
 
 

 

New Scoliosis Patient Paperwork 

 

Welcome to our office! 
 

Please take the time to fill out this packet in full. 

 

Do not leave any questions blank. 

 

If you require any assistance, please let a member of our office staff know, and 

we would be happy to assist you. 
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Thank you for coming!  We are so glad you’re here, and we 

look forward to serving you and your family in your journey 

towards optimum spinal health. 
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INTRODUCTION 

                 

WELCOME TO THE CLEAR SCOLIOSIS CENTER!  WE ARE DELIGHTED TO HAVE YOU AS A PATIENT. 

 

THE PURPOSE OF THIS PACKET IS TO OBTAIN AS MUCH INFORMATION AS POSSIBLE ABOUT YOUR SCOLIOSIS, AND HOW IT 

IS AFFECTING YOUR PHYSICAL AND EMOTIONAL WELL-BEING.   

 

PLEASE FILL OUT THIS PAPERWORK AND SEND IT TO US IN ADVANCE OF YOUR VISIT .  THIS ENSURES WE HAVE TIME TO 

REVIEW THE INFORMATION BEFOREHAND, AND HELPS US TO MAXIMIZE THE VALUE OF YOUR TIME IN OUR CLINIC.   

 

PLEASE DO NOT LEAVE ANY QUESTIONS BLANK, AS THIS COULD CAUSE A DELAY ON YOUR FIRST VISIT THAT MAY 

INTERFERE WITH YOUR TREATMENT PLAN.  IF THERE ARE QUESTIONS WHICH YOU DO NOT KNOW THE ANSWER TO, 

PLEASE WRITE “I DON’T KNOW” OR “DON’T REMEMBER” SO THAT WE KNOW THE QUESTION WAS NOT SKIPPED 

ACCIDENTALLY.  IF YOU HAVE ANY QUESTIONS, PLEASE LET US KNOW RIGHT AWAY SO THAT WE MAY ASSIST YOU.  YOU 

CAN CONTACT US BY PHONE AT 704-947-2902, OR E-MAIL US ANY TIME AT DRJUSTINDICK@GMAIL.COM. 

 

THERE IS A MEDICAL RECORDS RELEASE FORM ON THE VERY LAST PAGE OF THIS DOCUMENT; PLEASE SIGN AND SEND A 

COPY OF THIS FORM TO EVERY DOCTOR AND CLINIC THAT HAS BEEN INVOLVED IN THE CARE OF YOUR SCOLIOSIS .  KEEP 

IN MIND THAT IT USUALLY TAKES AROUND 7 TO 10 BUSINESS DAYS FOR CLINICS TO PROCESS REQUESTS FOR RECORDS 

AND DELIVER THEM TO US, AND ALLOW FOR SUFFICIENT TIME BETWEEN SENDING THE REQUEST AND YOUR INITIAL 

APPOINTMENT, SO THAT WE MAY HAVE TIME TO REVIEW THE RECORDS AND ENSURE WE HAVE ALL OF THE NECESSARY 

INFORMATION. 

 

IF YOU ARE A PARENT FILLING OUT THIS FORM ON BEHALF OF YOUR CHILD, PLEASE DO SO TOGETHER WITH YOUR CHILD, 

AND ALLOW THEM THE OPPORTUNITY TO ANSWER IMPORTANT QUESTIONS ON THEIR OWN.  IT’S IMPORTANT THAT WE 

HAVE AN ACCURATE UNDERSTANDING OF HOW SCOLIOSIS IS AFFECTING THEIR LIFE SO THAT WE CAN TAILOR THE 

TREATMENT FOR THEIR INDIVIDUAL NEEDS & CONCERNS. 

 

THANK YOU FOR TAKING THE TIME TO FILL OUT THESE FORMS.  WE LOOK FORWARD TO SEEING YOU IN THE OFFICE! 

FOR OFFICE USE ONLY 

HEIGHT     WEIGHT    BLOOD PRESSURE     PULSE    

THIS FORM FILLED OUT BY:  □ PATIENT   □ PARENT / GUARDIAN:          
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PATIENT NAME          TODAY’S DATE:   /  /   

DATE OF BIRTH   /   /     AGE     SSN              -                -   

MOTHER’S NAME          FATHER’S NAME          

BROTHERS / SISTERS:                

CHECK ONE:  □ SINGLE   □ WIDOWED   □ DIVORCED   □ MARRIED, SPOUSE’S NAME:         

CHILDREN’S NAMES & AGES:               

ADDRESS LINE 1:                  

ADDRESS LINE 2:                

CITY:           STATE:      ZIP:     

HOME PHONE:       WORK:      MOBILE:      

E-MAIL ADDRESS:                

PREFERRED METHOD OF COMMUNICATION FOR PATIENT REMINDERS:   □ PHONE □ E-MAIL □ TEXT  □ MAIL 

OCCUPATION:           EMPLOYER:       

SPOUSE’S OCCUPATION:          EMPLOYER:       

NAME OF EMERGENCY CONTACT:        RELATION:        

EMERGENCY CONTACT PHONE NO.:       ALT. PHONE:        

GOVERNMENT EHR REGULATIONS REQUIRE PROVIDERS TO REPORT BOTH RACE AND ETHNICITY (YOU MAY DECLINE TO ANSWER) 

RACE:     □ AMERICAN INDIAN / ALASKA NATIVE   □ ASIAN □ BLACK OR AFRICAN-AMERICAN     □ WHITE (CAUCASION) 
  □ NATIVE HAWAIIAN OR PACIFIC ISLANDER □ OTHER □ DECLINE TO ANSWER  

ETHNICITY: □ HISPANIC OR LATINO  □ NOT HISPANIC OR LATINO □ DECLINE TO ANSWER 

LANGUAGES SPOKEN (OPTIONAL):              

HOW DID YOU HEAR ABOUT US?    □ INTERNET SEARCH  □ WORD OF MOUTH      □ WALK – IN  □ EXPO / EVENT 

□ REFERRED TO OUR OFFICE BY:             □ DC   □ MD    □ RN 

□ PLEASE CHECK THIS BOX IF YOU WOULD LIKE TO RECEIVE A FULL COPY OF YOUR TREATMENT NOTES & RECORDS AFTER EVERY VISIT 
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YOUR CURRENT HEALTH STATUS 

ARE YOU EXPERIENCING ANY OF THE FOLLOWING MUSCULOSKELETAL SYMPTOMS? 

□ HEADACHES  □ NECK PAIN  □ LEFT-SIDED NECK & SHOULDER PAIN     □ RIGHT-SIDED NECK & SHOULDER PAIN     

□ UPPER BACK PAIN □ MIDDLE BACK PAIN  □ LOW BACK PAIN   □ PAIN BETWEEN THE SHOULDER BLADES   

□ HIP PAIN ( L / R ) □ LEG PAIN ( L / R ) □ KNEE PAIN ( L / R )   □ ANKLE PAIN ( L / R )  

□ FOOT PAIN ( L / R ) □ JAW PAIN  □ SHOULDER PAIN ( L / R )  □ WRIST PAIN ( L / R ) 

□ OTHER (PLEASE DESCRIBE):               

DO YOU HAVE ANY OTHER SYMPTOMS OR CONDITIONS? 

□ DIZZINESS    □ FORGETFULNESS   □ FAINTING  □ ALLERGIES   

□ LOSS OF APPETITE   □ EXCESSIVE APPETITE   □ EXCESSIVE THIRST □ NAUSEA  

□ VOMITING    □ CONSTIPATION   □ HEMORRHOIDS □ LIVER TROUBLE  

□ ASTHMA    □ BLACK OR BLOODY STOOL  □ STOMACH CRAMPS □ BLADDER TROUBLE  

□ WEIGHT TROUBLE   □ GALL BLADDER PROBLEMS  □ FEVER  □ ARTHRITIS 

□ VARICOSE VEINS   □ ANKLE SWELLING   □ DIARRHEA  □ HEART PROBLEMS  

□ URINARY TRACT INFECTIONS  □ EAR/NOSE/THROAT INFECTIONS □ ECZEMA/SKIN RASH □ EPILEPSY/SEIZURES 

□ GAS/BLOATING AFTER MEALS  □ HEARTBURN/ACID REFLUX  □ DIABETES  □ TIREDNESS/FATIGUE 

□ DIFFICULTY SLEEPING   □ NUMBNESS AND TINGLING        □ DEPRESSION/ANXIETY  □ BREATHING PROBLEMS 

□ PAINFUL/EXCESSIVE URINATION □ BLOOD PRESSURE PROBLEMS  □ OSTEOPENIA/OSTEOPOROSIS 

□ OTHER (PLEASE DESCRIBE):               

 
ON THE DRAWING TO THE RIGHT, PLEASE OUTLINE THE AREA(S) OF 

YOUR DISCOMFORT. 
 
USE THE LETTERS BELOW TO INDICATE THE TYPE OF DISCOMFORT. 
 
A = ACHING / SORENESS 
B = BURNING PAIN 
C = CRAMPING 
N = NUMBNESS 
P = PINS & NEEDLES / TINGLING 
S = STABBING PAIN 
T = STIFFNESS 
 

ON A SCALE OF ZERO (NO PAIN) TO 10 (WORST PAIN IMAGINABLE), RATE YOUR CURRENT LEVEL OF DISCOMFORT: 

 

0 1 2 3 4 5 6 7 8 9 10 
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SCOLIOSIS HISTORY 

WHO FIRST NOTICED THE SCOLIOSIS?  (MARK BELOW) WHEN WAS IT FIRST NOTICED?      

□ FRIEND/FAMILY MEMBER □ SCHOOL SCREENING □ FAMILY DOCTOR □ CHIROPRACTOR □ ORTHOPEDIST 

□ OTHER:                 

WHEN WAS THE FIRST SCOLIOSIS X-RAY TAKEN?     /   /     

WHAT WERE THE COBB ANGLE MEASUREMENTS ON THE INITIAL X-RAY?         

WHAT WERE THE INITIAL RECOMMENDATIONS?  □ OBSERVATION  □ BRACING  □ SURGERY  □ OTHER:      

PREVIOUS TREATMENT DOCTOR NAME   TREATMENT DURATION TREATMENT EFFECT 

            BETTER / SAME / WORSE 

            BETTER / SAME / WORSE 

            BETTER / SAME / WORSE 

HAVE ADDITIONAL IMAGING PROCEDURES BEEN PERFORMED, SINCE THE INITIAL SCOLIOSIS X-RAY? 

□ MRI (DATE:       ) □ CT SCAN (DATE:      ) 

□ FOLLOW-UP X-RAYS (DATES:             ) 

□ OTHER:                

WHAT WERE THE COBB ANGLE MEASUREMENTS ON THE MOST RECENT X-RAY?        

IN YOUR OWN WORDS, PLEASE DESCRIBE YOUR EXPERIENCES WITH THE SCOLIOSIS DIAGNOSIS & TREATMENT SO FAR: 
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PAST HEALTH HISTORY 

PATIENT’S BIRTH HISTORY: □ VAGINAL □ C-SECTION □ FORCEPS/VACUUM ASSISTED     □ VBAC    □ WATER BIRTH 

HOURS OF LABOR: _________ BIRTH LOCATION:   □ HOSPITAL   □ BIRTHING CENTER □ HOME BIRTH □ EMERGENCY SETTING 

CHILDHOOD INJURIES: (PLEASE INCLUDE DATE OF INJURY)            

                 

CHILDHOOD SURGERIES / ILLNESSES: □ TONSILLECTOMY □ APPENDECTOMY □ STREP THROAT □ MEASLES 

□ CHICKEN POX  □ WHOOPING COUGH □ PERTUSSIS □ MUMPS □ RUBELLA □ CHRONIC EAR INFECTIONS 

□ OTHER, PLEASE DESCRIBE:               

ADDITIONAL INJURIES (WORK, SPORTS, HOME): □ BROKEN BONES      □ CONCUSSIONS      □ TORN MUSCLES/LIGAMENTS    □ OTHER 

PLEASE DESCRIBE, INCLUDING DATE OF INJURY:             

                 

                 

                 

                 

MOTOR VEHICLE CRASHES – DATE:  LOSS OF CONSCIOUSNESS? HEAD TURNED AT IMPACT? HOSPITALIZED? 

       YES / NO   YES / NO       YES / NO 

       YES / NO   YES / NO       YES / NO 

       YES / NO   YES / NO       YES / NO 

       YES / NO   YES / NO       YES / NO 

VACCINATIONS: □ DIPHTHERIA/POLIO/TETANUS (DTAP/TDAP)    □ MEASLES/MUMPS/RUBELLA (MMR)   □ CHICKEN POX  

□ SMALLPOX □ HEPATITIS A □ HEPATITIS B □ FLU □ HPV  □ PNEUMOCOCCAL (PCV-7) □ POLIO □ HIB 

□ MENINGOCOCCAL □ ROTAVIRUS  □ HERPES ZOSTER □ H1N1 □ OPV/IPV □ HAV 

□ OTHERS:                 
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PAST HEALTH HISTORY 

PAST SURGERIES/OPERATIONS   DATE   OUTCOME/COMPLICATIONS 

                 

                 

                 

                 

MEDICATIONS: - DRUG NAME   DAILY AMOUNT  PURPOSE OF MEDICATION 

                 

                 

                 

                 

DO YOU HAVE ANY MEDICATION ALLERGIES? □ NO □ YES, PLEASE LIST:         

SUPPLEMENTS:  - TYPE    DAILY AMOUNT  PURPOSE OF SUPPLEMENT 

                 

                 

                 

                 

FAMILY HEALTH HISTORY: MOTHER:             

FATHER:                 

BROTHERS/SISTERS:                

MATERNAL GRANDPARENTS:               

PATERNAL GRANDPARENTS:               

OTHER RELATIVES:                
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SOCIAL ACTIVITIES & NUTRITIONAL HISTORY 

FAVORITE ACTIVITIES:               

                 

                 

SLEEP (HOURS/NIGHT):     POSITION:   □ BACK □ SIDE   □ STOMACH  □ OTHER:      

TOBACCO USE: □ SMOKING  □ CHEWING □ E-CIGS HOW OFTEN?  □ EVERY DAY □ OCCASIONAL □ FORMER  □ NEVER  

HOW OFTEN DO YOU CONSUME THE FOLLOWING BEVERAGES AND FOODS? 

 NEVER OCCASIONALLY REGULARLY 

SODA □ □ □ 

DIET SODA □ □ □ 

FRUIT JUICES □ □ □ 

COFFEE/TEA □ □ □ 

ENERGY DRINKS □ □ □ 

ALCOHOLIC BEVERAGES □ □ □ 

DAIRY PRODUCTS □ □ □ 

SOY (MILK, TOFU, ETC) □ □ □ 

FRESH FRUITS & VEGETABLES □ □ □ 

 

ON AVERAGE, HOW MANY GLASSES OF WATER DO YOU DRINK EACH DAY?        

DO YOU USE ARTIFICIAL SWEETENERS (SUCH AS SPLENDA, NUTRISWEET, SUCRALOSE, ETC.)?        □ YES        □ NO 

WHAT ARE YOUR FAVORITE FOODS?             
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WOMEN’S HEALTH (FEMALES ONLY) 

ALL INFORMATION YOU CHOOSE TO PROVIDE IN THIS SECTION IS KEPT CONFIDENTIAL . 
OUR GOAL IN LEARNING MORE ABOUT YOUR HEALTH IS ALWAYS ONLY TO SERVE YOU BETTER . 

 
 

ONSET OF MENSES: □ NOT YET MONTH      YEAR:     AGE AT ONSET:    

DO YOU EXPERIENCE ANY OF THE FOLLOWING?   □ AMENORRHEA   □ MENSTRUAL IRREGULARITY  □ MENSTRUAL CRAMPING  

NUMBER OF PREGNANCIES: (PLEASE INCLUDE DATES)            

                 

                 

ANY COMPLICATIONS? (IF YES, PLEASE DESCRIBE)             

                 

ONSET OF MENOPAUSE:    □ NOT YET MONTH     YEAR:     AGE AT ONSET:    
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GOALS AND EXPECTATIONS OF CARE 

THE PURPOSE OF THIS SECTION IS TO HELP US UNDERSTAND MORE ABOUT WHAT YOU WANT TO ACHIEVE DURING YOUR TIME IN OUR 

CLINIC, AND YOUR LONG-TERM HEALTH GOALS.  ANSWERING THESE QUESTIONS HONESTLY WILL ASSIST US IN ENSURING THAT WE MEET 

OR EXCEED ALL OF YOUR EXPECTATIONS, AND ADDRESS ALL YOUR CONCERNS TO YOUR SATISFACTION. 
 

PLEASE NUMBER THE THREE MOST IMPORTANT GOALS YOU’D LIKE TO ACHIEVE FROM YOUR TREATMENT:  (1 = MOST IMPORTANT) 
 
____ HAVING BETTER BODY SYMMETRY   ____ GETTING OUT OF PAIN  ____ BETTER BALANCE 
____ IMPROVING MY BODY’S ABILITY TO EXERCISE ____ REDUCING THE COBB ANGLE ____ STOP PROGRESSION 
____ PREVENTING LONG-TERM DISABILITY  ____ AVOIDING SURGERY  ____ AVOIDING BRACING 
 
____ OTHER (PLEASE DESCRIBE):              
 
                 
 
WHICH OF THE FOLLOWING BEST SUMMARIZES YOUR FEELINGS REGARDING X-RAYS? (MARK ONLY ONE) 
 
_____ I AM CONCERNED ABOUT X-RAY RADIATION AND WANT AS FEW X-RAYS AS POSSIBLE, EVEN IF THIS REDUCES THE DOCTOR’S 

ABILITY TO PROVIDE THE BEST POSSIBLE TREATMENT. 
_____  I WOULD LIKE THE DOCTOR TO UTILIZE THEIR BEST JUDGMENT TO TAKE AS FEW X-RAYS AS POSSIBLE, WITHOUT MAKING IT 

HARDER FOR THEM TO TREAT MY SCOLIOSIS. 
_____  I DO NOT HAVE ANY STRONG FEELINGS ABOUT X-RAYS. 
_____  I WOULD LIKE THE DOCTOR TO UTILIZE THEIR BEST JUDGEMENT IN TAKING X-RAYS TO ENSURE I RECEIVE THE BEST POSSIBLE 

RESULTS FROM TREATMENT.  I AM CONCERNED ABOUT X-RAY RADIATION, BUT MORE CONCERNED ABOUT THE SCOLIOSIS. 
_____  I AM NOT CONCERNED ABOUT X-RAY RADIATION.  I BELIEVE THE RISK OF CANCER FROM TODAY’S X-RAY TECHNOLOGIES IS 

MINIMAL, AND THE VALUABLE INFORMATION GAINED FROM X-RAYS IS WORTH THE SMALL AMOUNT OF RADIATION EXPOSURE. 
 
PLEASE USE THE SPACE BELOW TO SHARE ANY THOUGHTS, QUESTIONS, OR CONCERNS YOU MAY HAVE AT THIS TIME: 
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INFORMED CONSENT   
   REGARDING: CHIROPRACTIC ADJUSTMENTS, EXAMS, MODALITIES, AND THERAPEUTIC PROCEDURES 

 

I HAVE BEEN ADVISED THAT CHIROPRACTIC CARE, LIKE ALL FORMS OF HEALTH CARE, HOLDS CERTAIN RISKS. WHILE THE RISK ARE MOST 

OFTEN VERY MINIMAL, IN RARE CASES, COMPLICATIONS SUCH AS SPRAIN/STRAIN INJURIES, IRRITATION OF A DISC CONDITION, AND 

ALTHOUGH RARE, MINOR FRACTURES, AND POSSIBLE STROKE (WHICH OCCURS AT A RATE BETWEEN ONE INSTANCE PER ONE MILLION TO 

ONE PER TWO MILLION) HAVE BEEN ASSOCIATED WITH CHIROPRACTIC ADJUSTMENTS.    TREATMENT OBJECTIVES AS WELL AS THE RISKS 

ASSOCIATED WITH CHIROPRACTIC ADJUSTMENTS AND, ALL OTHER PROCEDURES PROVIDED AT JUSTIN DICK PLLCHAVE BEEN EXPLAINED TO 

ME TO MY SATISFACTION AND I HAVE CONVEYED MY UNDERSTANDING OF BOTH TO THE DOCTOR. AFTER CAREFUL CONSIDERATION, I DO 

HEREBY CONSENT TO TREATMENT BY ANY MEANS, METHOD, AND OR TECHNIQUES, THE DOCTOR DEEMS NECESSARY TO TREAT MY 

CONDITION AT ANY TIME THROUGHOUT THE ENTIRE CLINICAL COURSE OF MY CARE .     
 

REGARDING: CHIROPRACTIC SCOLIOSIS TREATMENT (ADJUSTMENTS, EXAMS, MODALITIES, AND THERAPEUTIC PROCEDURES)   

 

I HAVE BEEN ADVISED OF THE ABOVE AS WELL AS THE STANDARDS ASSOCIATED WITH SCOLIOSIS TREATMENT IN REGARDS TO WATCHING 

AND WAITING, BRACING AND SURGERY.  I HAVE ALSO BEEN INFORMED OF THE RISKS ASSOCIATED WITH NOT FOLLOWING THOSE 

STANDARDS.  I AM ALSO AWARE THAT THERE IS NO GUARANTEE OR PROMISE OF ANY RESULTS AND I AM AWARE THAT THE SCOLIOSIS CAN 

STILL PROGRESS. I ALSO UNDERSTAND THAT A LACK OF COMPLIANCE WITH MY DOCTOR’S RECOMMENDATIONS REGARDING THE 

TREATMENT SCHEDULE AND CLINIC AND HOME THERAPIES MAY RESULT IN A NEGATIVE OUTCOME .  
AFTER CAREFUL CONSIDERATION, I DO HEREBY CONSENT TO TREATMENT BY ANY MEANS, METHOD, AND OR TECHNIQUES THAT THE 

DOCTOR DEEMS NECESSARY TO TREAT MY CONDITION AT ANY TIME THROUGHOUT THE ENTIRE CLINICAL COURSE OF MY CARE AND UNDER 

MY FREE WILL CHOOSE NOT TO FOLLOW THE STANDARDS ASSOCIATED WITH SCOLIOSIS TREATMENT .   
 

_________________________________________  ____/____/_________      

PATIENT OR AUTHORIZED PERSON’S SIGNATURE                       DATE        WITNESS INITIALS_______ 

                 

 

REGARDING: X-RAYS/IMAGING STUDIES    

FEMALES ONLY  
PLEASE READ CAREFULLY AND CHECK THE BOXES, INCLUDE THE APPROPRIATE DATE, THEN SIGN BELOW IF YOU UNDERSTAND AND HAVE NO 

FURTHER QUESTIONS, OTHERWISE SEE OUR RECEPTIONIST FOR FURTHER EXPLANATION. 
 

 THE FIRST DAY OF MY LAST MENSTRUAL CYCLE WAS ON _______ - _______ - __________   (DATE) 
 

 I HAVE BEEN PROVIDED A FULL EXPLANATION OF WHEN I AM MOST LIKELY TO BECOME PREGNANT, AND TO THE BEST OF MY KNOWLEDGE, 
I AM NOT PREGNANT.   

BY MY SIGNATURE BELOW I AM ACKNOWLEDGING THAT THE DOCTOR AND OR A MEMBER OF THE STAFF HAS DISCUSSED WITH ME THE 

HAZARDOUS EFFECTS OF IONIZATION TO AN UNBORN CHILD, AND I HAVE CONVEYED MY UNDERSTANDING OF THE RISKS ASSOCIATED WITH 

EXPOSURE TO X-RAYS. AFTER CAREFUL CONSIDERATION I THEREFORE, DO HEREBY CONSENT TO HAVE THE DIAGNOSTIC X-RAY 

EXAMINATION THE DOCTOR HAS DEEMED NECESSARY IN MY CASE.   
 

_________________________________________  ____/____/_________      

PATIENT OR AUTHORIZED PERSON’S SIGNATURE                       DATE        WITNESS INITIALS_______                                                                                                  
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CONSENT FOR CHIROPRACTIC TREATMENT OF A MINOR CHILD 
 
 
 
 

 I,        , THE     □ MOTHER □ FATHER □ LEGAL GUARDIAN  

OF       , HEREBY CONSENT TO THE RENDERING OF CARE, INCLUDING 

DIAGNOSTIC PROCEDURES, X-RAYS, AND TREATMENT GIVEN BY THE JUSTIN DICK PLLC, 

I ACKNOWLEDGE THAT I AM RESPONSIBLE FOR ALL REASONABLE CHARGES IN CONNECTION WITH CARE AND 

TREATMENT RENDERED.  I HAVE READ THIS FORM AND CERTIFY THAT I UNDERSTAND ITS CONTENTS. 

 

 

SIGNATURE:           DATE:      

 

WITNESS NAME:          DATE:      

 

WITNESS SIGNATURE:          DATE:      
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PATIENT FINANCIAL RESPONSIBILITY NOTICE 
 

THANK YOU FOR CHOOSING THE JUSTIN DICK PLLC YOUR CHIROPRACTIC HEALTHCARE PROVIDER!  WE ARE HONORED 

BY YOUR CHOICE AND ARE COMMITTED TO PROVIDING YOU WITH THE HIGHEST QUALITY CHIROPRACTIC CARE .  WE ASK 

THAT YOU READ AND SIGN THIS FORM TO ACKNOWLEDGE YOUR UNDERSTANDING OF OUR FINANCIAL POLIC IES. 
 
 

PATIENT FINANCIAL RESPONSIBILITIES: 
 

• THE PATIENT (OR LEGAL GUARDIAN, IF A MINOR) IS ULTIMATELY RESPONSIBLE FOR THE PAYMENT FOR HIS/HER 

TREATMENT AND CARE. 

• WE ARE PLEASED TO ASSIST YOU BY SUBMITTING THE BILLING TO YOUR INSURANCE .  HOWEVER, THE JUSTIN 

DICK PLLC IS NOT PART OF ANY INSURANCE NETWORKS AND THEREFORE WOULD FALL UNDER OUT-OF-
NETWORK COVERAGES.  WE RECOMMEND THAT YOU CONTACT YOUR INSURANCE COMPANY AND ASK THEM 

WHAT YOUR COVERAGE IS FOR OUT-OF-NETWORK (NON-PROVIDER) CHIROPRACTIC SERVICES.  WE CAN 

PROVIDE YOU WITH THE TREATMENT CODES THAT YOUR INSURANCE COMPANY WILL NEED. 

• THE PATIENT IS REQUIRED TO PROVIDE US WITH THE MOST CURRENT AND UPDATED INFORMATION ABOUT THEIR 

INSURANCE, AND WILL BE RESPONSIBLE FOR ANY CHARGES INCURRED IF THE INFORMATION PROVIDED IS NOT 

ACCURATE OR CURRENT. 

• PAYMENT IS DUE IN FULL AT THE TIME OF SERVICE.  FOR YOUR CONVENIENCE, WE ACCEPT CASH, CHECK, AND 

MOST MAJOR CREDIT CARDS AT OUR OFFICE. 

• PATIENTS MAY INCUR AND BE RESPONSIBLE FOR THE PAYMENT OF ADDITIONAL CHARGES AT THE DISCRETION OF 

JUSTIN DICK PLLC.  THESE CHARGES INCLUDE (BUT ARE NOT LIMITED TO): 
o CHARGE FOR RETURNED CHECKS 
o CHARGE FOR MISSED APPOINTMENTS WITHOUT 24 HOURS’ ADVANCE NOTICE.  CANCELLATION OF 

INTENSIVE CARE APPOINTMENTS WITHOUT 72 HOURS’ ADVANCE NOTICE WILL RESULT IN A 

CANCELLATION FEE OF $300 
o CHARGE FOR EXTENSIVE PHONE CONSULTATIONS AND/OR AFTER-HOURS PHONE CALLS REQUIRING 

DIAGNOSIS, TREATMENT, AND/OR ADVICE 
o CHARGE FOR THE COPYING AND DISTRIBUTION OF PATIENT MEDICAL RECORDS AND/OR X-RAYS 
o CHARGE FOR THE COMPLETION OF LENGTHY FORMS BY THE DOCTOR OR STAFF 
o ANY COSTS ASSOCIATED WITH COLLECTION OF PAST-DUE BALANCES AND INTEREST FEES 

 
 
 

(CONTINUED ON NEXT PAGE) 
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PATIENT FINANCIAL RESPONSIBILITY NOTICE (CONTINUED) 

 
 

PATIENT AUTHORIZATIONS 
 

• BY MY SIGNATURE BELOW, I HEREBY AUTHORIZE THE JUSTIN DICK PLLC AND THE ASSOCIATED DOCTORS AND 

STAFF TO RELEASE RECORDS AND OTHER INFORMATION ACQUIRED IN THE COURSE OF MY EXAMINATION 

AND/OR TREATMENT TO THE NECESSARY INSURANCE COMPANIES, THIRD PARTY PAYERS, AND/OR OTHER 

DOCTORS OR HEALTHCARE ENTITIES REQUIRED TO PARTICIPATE IN MY CARE. 

• BY MY SIGNATURE BELOW, I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR CHARGES NOT COVERED 

BY MY INSURANCE COMPANY OR OTHER THIRD-PARTY PAYERS.  IF I DISCONTINUE TREATMENT, I UNDERSTAND 

AND AGREE THAT ANY REMAINING BALANCE ON MY ACCOUNT WILL BE DUE IMMEDIATELY. 

• BY MY SIGNATURE BELOW, I AUTHORIZE THE DOCTORS AND STAFF OF THE JUSTIN DICK PLLC TO 

COMMUNICATE WITH ME BY MAIL, ANSWERING MACHINE MESSAGES, E-MAIL, AND/OR TEXT MESSAGES 

ACCORDING TO MY PREFERENCES AND THE INFORMATION I HAVE PROVIDED IN MY PATIENT REGISTRATION. 
 
 
I HAVE READ, UNDERSTAND, AND AGREE TO THE PROVISIONS OF THIS PATIENT FINANCIAL RESPONSIBILITY FORM. 
 
PATIENT NAME:                
 
SIGNATURE OF PARENT OR GUARDIAN:          DATE:    

 
 
 
 

JUSTIN DICK PLLC 
Phone: 704-947-2902 

Address: 10215 Hickorywood Hill Avenue, Suite A, Huntersville, NC 28078 

 

E-MAIL: Scoliosis@truehealthcharlotte.com 
 
 

 
 
 
 
 

NOTICE OF PRIVACY PRACTICES 

JUSTIN DICK PLLC  

EFFECTIVE DATE:  SEPTEMBER 23, 2013 
 

mailto:Scoliosis@truehealthcharlotte.com
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 

CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW THIS NOTICE CAREFULLY. 
 

THIS NOTICE OF PRIVACY 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 PHI. "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 CONDITION AND RELATED HEALTH CARE SERVICES.   
 

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 
 

TREATMENT: WE MAY USE AND DISCLOSE YOUR PERSONAL INFORMATION TO PROVIDE YOU WITH TREATMENT OR SERVICES . FOR 

EXAMPLE, WE MAY USE YOUR HEALTH INFORMATION TO PRESCRIBE A COURSE OF TREATMENT OR MAKE A REFERRAL. WE WILL RECORD 

YOUR CURRENT HEALTHCARE INFORMATION IN A RECORD SO, IN THE FUTURE, WE CAN SEE YOUR MEDICAL HISTORY TO HELP IN 

DIAGNOSING AND TREATMENT, OR TO DETERMINE HOW WELL YOU ARE RESPONDING TO TREATMENT. WE MAY PROVIDE YOUR HEALTH 

INFORMATION TO OTHER HEALTH PROVIDERS, SUCH AS REFERRING OR SPECIALIST PHYSICIANS, TO ASSIST IN YOUR TREATMENT. SHOULD 

YOU EVER BE HOSPITALIZED, WE MAY PROVIDE THE HOSPITAL OR ITS STAFF WITH THE HEALTH INFORMATION IT REQUIRES TO PROVIDE 

YOU WITH EFFECTIVE TREATMENT.    
PAYMENT: WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION SO THAT WE MAY BILL AND COLLECT PAYMENT FOR THE SERVICES 

THAT WE PROVIDED TO YOU. FOR EXAMPLE, WE MAY CONTACT YOUR HEALTH INSURER TO VERIFY YOUR ELIGIBILITY FOR BENEFITS, AND 

MAY NEED TO DISCLOSE TO IT SOME DETAILS OF YOUR MEDICAL CONDITION OR EXPECTED COURSE OF TREATMENT . WE MAY USE OR 

DISCLOSE YOUR INFORMATION SO THAT A BILL MAY BE SENT TO YOU, YOUR HEALTH INSURER, OR A FAMILY MEMBER. THE INFORMATION 

ON OR ACCOMPANYING THE BILL MAY INCLUDE INFORMATION THAT IDENTIFIES YOU AND YOUR DIAGNOSIS , AS WELL AS SERVICES 

RENDERED, ANY PROCEDURES PERFORMED, AND SUPPLIES USED. ALSO, WE MAY PROVIDE HEALTH INFORMATION TO ANOTHER HEALTH 

CARE PROVIDER, SUCH AS AN AMBULANCE COMPANY THAT TRANSPORTED YOU TO OUR OFFICE, TO ASSIST IN THEIR BILLING AND 

COLLECTION EFFORTS.   
HEALTH CARE OPERATIONS: WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION TO ASSIST IN THE OPERATION OF OUR PRACTICE . 
FOR EXAMPLE, MEMBERS OF OUR STAFF MAY USE INFORMATION IN YOUR HEALTH RECORD TO ASSESS THE CARE AND OUTCOMES IN YOUR 

CASE AND OTHERS LIKE IT AS PART OF A CONTINUOUS EFFORT TO IMPROVE THE QUALITY AND EFFECTIVENESS OF THE HEALTHCARE AND 

SERVICES WE PROVIDE. WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION TO CONDUCT COST-MANAGEMENT AND BUSINESS 

PLANNING ACTIVITIES FOR OUR PRACTICE. WE MAY ALSO PROVIDE SUCH INFORMATION TO OTHER HEALTH CARE ENTITIES FOR THEIR 

HEALTH CARE OPERATIONS. FOR EXAMPLE, WE MAY PROVIDE INFORMATION TO YOUR HEALTH INSURER FOR ITS QUALITY REVIEW 

PURPOSES.   
OTHER PERMITTED AND REQUIRED USES AND DISCLOSURE WILL BE MADE ONLY WITH YOUR CONSENT, AUTHORIZATION OR OPPORTUNITY 

TO OBJECT UNLESS REQUIRED BY LAW. YOU MAY REVOKE THE 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 HEALTH INFORMATION RIGHTS 

 
THE FOLLOWING ARE STATEMENTS OF YOUR RIGHTS WITH RESPECT TO YOUR PROTECTED HEALTH INFORMATION . 

RIGHT TO OBTAIN A PAPER COPY OF THIS NOTICE: YOU HAVE THE RIGHT TO A PAPER COPY OF THIS NOTICE OF PRIVACY PRACTICES AT 

ANY TIME. EVEN IF YOU HAVE AGREED TO RECEIVE THIS NOTICE ELECTRONICALLY, YOU ARE STILL ENTITLED TO A PAPER COPY.   
RIGHT TO INSPECT AND COPY: YOU HAVE THE RIGHT TO INSPECT AND COPY MEDICAL INFORMATION THAT MAY BE USED TO MAKE 

DECISIONS ABOUT YOUR CARE. USUALLY, THIS INCLUDES MEDICAL AND BILLING RECORDS, BUT DOES NOT INCLUDE PSYCHOTHERAPY 

NOTES. YOU HAVE A RIGHT TO INFORMATION THAT IS STORED ELECTRONICALLY THAT IS NOT IN HER SOFTWARE, INCLUDING 

INFORMATION STORED IN MS WORD, EXCEL, PDF, PLAIN TEXT AND OTHER ELECTRONIC FORMATS. TO INSPECT AND COPY MEDICAL 

INFORMATION, YOU MUST SUBMIT A WRITTEN REQUEST TO OUR PRIVACY OFFICER. WE WILL SUPPLY YOU WITH A FORM FOR SUCH A 

REQUEST. IF YOU REQUEST A COPY OF YOUR MEDICAL INFORMATION, WE MAY CHARGE A REASONABLE FEE FOR THE COSTS OF LABOR, 
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POSTAGE, AND SUPPLIES ASSOCIATED WITH YOUR REQUEST. WE MAY NOT CHARGE YOU A FEE IF YOU REQUIRE YOUR MEDICAL 

INFORMATION FOR A CLAIM FOR BENEFITS UNDER THE SOCIAL SECURITY ACT OR ANY OTHER STATE OR FEDERAL NEEDS-BASED BENEFIT 

PROGRAM. IF YOUR MEDICAL INFORMATION IS MAINTAINED IN AN ELECTRONIC HEALTH RECORD , YOU ALSO HAVE THE RIGHT TO REQUEST 

THAT AN ELECTRONIC COPY OF YOUR RECORD BE SENT TO YOU OR TO ANOTHER INDIVIDUAL OR ENTITY . WE MAY CHARGE YOU A 

REASONABLE COST BASED FEE LIMITED TO THE LABOR COSTS ASSOCIATED WITH TRANSMITTING THE ELECTRONIC HEALTH RECORD .  YOU 

HAVE A RIGHT TO HAVE THIS INFORMATION WITH-IN 30 DAYS OF RECEIPT OF YOUR REQUEST.   
RIGHT TO AMEND: LF YOU FEEL THAT MEDICAL INFORMATION WE HAVE ABOUT YOU IS INCORRECT OR INCOMPLETE, YOU MAY ASK US TO 

AMEND THE INFORMATION. YOU HAVE THE RIGHT TO REQUEST AN AMENDMENT FOR AS LONG AS WE RETAIN THE INFORMATION . TO 

REQUEST AN AMENDMENT, YOUR REQUEST MUST BE MADE IN WRITING AND SUBMITTED TO OUR PRIVACY OFFICER. IN ADDITION, YOU 

MUST PROVIDE A REASON THAT SUPPORTS YOUR REQUEST. WE MAY DENY YOUR REQUEST FOR AN AMENDMENT IF IT IS NOT IN WRITING 

OR DOES NOT INCLUDE A REASON TO SUPPORT THE REQUEST. IN ADDITION, WE MAY DENY YOUR REQUEST IF YOU ASK US TO AMEND 

INFORMATION THAT:  • WAS NOT CREATED BY US, UNLESS THE PERSON OF ENTITY THAT CREATED THE INFORMATION IS NO LONGER 

AVAILABLE TO MAKE THE AMENDMENT; • IS NOT PART OF THE MEDICAL INFORMATION KEPT BY OR FOR JUSTIN DICK PLLC. • IS NOT 

PART OF THE INFORMATION WHICH YOU WOULD BE PERMITTED TO INSPECT AND COPY; OR • IS ACCURATE AND COMPLETE. IF WE DENY 

YOUR REQUEST FOR AMENDMENT, YOU MAY SUBMIT A STATEMENT OF DISAGREEMENT. WE MAY REASONABLY LIMIT THE LENGTH OF THIS 

STATEMENT. YOUR LETTER OF DISAGREEMENT WILL BE INCLUDED IN YOUR MEDICAL RECORD, BUT WE MAY ALSO INCLUDE A REBUTTAL 

STATEMENT.   
RIGHT TO AN ACCOUNTING OF DISCLOSURES: YOU HAVE THE RIGHT TO REQUEST AN ACCOUNTING OF DISCLOSURES OF YOUR HEALTH 

INFORMATION MADE BY US. IN YOUR ACCOUNTING, WE ARE NOT REQUIRED TO LIST CERTAIN DISCLOSURES, INCLUDING: • DISCLOSURES 

MADE FOR TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS PURPOSES OR DISCLOSURES MADE INCIDENTAL TO TREATMENT, 
PAYMENT, AND HEALTH CARE OPERATIONS, HOWEVER, IF THE DISCLOSURES WERE MADE THROUGH AN ELECTRONIC HEALTH RECORD, YOU 

HAVE THE RIGHT TO REQUEST AN ACCOUNTING FOR SUCH DISCLOSURES THAT WERE MADE DURING THE PREVI OUS 3 YEARS; • 

DISCLOSURES MADE PURSUANT TO YOUR AUTHORIZATION; • DISCLOSURES MADE TO CREATE A LIMITED DATA SET • DISCLOSURES MADE 

DIRECTLY TO YOU. TO REQUEST AN ACCOUNTING OF DISCLOSURES, YOU MUST SUBMIT YOUR REQUEST IN WRITING TO OUR PRIVACY 

OFFICER. YOUR REQUEST MUST STATE A TIME PERIOD WHICH MAY NOT BE LONGER THAN SIX YEARS AND MAY NOT INCLUDE DATES 

BEFORE APRIL 14, 2003. YOUR REQUEST SHOULD INDICATE IN WHAT FORM YOU WOULD LIKE THE ACCOUNTING OF DISCLOSURES (FOR 

EXAMPLE, ON PAPER OR ELECTRONICALLY BY EMAIL). THE FIRST ACCOUNTING OF DISCLOSURES YOU REQUEST WITHIN ANY 12 MONTH 

PERIOD WILL BE FREE. FOR ADDITIONAL REQUESTS WITHIN THE SAME PERIOD, WE MAY CHARGE YOU FOR THE REASONABLE COSTS OF 

PROVIDING THE ACCOUNTING OF DISCLOSURES. WE WILL NOTIFY YOU OF THE COSTS INVOLVED AND YOU MAY CHOOSE TO WITHDRAW OR 

MODIFY YOUR REQUEST AT THAT TIME, BEFORE ANY COSTS ARE INCURRED. UNDER LIMITED CIRCUMSTANCES MANDATED BY FEDERAL AND 

STATE LAW, WE MAY TEMPORARILY DENY YOUR REQUEST FOR AN ACCOUNTING OF DISCLOSURES.   
RIGHT TO REQUEST RESTRICTIONS: YOU HAVE THE RIGHT TO REQUEST A RESTRICTION OR LIMITATION ON THE MEDICAL INFORMATION 

WE USE OR DISCLOSE ABOUT YOU FOR TREATMENT, PAYMENT, OR HEALTH CARE OPERATIONS.  YOU ALSO HAVE THE RIGHT TO REQUEST A 

LIMIT ON THE MEDICAL INFORMATION WE COMMUNICATE ABOUT YOU TO SOMEONE WHO IS INVOLVED IN YOUR CARE OR THE PAYMENT 

FOR YOUR CARE OR THE PAYMENT FOR YOUR CARE.  YOU HAVE A RIGHT TO RESTRICT CERTAIN DISCLOSURES OF PROTECTED HEALTH 

INFORMATION TO A HEALTH PLAN WHERE YOU HAVE PAID OUT OF POCKET IN FULL FOR THE HEALTHCARE ITEM OR SERVICE. AS NOTED 

ABOVE, WE ARE NOT REQUIRED TO AGREE TO YOUR REQUEST. IF WE DO AGREE, WE WILL COMPLY WITH YOUR REQUEST UNLESS THE 

RESTRICTED INFORMATION IS NEEDED TO PROVIDE YOU WITH EMERGENCY TREATMENT . TO REQUEST RESTRICTIONS, YOU MUST MAKE 

YOUR REQUEST IN WRITING TO OUR PRIVACY OFFICER. LN YOUR REQUEST, YOU MUST TELL US WHAT INFORMATION YOU WANT TO LIMIT, 
WHETHER YOU WANT TO LIMIT OUR USE, DISCLOSURE, OR BOTH AND TO WHOM YOU WANT THE LIMITS TO APPLY.   
RIGHT TO REQUEST CONFIDENTIAL COMMUNICATIONS: YOU HAVE THE RIGHT TO REQUEST THAT WE COMMUNICATE WITH YOU ABOUT 

MEDICAL MATTERS IN A CERTAIN WAY OR AT A CERTAIN LOCATION. FOR EXAMPLE, YOU CAN ASK THAT WE ONLY CONTACT YOU AT WORK 

OR BY E-MAIL. TO REQUEST CONFIDENTIAL COMMUNICATIONS, YOU MUST MAKE YOUR REQUEST IN WRITING TO OUR PRIVACY OFFICER. 
WE WILL ACCOMMODATE ALL REASONABLE REQUESTS.   
RIGHT TO RECEIVE NOTICE OF A BREACH: WE ARE REQUIRED TO NOTIFY YOU BY FIRST CLASS MAIL OR BY EMAIL (IF YOU HAVE INDICATED 

A PREFERENCE TO RECEIVE INFORMATION BY E-MAIL), OF ANY BREACHES OF UNSECURED PROTECTED HEALTH INFORMATION AS SOON AS 

POSSIBLE, BUT IN ANY EVENT, NO LATER THAN 60 DAYS FOLLOWING THE DISCOVERY OF THE BREACH. "UNSECURED PROTECTED HEALTH 

INFORMATION" IS INFORMATION THAT IS NOT SECURED THROUGH THE USE OF A TECHNOLOGY OR METHODOLOGY IDENTIFIED BY THE 



18 | P a g e  
 

SECRETARY OF THE U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES TO RENDER THE PROTECTED HEALTH INFORMATION 

UNUSABLE, UNREADABLE, AND UNDECIPHERABLE TO UNAUTHORIZED USERS.   
 

IF YOU HAVE A COMPLAINT REGARDING OUR PRIVACY NOTICE, OUR PRIVACY PRACTICES OR ANY ASPECT OF OUR PRIVACY ACTIVITIES 

YOU SHOULD DIRECT YOUR COMPLAINT TO DR. JUSTIN DICK.  IF YOU WOULD LIKE FURTHER INFORMATION ABOUT OUR PRIVACY 

POLICIES AND PRACTICES PLEASE CONTACT DR. JUSTIN DICK. 
 

THIS CLINIC HAS AN OPEN DOOR ADJUSTING AREA.  IF YOU REQUIRE PRIVACY, IT WILL BE PROVIDED IF YOUR REQUEST IS IN WRITING.   
THIS OFFICE UTILIZES AN “OPEN-ADJUSTING” ENVIRONMENT FOR ONGOING PATIENT CARE.  “OPEN ADJUSTING” INVOLVES SEVERAL 

PATIENTS BEING SEEN IN THE SAME ADJUSTING ROOM AT THE SAME TIME .  PATIENTS ARE WITHIN SIGHT OF ONE ANOTHER AND SOME 

ONGOING ROUTINE DETAILS OF CARE ARE DISCUSSED WITHIN EARSHOT OF OTHER PATIENTS AND STAFF .  THIS ENVIRONMENT IS USED FOR 

ONGOING CARE AND THIS IS NOT THE ENVIRONMENT USED FOR TAKING PATIENT HISTORIES, PROVIDING EXAMINATIONS OR PRESENTING 

REPORTS OF FINDINGS.  THESE PROCEDURES ARE COMPLETED IN A PRIVATE CONFIDENTIAL SETTING.  THE USE OF THIS FORMAT IS 

INTENDED TO MAKE YOUR EXPERIENCE WITH OUR OFFICE MORE EFFICIENT AND PRODUCTIVE AS WELL AS TO ENHANCE YOUR ACCESS TO 

QUALITY HEALTH CARE AND HEALTH INFORMATION.  IF YOU CHOOSE NOT TO BE ADJUSTED IN AN OPEN-ADJUSTING ENVIRONMENT OTHER 

ARRANGEMENTS WILL BE MADE FOR YOU.   
RESEARCH. WE MAY DISCLOSE YOUR HEALTH INFORMATION TO RESEARCHERS WHEN THE INFORMATION DOES NOT DIRECTLY IDENTIFY 

YOU AS THE SOURCE OF THE INFORMATION OR WHEN A WAIVER HAS BEEN ISSUED BY AN INSTITUTIONAL REVIEW BOARD OR A PRIVACY 

BOARD THAT HAS REVIEWED THE RESEARCH PROPOSAL AND PROTOCOLS FOR COMPLIANCE WITH STANDARDS TO ENSURE THE PRIVACY OF 

YOUR HEALTH INFORMATION.    
 
COMPLAINTS  
IF YOU BELIEVE YOUR PRIVACY RIGHTS HAVE BEEN VIOLATED, YOU MAY FILE A COMPLAINT WITH US OR WITH THE SECRETARY OF THE U.S. 
DEPARTMENT OF HEALTH AND HUMAN SERVICES. WE WILL NOT RETALIATE AGAINST YOU FOR FILING A COMPLAINT . TO FILE A 

COMPLAINT WITH US, CONTACT OUR PRIVACY OFFICER AT THE ADDRESS LISTED ABOVE. ALL COMPLAINTS MUST BE SUBMITTED IN 

WRITING AND SHOULD BE SUBMITTED WITHIN 180 DAYS OF WHEN YOU KNEW OR SHOULD HAVE KNOWN THAT THE ALLEGED VIOLATION 

OCCURRED.   
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 PROTECT HEALTH INFORMATION . WE ARE ALSO TO ABIDE BY THE TERMS OF THE NOTICE CURRENTLY 

IN EFFECT. IF YOU HAVE ANY QUESTIONS IN REFERENCE TO THIS FORM, PLEASE ASK TO SPEAK WITH OUR HIPAA COMPLIANCE OFFICER IN 

PERSON OR BY PHONE AT OUR MAIN PHONE NUMBER.   
 

BY SIGNING THIS AGREEMENT, YOU ARE ONLY ACKNOWLEDGING THAT YOU HAVE RECEIVED OR BEEN GIVEN THE OPPORTUNITY TO 

RECEIVE A COPY OF OUR NOTICE OF PRIVACY PRACTICES. 
 

THIS NOTICE IS EFFECTIVE AS OF APRIL 14TH, 2003.  THIS NOTICE, AND ANY ALTERATIONS OR AMENDMENTS MADE HERETO WILL EXPIRE 

SEVEN YEARS AFTER THE DATE UPON WHICH THE RECORD WAS CREATED.  MY SIGNATURE ACKNOWLEDGES THAT I RECEIVED A COPY OF 

THIS NOTICE. 
 
 
SIGNATURE: ________________________________________________  DATE: _____________________     
 
 
PRINT NAME: ______________________________________________       

 
JUSTIN DICK PLLC   
Phone: 704-947-2902  
Address: 10215 Hickorywood Hill Avenue, Suite A, Huntersville, NC 28078  
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AUTHORIZATION FOR THE USE AND DISCLOSURE 

OF PROTECTED HEALTH INFORMATION 
 

TO: ___________________________________________________________________  
 
______________________________________________________________________  
 
______________________________________________________________________  
 
ATTENTION: _____________________________________________________________  
 
THIS AUTHORIZATION IS BEING REQUESTED FOR CLINICAL CARE REGARDING THE FOLLOWING PATIENT: 
 
NAME: __________________________________________________________    
 
SIGNATURE: ______________________________________________________________  
 
BIRTHDATE: __________________   SOCIAL SECURITY # (OPTIONAL) ____________________  
 
DATES OF SERVICE:             
 

THE FOLLOWING INFORMATION SHOULD BE RELEASED TO THE JUSTIN DICK PLLC. 

TO THE ADDRESS, FAX NUMBER, AND/OR E-MAIL ADDRESS ABOVE: 
 
(   )  OFFICE NOTES, REPORTS, AND RECORDS 
(   )  MRI AND / OR X-RAY REPORTS 
(   )  X-RAY FILMS 
(   )  OTHER: _____________________________________________________________  

 
 

NOTE: ONCE AGREED TO, THE PATIENT HAS THE RIGHT TO REVOKE THIS AUTHORIZATION AS IS DEEMED NECESSARY.   
YOUR CARE IN THIS CLINIC WILL NOT BE DEEMED CONDITIONAL ON AGREEING TO THIS AUTHORIZATION .   

THE INFORMATION RELEASED UNDER THIS AUTHORIZATION MAY BE REDISCLOSED BY THE PARTY RECEIVING THE  
INFORMATION; WE HAVE NO CONTROL OVER SUCH REDISCLOSURES.  UNLESS OTHERWISE INDICATED,  

THIS AUTHORIZATION SHALL EXPIRE UPON THE REQUEST OF YOU (THE PATIENT) OR YOUR PERSONAL REPRESENTATIVE. 
 


