailed account of our policies and
procedures concerning the privacy of your Patient Health Information, we encourage you to read the HIPPA NOTICE that is available
to you at the front desk before signing this consent.

1. This patient understands and agrees to allow this chiropractic office to use their Patient Health Information (PHI) for the
purpose of treatment, payment, healthcare operations, and coordination of care. As an example, the patient agrees to
allow the chiropractor office to submit requested PHI to the Health Insurance Company (or companies) provided to us by
the patient for the purpose of payment. Be assured that this office will limit the release of all PHI to the minimum needed
for what the insurance companies require for payment.

2. The patient has the right to examine and obtain a copy of his or her health records at any time and request corrections. The
patient may request to know what disclosures have been made and submit in writing any further restrictions on the use of
their PHI. Our office is obligated to agree to those restrictions only to the extent they coincide with state and federal law.

3. A patient’s written consent needs only be obtained one time for all subsequent care given the patient in this office.

4. The patient may provide a written request to revoke consent at any time during care. This would not affect the use of these
records for the care given prior to the written request to revoke consent but would apply to any care given after the request
has been presented.

5. Our office may contact you periodically regarding appointments, treatments, products, services, or charitable work
performed by our office. You may choose to opt out of any marketing or fund-raising communications at any time.



6. For your security and right to privacy, all staff has been trained in the area of patient record privacy and privacy official has
been designated to enforce those procedures in our office. We have taken all precautions that are known by this office to
assure you that all your records are not readily available to those who do not need them.

7. Patients have the right to file a formal complaint with our privacy official and the Secretary of HHS about any possible
violations of these policies and procedures without retaliation by this office.

8. Our office reserves the right to make changes to this notice and to make the new notice provisions effective for all protected
health information that it maintains. You will be provided with a new notice at your next visit following any changes.

9. This notice is effective on the date stated below.

10. If the patient refuses to sign this consent for the purpose of treatment, payment and health care operations, the
chiropractic physician has the right to refuse to give care.

11. I understand that this office treats in an open adjusting area where privacy is limited. I understand that I can meet with the
doctor privately in a closed room upon my request. Unless a request is made, it is understood that I will be treated in an
open adjusting room.

12. I understand that at some point in the future if I refer someone to this office, my name and image may appear on a thank
you board or other notation(s) throughout this office, that is in plain view of other individuals that are in this office.

This notice was published and becomes effective on/or before April 14, 2003 (address updated November 29, 2023)
We are required by law to maintain the privacy of and provide individuals with this notice of our legal duties and privacy practices
with respect to protected health information. If you have any objections to this form, please ask to speak with our HIPPA Compliance
Officer in person or by phone at our Main Phone Number.

Please list below the specific persons/class of persons/facilities to whom we are authorized to use or
disclose information to about you:

Name:__________________________________________________________ Phone Number: ____________________________

Name:__________________________________________________________ Phone Number: ____________________________

Name:__________________________________________________________ Phone Number: ____________________________

Signature below is only acknowledged that you have received this Notice of our Privacy Practices:

Name of Patient (Signature): _______________________________________________

Print Name: ________________________________________________________

Date: ____________________________________
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