
 
HIPAA NOTICE OF PRIVACY PRACTICES 

 
 

ADAMS EDISON CHIROPRACTIC CENTER 
105 South Pearl Street, Tecumseh  MI  49286 

(517) 423-WELL 
 

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 of 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 related health care services. 
 
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 purpose of providing health care services to you, to pay your health 
care bills, to support the operation of the physician’s practice, and any other use required by law.   
 
Treatment:  We will use and disclose your protected health information to provide, coordinate, or manage your health care 
and any related services.  This includes the coordination or management of your health with a third party.  For example, we 
would disclose your protected health information, as necessary, to a home health agency that provides care to 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 health care 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 chiropractor’s practice.  These activities include, but are not limited to, quality assessment activities, 
employee review activities, licensing, marketing and fundraising activities, and conducting or arranging for other business 
activities.  For example, we may use a sign-in sheet at the registration desk where you will be asked to sign your name.  We 
may also call you by name in the waiting room when your chiropractor 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, as necessary, to provide you with information about treatment 
alternatives or other health-related benefits and services that may be of interest to you. We may also use and disclose your 
protected health information for other marketing activities. For example, your name and address may be used to send you a 
newsletter about our practice and the services we offer. We may also send you information about products or services that we 
believe may be beneficial to you.  

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, worker’s compensation. 
 
Other Permitted and Required Uses and Disclosures will 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 chiropractor or the chiropractor’s 
practice has taken an action in reliance on the use or disclose 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. This means you may inspect and obtain a copy of 
protected health information about you that is contained in a designated record set for as long as we maintain the protected 
health information. A “designated record set” contains medical and billing records and any other records that your 
chiropractor and the practice may use for making decisions about you.  

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. Depending on the circumstances, a decision to 
deny access may be reviewed.  

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 restriction to apply.  

Your chiropractor is not required to agree to a restriction that you may request. If your chiropractor 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. If your chiropractor does agree to the requested restriction, we may not use or disclose your protected health 
information in violation of that restriction unless it is needed to provide emergency treatment.  

You have the right to request to receive confidential communications from us by alternative means or at an alternative 
location. We will accommodate reasonable requests. We may also condition this accommodation by asking you for information 
as to how payment will be handled or specification of an alternative address or other method of contact.  

You may have the right to have your chiropractor amend your protected health information. In certain cases, we may deny 
your request for an amendment. 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, you 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 withdraw 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 privacy contact of your complaint.  We will not retaliate against you 
for filing a complaint. 

This notice was published and becomes effective on or before April 14, 2003. 

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 
HIPAA compliance officer or by phone at our main phone number (517) 423-3600. 

 

Signature below is only an acknowledgement that you have received this Notice of Privacy Practices. 

 

Print Name ________________________  Signature ____________________ Date ______________ 



Name: __________________________________  Patient # _____________  Age: _________ Date: ______________________ 

Street Address: __________________________________  City: ________________ State: _______  Zip Code: _____________ 

Home Telephone (     ) _____________________  Work Phone (     ) ___________________  Cell (    ) _____________________ 

Email Address _________________________________ @ __________________             Male _______  Female ________ 
Important information regarding the use of your email address:  No medical information will be sent via electronic mail.  Your email address will not be given 
to anyone.  Your email address will be used to send you important information regarding education and special promotional offers or invitations to special 

events, or special announcements regarding Edison Chiropractic Center. 
 

Social Security # ______________________   Driver’s License # _____________________        Birthdate _____ / _____ / _____ 

Occupation/Employer’s Name and Address: ____________________________________________________________________ 

Single __ Married __ Divorced __ Widowed __   # of Children ___  Spouse’s Occupation/Employer ________________________ 

Reason for consulting our office _____________________________________________________________________________ 

Who may we thank for referring you to our office? _______________________________________________________________ 

Your Health Profile 
 

Why This Form is Important      
 

As a full spectrum Chiropractic office, we focus on your ability to be healthy.  Our goals are, first, to address the issues that 
brought you to this office, and second, to offer you the opportunity of improved health potential and wellness services in the future.  
On a daily basis we experience physical, chemical and emotional stresses that can accumulate and result in serious loss of health 
potential.  Most times the effects are gradual: not even felt until they become serious.  Answering the following questions will give 
us a profile of the specific stresses you have faced in your lifetime, allowing us to better assess the challenges to your health 
potential.   

 

The Beginning Years (To age 17)   
 

Research is showing that many of the health challenges that occur later in life have their origins during the developmental years, 
some starting at birth.  Please answer the following questions to the best of your ability. 
 

Your Childhood Years  YES NO   UNSURE  YES NO  UNSURE 
  
 Did you have any childhood illnesses?      Was there any prolonged use of  
       medicine such as antibiotics or 
 Did you have any serious falls as a child?      an inhaler?      
 
 Did you play youth sports?      Did you suffer any other traumas  
       (physical or emotional)     
 Did you take / use any drugs?      
       Were you vaccinated?     
 Did you have any surgery?        
       As a child, were you under regular 
 Have you fallen/jumped from a height      Chiropractic care?     
 over three feet? (ie crib, bunk bed, trees)      
 
 Were you involved in any car accidents 
 as a child?      
 
COMMENTS:____________________________________________________________________________________________

_______________________________________________________________________________________________________ 

  
Adult (18-Present)  YES NO       YES NO  
 
 Do / did you smoke?      Do / did you play any adult sports?      
 
 Do / did you drink alcohol?      Do / did you participate in extreme sports?   
 
 Have you been in any accidents?      On a scale of 1 – 10, describe your stress level: 
       (1 = none / 10 = extreme) 
 Have you had any surgery?       Occupational _______ 
        Personal __________ 
On a scale of Poor, Good, Excellent, describe your: 
 
Diet _____________________  Exercise ______________________  Sleep ___________________ General Health _____________________ 



Addressing the Issues that Brought You to the Office 
 

If you have no symptoms or complaints, and are here for wellness services, please check ( ) here ____ “Wish to have 
Chiropractic Wellness Services” and skip to “Family Health Profile”.  Others need to briefly describe the chief area of 
complaint, including the effect it has had on your life. 
______________________________________________________________________________________
______________________________________________________________________________________ 

 
If you are experiencing pain, is it… 
 

  Sharp   Dull   Comes and goes   Travels   Constant 
 
Since the problem started, it is…   About the same   Getting better   Getting worse 
 
What makes it worse: _____________________________________________________________________________________ 
Yes, it interferes with:   Work   Sleep   Walking   Sitting   Hobbies   Leisure 
 
Other doctors seen for this problem (Please list) 

 Chiropractor ___________________________________ 

 Medical Doctor_________________________________ 

 Other ________________________________________ 

Please check ( ) all symptoms you have ever had, even if they do not seem related to your current problem. 

   Headaches   Pins and needles in legs   Fainting   Neck pain 
   Pins and needles in arms   Loss of smell   Back pain   Loss of balance 
   Dizziness   Buzzing in ears   Ringing in ears   Nervousness 
   Numbness in fingers   Numbness in toes   Loss of taste   Stomach upset 
   Fatigue   Depression   Irritability   Tension 
   Sleeping problems   Neck stiff   Cold hands   Cold feet 
   Diarrhea   Constipation   Fever   Hot Flashes 
   Cold sweats   Lights bother eyes   Problem urinating   Heartburn 
   Mood swings   Menstrual pain   Menstrual irregularity   Ulcers 
 

List any medications you are taking:  ____________________________________________________________________ 

_______________________________________________________________________________________________________ 

Family Health Profile: 
At our office we are not only interested in your health and well-being, but also the health and well-being of your family and loved 
ones.  Please mention below any health conditions or concerns you may have about your: 
 

 Children ____________________________________________________________________________________ 

 Spouse ____________________________________________________________________________________ 

 Mother ____________________________________________________________________________________ 

 Father ____________________________________________________________________________________ 

 Brothers ____________________________________________________________________________________ 

 Sisters ____________________________________________________________________________________ 

 Others ____________________________________________________________________________________ 

Have you ever: 

 Bought bottled water:  Yes  No 
 Belonged to a health club:  Yes  No 
 Consumed vitamins or supplements  Yes  No 
 
The statements made on this form are accurate to the best of my recollection and I agree to allow this office 
to examine me for further evaluation. 
 
 

______________________________________________  ______________________________ 
  Signature        Date 



EDISON CHIROPRACTIC CENTER 
Doctor-Patient Relationship 

Informed Consent 
 
CHIROPRACTIC 
It is important to acknowledge the difference between the health care specialties of chiropractic, osteopathy, 
and medicine.  Chiropractic health care seeks to restore health through natural means without the use of 
medicine or surgery.  This gives the body maximum opportunity to utilize its inherent recuperative powers.  
The success of the chiropractic doctor’s procedures often depends on environment, underlying causes and 
spinal conditions.  It is important to understand what to expect from chiropractic health care services. 
 
ANALYSIS 
A doctor of chiropractic conducts a clinical analysis for the express purpose of determining whether there is 
evidence of Vertebral Subluxation Complex (VSC).  When such vertebral subluxation complexes are found, 
chiropractic adjustments and ancillary procedures may be given in attempt to restore spinal integrity.  It is 
the chiropractic premise that spinal alignment allows nerve transmission throughout the body and gives the 
body an opportunity to use its inherent recuperative powers.  Due to the complexities of nature, no doctor 
can promise you specific results.  This depends upon the inherent recuperative powers of the body. 
 
DIAGNOSIS 
Although doctors of chiropractic are experts in chiropractic diagnosis, the vertebral subluxation syndrome 
and complex, they are not internal medical specialists.  Every chiropractic patient should be mindful of 
his/her symptoms and should secure other opinions if he/she has any concern as to the nature of his/her 
condition.  Your doctor of chiropractic may express an opinion as to whether or not you should take this 
step, but you are responsible for the final decision. 
 
INFORMED CONSENT FOR CHIROPRACTIC CARE 
A patient, in coming to the doctor of chiropractic gives the doctor permission and authority to care for the 
patient in accordance with the chiropractic tests, diagnosis, and analysis.  The chiropractic adjustment or 
other clinical procedure are usually beneficial and seldom cause any problem.  In rare cases, underlying 
physical defects, deformities, or pathologies may render the patent susceptible to injury.  The doctor, of 
course, will not give a chiropractic adjustment, or health care, if he is aware that such care may be 
contraindicated.  Again, it is the responsibility of the patient to make known or to learn through health care 
procedures whatever he/she is suffering from: latent pathological defects, illnesses, or deformities which 
would otherwise not come to the attention of the doctor of chiropractic.  The patient should look to the 
correct specialized, non-duplicating health service.  The doctor of chiropractic is licensed in a special 
practice and is available to work with other types of providers in your health care regime.   
 
RESULTS 
The purpose of chiropractic services is to promote natural health through the reduction of vertebral 
subluxation complex.  Since there are so many variables, it is difficult to predict the time schedule or efficacy 
of the chiropractic procedures.  Sometimes the response is phenomenal.  In most cases there is a more 
gradual, but quite satisfactory response.  Occasionally, the results are less than expected.  Two or more 
similar conditions may respond differently to the same chiropractic care.  Many medical failures find quick 
relief through chiropractic.  In turn, conditions, which do not respond to chiropractic care, may come under 
control or be helped through drugs or surgery.  The fact is that the science of chiropractic and medicine may 
never be so exact as to provide definite answers to all problems. Both have made great strides in alleviating 
pain and controlling disease. 
 
TO THE PATIENT 
Please discuss any questions or problems with the doctor before signing this statement of policy. 
 
I have read, and understand the foregoing. 
 
 
_______________________________________  ________________________ 
Signature       Date 



EDISON CHIROPRACTIC CENTER 
Sean T. Edison, D.C. 

105 S. Pearl St. 
Tecumseh, MI  49286 

 
 

PATIENT RESPONSIBILITY AGREEMENT 
 

Payment is expected at time of service. 
 
For all patients, payment of insurance co-pays, deductibles and services not 
covered by insurance are to be paid for at the time the service is rendered. 
 
You are responsible for any balances not covered by your insurance, including 
rejected claims.  While every effort will be made to submit claims in accordance 
with the insurers’ requirements for payment, in the event of a dispute or rejection, 
you as the insured or guarantor are responsible for payment.  Insurance 
coverage for chiropractic services may not be a benefit provided to you and the 
eligible member of your family.  The insurance contract is between you and your 
insurance provider, and not between the insurance company and the chiropractic 
care provider.   
 
We will be happy to provide you with whatever documentation is necessary to 
pursue your claim for reimbursement from your insurance company. 
 
If it is necessary for your account to be turned over to the credit bureau for 
collection, there will be an automatic 50% collection fee added to your balance. 
 
Missed appointments 
We reserve the right to charge $20.00 for missed appointments without a 24-hour 
notice.   This is payable from you and will not be billed to your insurance. 
 
Authorization to release billing information 
I understand that this chiropractic office will prepare any necessary reports and 
forms to assist me in making collections from the insurance company and that 
any amount authorized to be paid directly to this chiropractic office will be 
credited to my account on receipt.  I hereby authorize and direct insurance 
benefits to be paid directly to Edison Chiropractic Center.   
 
I acknowledge that I have read and understand this payment policy. 
 
 
_______________________________  _________________________ 
Signature       Date 


