




7- HI CHIROPRACTIC

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF 

PRIVACY PRACTICES 
**You May Refuse to Sign This Acknowledgement** 

I, , have received a copy of 7- Hi 
�����������������-

Chi r op r act i c' s Notice of Privacy Practices. 

Print Name 

Signature 

Date 

I ,,,. , I 

For Office Use Only 

We attempted to obtain written acknowledgement of receipt of our otice of Privacy Practices, 
but acknowledgement could not be obtained because: 

D Individual refused to sign 

D Communication barriers prohibited obtaining the acknowledgement 

D An emergency situation prevented us from obtaining acknowledgement 

D Other (please specify) 



7- HI CHIROPRACTIC

CONSENT FOR USE AND DISCLOSURE OF 

HEAL TH INFORMATION 

�IJ"TI0:-1 \ l'ATIENT GIVING C"O SENT 

Name: 

Tclcphom:: ____________________ E-mail:------------------------

l'alicnl Number: __________________ Social Security I umber:------------------

Sl·.Cl ION B TO I I IE l'>\TIENT - !'LEASE READ THE FOLLOW! G STATEME TS C"AREFlJLLY 

l'urpo-.:c ofCons('nt: l3y s1gn111g tl11s form you will consent to our use and di�closure of your protected health information to CtHT)' out lreatmenl. 
payment nc11vlt1es. nncl health care operations. 

Notice of Privacy l'nicticcs: You have 1hc righl 10 read our 011ce of Privacy Prac1ices before you decide whe1her 10 sign this Consent. Our Notice 
prnvicles a dcscrip11on of our 1rca1me01, payment ac1ivi11es, and health care operations. of the use and disclosure "'c may make of your protected health 
1nlormal1on. and or other 1111portan1 mailers about your protected heallh information A copy of our Notice of Privacy Practices accompanies 1h1s 
consent We encourage you tu read it carefully and completely before signing this Consent. 

We reserve !he righl to change our privacy practices as described 111 our otice of Privacy Practices. lfwe change our privacy prac tices, we will issue a 
revised No11cc of Privacy l'rac11ces. \\l11ch will contain 1he changes. TI1ose changes may apply 10 any of your protected health informal ion that we 
mainl,1111 

You 111,1� ohw1n ;11..:opy of our 01,cc of Privacy Prnctices, 111cluding any rcvts1ons of our Notice, :it any time by contacting: 

Co111ac1 person: Qffice Manager 
19905 Highway 7 • Shorewood. MN 55331 • 952-474-7401 

Right to Revoke: You '"ill hnve the right to revoke 1his consent at any time by giving us written notice of your revocation submitted to the contact 
pcr-.1111 hsh;d a hove Plc.tse understand th.11 revocation of 1his consent will not affect any action we took in reliance on this consent before we received 
�om revocation, and that we may declin� to treat you of continue treating you if you revoke this consent. 

Sign::iture 

I. . . have had full oppon1111i1y 10 read and consider the conlents of1his consent form and your 
no11ce otice of Privacy Practices. I understand that. by signing 1h1s consent form, I am giving my consent lo use and disclosure of my protected health 
111fornrn1ion to c,1rry 0111 lrentmcnt. payment activities and health care operations 

-----·--· ----- -----
Date. 

ll'lhis rnn,e111 is signed h) a personal rcprese111a1ivc on behalf of 1hc pa1ien1, complclc the followmg: 

Personal Rcprcc;enlnt1ve·s Name. ___ . 

Rcl,11io11sh1p to Paw.:nt -· -· --·. __ _ 

RLVOCTION 01- CONSENT 

-------------- ----- --

---··-----·-----

I rcvoJ...c..: my consent for your ust: and disclosure of my protected health information for treatment, payment act1\itics, and health care operations. 

I 1111dcr..;wnd that rcvocal 1011 will not affect an) action you took in rl!liance on my consent before you received tl11s written notice of rcvocntion I al�o 
11ndcrs1n11d that yon may decl111c to treat or lo continne to treat me after I have revoked my consent. 

�1gn.1t11rc Dale:-------- _______ _ 

YOll ARE F.1\TITILED TO A COPY OF THIS CO SF.NT AFTER YOU SIGN IT. 



Request for Payment of Benefits to 

Provider of Care 

I hereby authorize the Insurance Company/Insurance Administrator to pay by check, 
andfor it to be mailed directly to: 7-Hi Chiropractic, 19905 Highway 7, Shorewood,

MN 55331 the expense benefits allowable and otherise payable to me under my current 
policy, as payment toward the total charges for professional services rendered. I have 

agreed to pay, in a current manner. any balance of said professional charges. I agree that 
this office be giYen power Of attorney t9 enrorse/sign my name On any and all drafts for 

payment of my bill. 
I understand and agree that health and accident insurance policies are an arrangement 

between an insurance carrier and myself. Furthermore, I understand that this office will 
prepare any necessary reports and forms to assist me in making collection from the 
insurance company and that any amount authorized to be paid directly to this office will 
be credited to my account upon receipt. I permit this office to endorse remittances for the 

conveyance of credit to my account. I CLEARLY UNDERSTAND AND 

AGREE THAT ALL SERVICES RENDERED TO ME ARE 

CHARGEABLE TO ME AND I AM PERSONALLY RESPONSIBLE 

FOR THEIR rA YMENT. I ALSO AGREE TO PAY ANY AND ALL 

LEGAL FEES, COLLECTION FEES OR OTHER FEES INCURRED 

IN THE COLLECTION OF ANY PAST DUE BALANCE ON MY 

ACCOUNT. 

Patient's Signature ______________ Date ____ 
_ 




