(]Q ALVARADO

1210 WASHINGTON ST, HIGHLAND, IL 62249
REQUIRED PORTIONS ARE HIGHLIGHTED
PHONE: 618-654-4520 EMmAIL: ALVARADOHEALTHCARE @ GMAIL.COM  WEBSITE: ALVARADOHEALTH.COM

GENERAL INFORMATION

PATIENT NAME: NICKNAME:

Sex M/F DATE OF BIRTH: SociAL SECURITY #:

MaAILING ADDRESS: City: STATE: ZIP CODE:
EmAIL ADDRESS:

PRIMARY PHONE #: SECONDARY PHONE #: Your PrimARY DocTor’s NAME

EMPLOYER: OcCUPATION:

HAVE YoU EVER BEEN TO A CHIROPRACTOR ? Y / N

NUMBER OF CHILDREN:

MARITAL STATUS:
S/M/D/W

N E OF EMERGENCY

CONTACT NAME:

RELATIONSHIP:

ADDRESS:

HoMmEe PHONE:

CEeLL PHONE: WoRk PHONE:

How DID YOU HEAR ABOUT OUR OFFICE?

If the Insurance Card is present, this part can be skipped
PRIMARY |MSURANCE [NFORMATION

PriMARY INSURANCE CompPaNy NAME:

ID#: Grour #: SuBscrIBER NAME: SusscriBER SSN:
SECONDARY INSURANCE CompANY NAME:
ID#: Grour #: SuBscrIBER NAME: SusscriBER SSN:
Today's Visit
Reason For TopaY’s VisiT:
How LONG HAVE YOU HAD THIS PROBLEM: YEARS MONTHS WEEKS
WHAT MAKES IT BETTER: WHAT MAKES IT WORSE: RATE THE PAIN :

0 = NotHING, 10 = WORST IMAGINABLE

| HAVE FILLED THIS PAGE OUT IN ITS ENTIRETY TO THE BEST OF MY KNOWLEDGE. INITIAL:



mailto:Alvaradohealthcare@gmail.com

A = AcHe

B = BurninG

N = NumBNESS

P = Pins & NeepLes

S = STABRING

O = OTHER

ON THE DIAGRAM ABOVE, PLEASE INDICATE WHERE YOU ARE EXPERIENCING PAIN RIGHT NOW. PLEASE USE THE KEY TO THE

RIGHT ON THE DIAGRAM TO FURTHER EXPLAIN WHAT TYPE OF SENSATIONS YOU ARE EXPERIENCING IN EACH AREA.

CIGAR SMOKER
VAPE SMOKERS + -

ARE YOU A: (PLEASE CIRCLE ONE) CURRENT SMOKER FORMER SMOKER NEVER SMOKED PipE SMOKER
IF YES, HOW MUCH DID YOU SMOKE? 3 CIGARETTES OR LESS PER DAY % A PACK PER DAY MORE THAN A PACK PER DAY

Do YOU DRINK ALCOHOL? (PLEASE CIRCLE ONE) YES NO

IF Yes, How FREQUENTLY? SociALLy OnLy SEVERAL TIMES PER WEEK EVERYDAY
Do YOU OR HAVE YOU EVER USED ILLICIT DRUGS ? (PLEASE CIRCLE ONE) YES NO

IF YES, WHAT KIND? IV DRUGS PILLS MARIJUANA OTHER

ARE YOU CURRENTLY PARTICIPATING IN SPORTS? (PLEASE CIRCLE ONE)

IF YES, WHAT SPORT? GOLF

TENNIS FOOTBALL

YES NO

SOCCER BASEBALL

BASKETBALL OTHER

PLEASE CIRCLE ANY OF THE FOLLOWING SYMPTOMS THAT YOU’VE EXPERIENCED RECENTLY:

CONSTITUTIONAL: FevER NIGHT SWEATS WEIGHT Loss
Eves: Rep Eves BLurreD Vision Vision Loss
Ears / Nose / Mouth: Nose BLEEDS SoRe THROAT HearING Loss
CARDIOVASCULAR: CHesT PaINs PALPITATIONS LEG SWELLING
RESPIRATORY: SHORTNESS OF BREATH CHronic CouGH WHEEzZING
GASTROINTESTINAL: NAUSEA Vomiting DIARRHEA

GENITOURINARY:

BuRNING W/ URINATION

Broop IN URINE

URINARY INCONSISTENCY

SKIN: RAsH Hives SKIN INFECTION
NEUROLOGICAL: HEeADACHE TREMOR SEIZURES
PSYCHIATRIC: DEPRESSION PaNic ATTACKS SuicipAL IDeaTION
ENDOCRINE: EXCESSIVE THIRST CoLb INTOLERANCE EXCESSIVE SWEATING

HEMATOLOGICAL:

EAsy BRUISING

SWOLLEN GLANDS

EAsy BLEEDING

ALLERGY / IMMUNE:

Runny Nose

Sinus CONGESTION

ItcHy Eves

| have filled this page out in its entirety to the best of my knowledge. Initial:



Past MeicaL History (Piease cincie)

HigH BLoob PRESSURE

CoRONARY ARTERY DISEASE

VASCULAR DISEASE

EmMPHYSEMA

DIABETES CoNGEsTIVE HEART FAILURE HearT Disease / ATTAack THYROID DISEASE
Lyme’s Disease BLEEDING DISORDER SEIZURES GASTRIC REFLUX
MuLTIPLE SCLEROSIS ENLARGED PROSTATE HepaTiTIS Liver DISEASE

OSTEOARTHRITIS RHEUMATOID ARTHRITIS StomACH ULCERS KiDNEY DISEASE

ASTHMA COPD CANCER Scotlosis

DEPRESSION CROHN'S DISEASE IBS OTHER:
Famiy Histoy (PLease circle)

BLEEDING DISORDER CoRONARY ARTERY DISEASE HepaTITIS CANCER

HEART Disease / ATTACKs

SEIZURES

LunG DiseAse

RHEUMATOID ARTHRITIS

KipNEY DiseASE

MALIGNANT HYPERTHERMIA

ScoLlosis

ASTHMA

OTHER:

Surgery History

(If you have a list of your past surgeries, please give to the front desk & we will make a copy)

SURGERY

DATE

SURGERY

DATE

KNee ArTHROSCOPY ( RIGHT /  LEFT )

SHOULDER ARTHROSCOPY ( RIGHT /  LEFT )

SPINE SURGERY

JOINT REPLACEMENT SURGERY

HEerRNIA REPAIR

LAPAROTOMY

EvE SURGERY

THYROID SURGERY

PERIPHERAL BYPASS SURGERY

CarpIAC CATHETERIZATION

CoRONARY ARTERY BYPASS SURGERY

HysTERECTOMY

PACEMAKER

DEFIBRILLATOR

PLEASE LIST ANY OTHER SURGERY YOU MAY HAVE HAD IN THE PAST NOT PREVIOUSLY MENTIONED:

PLEASE LIST ANY IMIEDICATIONS YOU ARE ON, OR HAVE TAKEN IN THE PAST 6 MONTHS (|F YOU HAVE A LIST, FRONT DESK CAN MAKE A COPY)

PLEASE LIST ANYTHING YOU MAY HAVE AN ALLERGIC REACTION FROM:

| HAVE FILLED THIS PAGE OUT IN ITS ENTIRETY TO THE BEST OF MY KNOWLEDGE. INITIAL:




CIRCLE ANY SERVICES YOU’RE INTERESTED IN!

DRy NEeDLING/ACUPUNCTURE LAser THERAPY PHysicAL THERAPY

SUPPLEMENTS DiaGgNosTIC ULTRASOUND BaLance/COORDINATION THERAPY

Patients are REQUIRED to complete all the following paperwork below ( Total of 8 signatures, 1 OPTIONAL ). If you
have any questions please ask a team member!

FINANCIAL POLICY AGREEMENT
THANK YOU FOR CHOOSING ALVARADO HEALTHCARE AS YOUR HEALTHCARE PROVIDER. WWE ARE COMMITTED TO PROVIDING EXCELLENT CARE TO ALL OF OUR
PATIENTS AND WE WILL ALWAYS DO OUR BEST TO ACHIEVE THIS GOAL!

MOST INSURANCE PLANS ALLOW PATIENTS TO SELECT THEIR OWN TREATING PHYSICIAN EVEN IF THE PHYSICIAN THEY PREFER IS NOT IN THEIR INSURANCE PLAN’S
NETWORK. TO HELP YOU UNDERSTAND YOUR RESPONSIBILITIES, WE WILL INQUIRE AS TO YOUR PLAN’S BENEFITS, AND EXPLAIN WHAT, IF ANY, FINANCIAL
OBLIGATIONS YOU WILL HAVE FOR OUR SERVICES.

OUR INDEPENDENCE IS A HALLMARK TRAIT OF OUR PRACTICE. AS A TREATING PROVIDER, THE COURSE OF TREATMENT WE PROVIDE WILL NOT BE LIMITED TO
WHAT AN INSURANCE PLAN REPRESENTATIVE WILL APPROVE, BUT WILL INSTEAD BE BASED SOLELY UPON THE STATE-OF-THE-ART CARE THAT YOUR PHYSICIAN
RECOMMENDS.

ALL CHARGES WILL BE SUBMITTED TO YOUR INSURANCE CARRIER. YOU WILL BE RESPONSIBLE FOR YOUR DEDUCTIBLE, CO-PAY, OR COINSURANCE ON ALLOWED
PAYMENTS UP TO YOUR OUT-OF-POCKET MAXIMUM ACCORDING TO YOUR INSURANCE POLICY. IN A FEW CASES, HOWEVER, A PARTICULAR PLAN MAY NOT PROVIDE
REASONABLE AND CUSTOMARY PAYMENT, IN WHICH CASE YOU WILL BE RESPONSIBLE FOR SOME OF THE DIFFERENCE BETWEEN WHAT IS BILLED AND WHAT YOUR
INSURANCE PLAN ALLOWS FOR PAYMENT.

INITIAL:

BY SIGNING BELOW, YOU ATTEST THAT YOU COMPLETELY UNDERSTAND AND AGREE WITH OUR FINANCIAL POLICY AS
DESCRIBED ABOVE FOR THE SERVICES PROVIDED BY ALVARADO HEALTHCARE AND ITS PROFESSIONALS. | ACKNOWLEDGE
THAT | HAVE BEEN TOLD IN ADVANCE THAT THE SERVICES AND ITEMS LISTED ABOVE ARE NON-PAYABLE BY
MEDICARE/INSURANCE AND | AGREE TO PAY FOR THESE SERVICES AND ITEMS AT THE TIME THE SERVICE OR WHEN ITEM
IS PROVIDED. | HAVE HAD AMPLE OPPORTUNITY TO ASK QUESTIONS ABOUT MY FINANCIAL OBLIGATION AND OTHER
TREATMENT OPTIONS. | ACKNOWLEDGE THAT | AM SIGNING THIS NOTICE VOLUNTARILY AND THAT IT IS NOT BEING
SIGNED AFTER THE PRODUCTS OR SERVICES HAVE BEEN PROVIDED. | UNDERSTAND | HAVE THE RIGHT TO REFUSE CARE
AND THAT BY SIGNING THIS FORM | AM FULLY RESPONSIBLE FOR ALL NON-COVERED SERVICES AND PRODUCTS.

PATIENT SIGNATURE: DATE:

PARENT / GUARDIAN SIGNATURE: Darte:




ASSIGNMENT OF BENEFITS

| IRREVOCABLY ASSIGN ALVARADO HEALTHCARE ALL MY RIGHTS AND BENEFITS UNDER ANY INSURANCE CONTRACTS FOR PAYMENT FOR SERVICES RENDERED TO ME
BY ALVARADO HEALTHCARE. | IRREVOCABLY AUTHORIZE ALL INFORMATION REGARDING MY BENEFITS UNDER ANY INSURANCE POLICY RELATING TO ANY CLAIMS BY
ALVARADO HEALTHCARE TO BE RELEASED TO ALVARADO HEALTHCARE. | IRREVOCABLY AUTHORIZE ALVARADO HEALTHCARE TO FILE INSURANCE CLAIMS ON BEHALF
OF SERVICES RENDERED TO ME. | IRREVOCABLY DIRECT ALL SUCH PAYMENTS TO GO DIRECTLY TO ALVARADO HEALTHCARE. | IRREVOCABLY AUTHORIZE ALVARADO
HEALTHCARE TO ACT ON MY BEHALF AND REPORT ANY SUSPECTED VIOLATION OF PROPER CLAIMS PRACTICES TO THE PROPER REGULATORY AUTHORITIES. THIS
ASSIGNMENT OF BENEFITS HAS BEEN EXPLAINED TO MY FULL SATISFACTION, AND | UNDERSTAND ITS NATURE AND EFFECT.

PATIENT SIGNATURE

Payment Consent Form

We request all Patients to provide our office with either their Debit, Credit, or HSA card to be kept on file unless they are paying
with cash or check each visit. This information is stored Safely in our encrypted payment processing system. If a patient wishes to
receive a receipt for each visit, speak with the Front Desk Staff and they print or email receipts for you.

Keeping a card on file is for our patient's convenience, this will allow a more sufficient checkout for you, reduce the
person-to-person contact, and prevent a service fee charged if using a credit/debit card each time. This Account information will be
used for any patients that have a Copay, Coinsurance, or Self-Pay charge for each visit. If payment has failed, Alvarado Healthcare at
its discretion will attempt to process the charge again within 30 days. | agree to not dispute recurring billing with my bank so long as

the transactions correspond to the terms in my financial responsibility form ( Discussed on my second visit ). Alvarado Healthcare
pays for any credit card fees. If at any time a refund is to be issued, an added on service fee may be subtracted from the refunded
amount.

PriNTED NAME (PATIENT) PATIENT SIGNATURE or LEGAL REPRESENTATIVE

Alvarado Healthcare Cancellation Policy (Scholarship Fund)

The Alvarado Healthcare Scholarship is offered to a Highland Senior planning to pursue a career in Healthcare. The
recipient of the award is selected based on their demonstration of excellence in the classroom, self-motivation, and
vision of attaining something extraordinary. While we are very eager to get you better and back to normal, the best way
to get you better is by following your recommended treatment plan. If you ever need to cancel an appointment, we
request a call a day prior. This allows us to find a different day or time for you before the schedule fills up and also gives
us the opportunity to help someone else during that time. If we receive a same-day cancellation or do not receive
notice of your canceled appointment, we will request a $10 donation towards our scholarship fund. The card on file will
automatically be charged the day of the cancellation, unless stated otherwise by a team member!

PrinTED NAME (PATIENT) PATIENT SIGNATURE or LEGAL REPRESENTATIVE



INFORMED CONSENT TO CARE

YOu ARE THE DECISION MAKER FOR YOUR HEALTH CARE. PART OF OUR ROLE IS TO PROVIDE YOU WITH INFORMATION TO ASSIST YOU IN MAKING INFORMED
CHOICES. THIS PROCESS IS OFTEN REFERRED TO AS “INFORMED CONSENT” AND INVOLVES YOUR UNDERSTANDING AND AGREEMENT REGARDING THE CARE WE
RECOMMEND, THE BENEFITS AND RISKS ASSOCIATED WITH THE CARE, ALTERNATIVES, AND THE POTENTIAL EFFECT ON YOUR HEALTH IF YOU CHOOSE NOT TO RECEIVE
THE CARE.

WE MAY CONDUCT SOME DIAGNOSTIC OR EXAMINATION PROCEDURES IF INDICATED. ANY EXAMINATIONS OR TESTS CONDUCTED WILL BE CAREFULLY PERFORMED
BUT MAY BE UNCOMFORTABLE. CHIROPRACTIC CARE CENTRALLY INVOLVES WHAT IS KNOWN AS A CHIROPRACTIC ADJUSTMENT. THERE MAY BE ADDITIONAL
SUPPORTIVE PROCEDURES OR RECOMMENDATIONS AS WELL. VWHEN PROVIDING AN ADJUSTMENT, WE USE OUR HANDS OR AN INSTRUMENT TO REPOSITION
ANATOMICAL STRUCTURES, SUCH AS VERTEBRAE. POTENTIAL BENEFITS OF AN ADJUSTMENT INCLUDE RESTORING NORMAL JOINT MOTION, REDUCING SWELLING AND
INFLAMMATION IN A JOINT, REDUCING PAIN IN THE JOINT, AND IMPROVING NEUROLOGICAL FUNCTIONING AND OVERALL WELL-BEING.

IT IS IMPORTANT THAT YOU UNDERSTAND, AS WITH ALL HEALTH CARE APPROACHES, RESULTS ARE NOT GUARANTEED, AND THERE IS NO PROMISE TO CURE. As
WITH ALL TYPES OF HEALTH CARE INTERVENTIONS, THERE ARE SOME RISKS TO CARE, INCLUDING, BUT NOT LIMITED TO: MUSCLE SPASMS, AGGRAVATING AND/OR
TEMPORARY INCREASE IN SYMPTOMS, LACK OF IMPROVEMENT OF SYMPTOMS, BURNS AND/OR SCARRING FROM ELECTRICAL STIMULATION AND FROM HOT OR COLD
THERAPIES, INCLUDING BUT NOT LIMITED TO HOT PACKS AND ICE, FRACTURES (BROKEN BONES), DISC INJURIES, STROKES, DISLOCATIONS, STRAINS, AND SPRAINS.
WITH RESPECT TO STROKES, THERE IS A RARE BUT SERIOUS CONDITION KNOWN AS AN “ARTERIAL DISSECTION” THAT TYPICALLY IS CAUSED BY A TEAR IN THE INNER
LAYER OF THE ARTERY THAT MAY CAUSE THE DEVELOPMENT OF A THROMBUS (CLOT) WITH THE POTENTIAL TO LEAD TO A STROKE. THE BEST AVAILABLE SCIENTIFIC
EVIDENCE SUPPORTS THE UNDERSTANDING THAT CHIROPRACTIC ADJUSTMENT DOES NOT CAUSE A DISSECTION IN A NORMAL, HEALTHY ARTERY. DISEASE PROCESSES,
GENETIC DISORDERS, MEDICATIONS, AND VESSEL ABNORMALITIES MAY CAUSE AN ARTERY TO BE MORE SUSCEPTIBLE TO DISSECTION. STROKES CAUSED BY ARTERIAL
DISSECTIONS HAVE BEEN ASSOCIATED WITH OVER 72 EVERYDAY ACTIVITIES SUCH AS SNEEZING, DRIVING, AND PLAYING TENNIS. ARTERIAL DISSECTIONS OCCUR IN
3-4 OF EVERY 100,000 PEOPLE WHETHER THEY ARE RECEIVING HEALTH CARE OR NOT. PATIENTS WHO EXPERIENCE THIS CONDITION OFTEN, BUT NOT ALWAYS,
PRESENT TO THEIR MEDICAL DOCTOR OR CHIROPRACTOR WITH NECK PAIN AND HEADACHE. UNFORTUNATELY A PERCENTAGE OF THESE PATIENTS WILL EXPERIENCE A
STROKE.

THE REPORTED ASSOCIATION BETWEEN CHIROPRACTIC VISITS AND STROKE IS EXCEEDINGLY RARE AND IS ESTIMATED TO BE RELATED IN ONE IN ONE MILLION TO ONE
IN TWO MILLION CERVICAL ADJUSTMENTS. FOR COMPARISON, THE INCIDENCE OF HOSPITAL ADMISSION ATTRIBUTED TO ASPIRIN USE FROM MAJOR G| EVENTS OF
THE ENTIRE (UPPER AND LOWER) GI TRACT wWAS 1219 EVENTS/ PER ONE MILLION PERSONS/YEAR AND RISK OF DEATH HAS BEEN ESTIMATED AS 104 PER ONE
MILLION USERS.

IT IS ALSO IMPORTANT THAT YOU UNDERSTAND THERE ARE TREATMENT OPTIONS AVAILABLE FOR YOUR CONDITION OTHER THAN CHIROPRACTIC PROCEDURES.
LIKELY, YOU HAVE TRIED MANY OF THESE APPROACHES ALREADY. THESE OPTIONS MAY INCLUDE, BUT ARE NOT LIMITED TO: SELF-ADMINISTERED CARE,
OVER-THE-COUNTER PAIN RELIEVERS, PHYSICAL MEASURES AND REST, MEDICAL CARE WITH PRESCRIPTION DRUGS, PHYSICAL THERAPY, BRACING, INJECTIONS, AND
SURGERY. LASTLY, YOU HAVE THE RIGHT TO A SECOND OPINION AND TO SECURE OTHER OPINIONS ABOUT YOUR CIRCUMSTANCES AND HEALTH CARE AS YOU SEE FIT.

| HAVE READ, OR HAVE HAD READ TO ME, THE ABOVE CONSENT. | APPRECIATE THAT IT IS NOT POSSIBLE TO CONSIDER EVERY POSSIBLE COMPLICATION TO CARE. |

HAVE ALSO HAD AN OPPORTUNITY TO ASK QUESTIONS ABOUT ITS CONTENT, AND BY SIGNING BELOW, | AGREE WITH THE CURRENT OR FUTURE RECOMMENDATION
TO RECEIVE CHIROPRACTIC CARE AS IS DEEMED APPROPRIATE FOR MY CIRCUMSTANCE. | INTEND THIS CONSENT TO COVER THE ENTIRE COURSE OF CARE FROM ALL
PROVIDERS IN THIS OFFICE FOR MY PRESENT CONDITION AND FOR ANY FUTURE CONDITION(S) FOR WHICH | SEEK CHIROPRACTIC CARE FROM THIS OFFICE.

PaTiENT NAME: SIGNATURE: DATE:

PARENT/GUARDIAN: SIGNATURE: DaTE:




Notice of Non-Payable Services

rvi not cover rinsuran

Some insurance companies do not cover all services or therapies rendered in our office. Medicare plans only cover spinal
adjustments (Treatment from Neck to Lower back), any other services rendered outside of medicare guidelines are left to patient
responsibility. Insurance companies we are Out-Of-Network with (Cigna, Tricare, Aetna Better Health, Medicaid, Meridian, BCBS with
the member Id that starts with QM). The services listed below are services you could end up paying out of pocket for.

Services usually not covered Non-Covered Medicare/Essence
through insurance:

New Patient Evaluation

585
Laser Therapy: Laser Therapy:
S50 Single Session or 5276 for 6 Treatments S50
Dry Needling: Dry Needling:
$50-S75 $50-575
Diagnostic Ultrasound Electric Stimulation
$130-5180 $10
Re-Exams:
S64
Soft Tissue & Muscle work:
$35
Extremity Adjustments:
$35

Patient Acknowledgement:
| acknowledge that | have been told in advance that the services and items listed above are non-payable by
Medicare/Insurance and | agree to pay for these services and items at the time the service or when the item is provided.
| have had ample opportunity to ask questions about my financial obligation and other treatment options. | also
acknowledge that at any time | can ask Alvarado Healthcare for my cost estimates before services are rendered, |
acknowledge that | am signing this notice voluntarily and that it is not being signed after the products or services have
been provided. | understand | have the right to refuse care and that by signing this form | am fully responsible for all
non-covered services and products.

PrinTED NAME (PATIENT) PATIENT SIGNATURE or LEGAL REPRESENTATIVE

IF LEGAL REPRESENTATIVE, STATE RELATIONSHIP DATE



Norice oF Privacy PRACTICE
THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT

CAREFULLY.
Your RiGHTS
WHEN IT COMES TO YOUR HEALTH INFORMATION, YOU HAVE CERTAIN RIGHTS. THIS SECTION EXPLAINS YOUR RIGHTS AND SOME OF OUR RESPONSIBILITIES TO HELP

YOU.

GET AN ELECTRONIC OR PAPER COPY OF YOUR MEDICAL RECORD:

YOu CAN ASK TO SEE OR GET AN ELECTRONIC OR PAPER COPY OF YOUR MEDICAL RECORD AND OTHER HEALTH INFORMATION WE HAVE ABOUT YOU. AsK US HOW
T0 DO THIS. WE WILL PROVIDE A COPY OR A SUMMARY OF YOUR HEALTH INFORMATION, USUALLY WITHIN 30 pAYs OF YOUR REQUEST. WE MAY CHARGE A
REASONABLE FEE.

REQUEST CONFIDENTIAL COMMUNICATIONS:

YOou CAN ASK US TO CONTACT YOU IN A SPECIFIC WAY (FOR EXAMPLE, HOME OR OFFICE PHONE) OR TO SEND MAIL TO A DIFFERENT ADDRESS. WE WiLL SAY “vES”
TO ALL REASONABLE REQUESTS.

AsK US TO LIMIT WHAT WE USE OR SHARE:

YOU CAN ASK US NOT TO USE OR SHARE CERTAIN HEALTH INFORMATION FOR TREATMENT, PAYMENT, OR OUR OPERATIONS. WE ARE NOT REQUIRED TO AGREE TO
YOUR REQUEST, AND WE MAY SAY “NO” IF IT WOULD AFFECT YOUR CARE. IF YOU PAY FOR SERVICE OR HEALTH CARE ITEMS OUT-OF-POCKET IN FULL, YOU CAN
ASK US NOT TO SHARE THAT INFORMATION FOR THE PURPOSE OF PAYMENT OR OUR OPERATIONS WITH YOUR HEALTH INSURER. WWE WILL SAY “YES” UNLESS A LAW
REQUIRES US TO SHARE THAT INFORMATION.

gET A LIST OF THOSE WITH WHOM WE’VE SHARED INFORMATION:

YOU CAN ASK FOR A LIST (ACCOUNTING) OF THE TIMES WE'VE SHARED YOUR HEALTH INFORMATION FOR SIX YEARS PRIOR TO THE DATE YOU ASK, WHO WE SHARED
IT WITH AND WHY. WE WILL INCLUDE ALL DISCLOSURES EXCEPT FOR THOSE ABOUT TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS, AND CERTAIN OTHER
DISCLOSURES (SUCH AS ANY YOU ASKED US TO MAKE). WE’LL PROVIDE ONE ACCOUNTING A YEAR FOR FREE BUT WILL CHARGE A REASONABLE, COST-BASED FEE IF
YOU ASK FOR ANOTHER ONE WITHIN 12 MONTHS.

GET A COPY OF THIS PRIVACY NOTICE:

YOU CAN ASK FOR A PAPER COPY OF THIS NOTICE AT ANY TIME, EVEN IF YOU HAVE AGREED TO RECEIVE THE NOTICE ELECTRONICALLY, WE WILL PROVIDE YOU WITH
A PAPER COPY PROMPTLY.

CHOOSE SOMEONE TO ACT FOR YOU:
IF YOU HAVE GIVEN SOMEONE MEDICAL POWER OF ATTORNEY OR IF SOMEONE IS YOUR LEGAL GUARDIAN, THAT PERSON CAN EXERCISE YOUR RIGHTS AND MAKE

CHOICES ABOUT YOUR HEALTH INFORMATION. WE WILL MAKE SURE THE PERSON HAS THIS AUTHORITY AND CAN ACT FOR YOU BEFORE WE TAKE ANY ACTION.

FILE A COMPLAINT IF YOU FEEL YOUR RIGHTS ARE VIOLATED:

YOU CAN COMPLAIN IF YOU FEEL WE HAVE VIOLATED YOUR RIGHTS BY CONTACTING US. YOU CAN FILE A COMPLAINT WITH THE U.S. DEPARTMENT OF HEALTH
AND HumaN Services OFFice FOR CiviL RIGHTS BY SENDING A LETTER TO 200 INnperPENDENCE AVENUE, S.W., WasHINGTON, D.C. 20201, caLLING
1-877-696-6775, OR VISITING WWW.HHS.GOVE/OCR/PRIVACY/HIPPA/cOMPLAINTS/. WE WILL NOT RETALIATE AGAINST YOU FOR FILING A COMPLAINT.

Your CHoices
FOR CERTAIN HEALTH INFORMATION, YOU CAN TELL US YOUR CHOICES ABOUT WHAT WE SHARE. IF YOU HAVE A CLEAR PREFERENCE FOR HOW WE SHARE YOUR
INFORMATION IN THE SITUATIONS DESCRIBED BELOW, TALK TO US. TELL US WHAT YOU WANT US TO DO, AND WE WILL FOLLOW YOUR INSTRUCTIONS.


http://www.hhs.gove/ocr/privacy/hippa/complaints/

IN THESE CASES, YOU HAVE BOTH THE RIGHT AND CHOICE TO TELL US TO:
SHARE INFORMATION WITH YOUR FAMILY, CLOSE FRIENDS, OR OTHERS INVOLVED IN YOUR CARE. SHARE INFORMATION IN A DISASTER RELIEF SITUATION. INCLUDE

YOUR INFORMATION IN A HOSPITAL DIRECTORY. CONTACT YOU FOR FUNDRAISING EFFORTS. |F YOU ARE NOT ABLE TO TELL US YOUR PREFERENCE, FOR EXAMPLE IF
YOU ARE UNCONSCIOUS, WE MAY GO AHEAD AND SHARE YOUR INFORMATION IF WE BELIEVE IT IS IN YOUR BEST INTEREST. WE MAY ALSO SHARE YOUR
INFORMATION WHEN NEEDED TO LESSEN A SERIOUS AND IMMINENT THREAT TO HEALTH OR SAFETY.

IN THESE CASES WE NEVER SHARE YOUR INFORMATION UNLESS YOU GIVE US WRITTEN PERMISSION:
MARKETING PURPOSES. SALE OF YOUR INFORMATION. IMOST SHARING OF PSYCHOTHERAPY NOTES.

IN THE CASE OF FUNDRAISING:
WE MAY CONTACT YOU FOR FUNDRAISING EFFORTS, BUT YOU CAN TELL US NOT TO CONTACT YOU AGAIN.

Our Usks AnD DiscLOSURES
How DO WE TYPICALLY USE OR SHARE YOUR HEALTH INFORMATION? WE TYPICALLY USE OR SHARE YOUR HEALTH INFORMATION IN THE FOLLOWING WAYS:

TREAT YOU:
WE CAN USE YOUR HEALTH INFORMATION AND SHARE IT WITH OTHER PROFESSIONALS WHO ARE TREATING YOU. EXAMPLE: A DOCTOR TREATING YOU FOR AN
INJURY ASKS ANOTHER DOCTOR ABOUT YOUR OVERALL HEALTH CONDITION.

RUN OUR ORGANIZATION:

WE CAN USE AND SHARE YOUR HEALTH INFORMATION TO RUN OUR PRACTICE, IMPROVE YOUR CARE, AND CONTACT YOU WHEN NECESSARY. ExampLE: WE USE
HEALTH INFORMATION ABOUT YOU TO MANAGE YOUR TREATMENT AND SERVICES.

BILL FOR YOUR SERVICES:
WE CAN USE AND SHARE YOUR HEALTH INFORMATION TO BILL AND GET PAYMENT FROM HEALTH PLANS OR OTHER ENTITIES. EXAMPLE: WE GIVE INFORMATION

ABOUT YOU TO YOUR HEALTH INSURANCE PLAN SO IT WILL PAY FOR YOUR SERVICES.

How ELSE CAN WE USE OR SHARE YOUR HEALTH INFORMATION? \WE ARE ALLOWED OR REQUIRED TO SHARE YOUR INFORMATION IN OTHER WAYS — USUALLY IN
WAYS THAT CONTRIBUTE TO THE PUBLIC GOOD, SUCH AS PUBLIC HEALTH AND RESEARCH. WE HAVE TO MEET MANY CONDITIONS IN THE LAW BEFORE WE CAN
SHARE YOUR INFORMATION FOR THESE PURPOSES. FOR MORE INFORMATION SEE:

WWW.HHS.GOV/OCR/PRIVACY/HIPAA/UNDERSTANDING/ CONSUMERS/INDEX.HTML.

HELP WITH PUBLIC HEALTH AND SAFETY ISSUES:

WE CAN SHARE HEALTH INFORMATION ABOUT YOU FOR CERTAIN SITUATIONS SUCH AS PREVENTING DISEASE, HELPING WITH PRODUCT RECALLS, REPORTING
ADVERSE REACTIONS TO MEDICATIONS, REPORTING SUSPECTED ABUSE, NEGLECT, OR DOMESTIC VIOLENCE, PREVENTING OR REDUCING A SERIOUS THREAT TO
ANYONE’S HEALTH OR SAFETY.

Do RESEARCH:
WE CAN USE OR SHARE YOUR INFORMATION FOR HEALTH RESEARCH.

CoMPLY WITH THE LAW:

WE WILL SHARE INFORMATION ABOUT YOU IF STATE OR FEDERAL LAWS REQUIRE IT, INCLUDING WITH THE DEePARTMENT OF HEALTH AND HUMAN SERVICES IF IT
WANTS TO SEE THAT WE'RE COMPLYING WITH FEDERAL PRIVACY LAW.

RESPOND TO ORGAN AND TISSUE DONATION REQUESTS:

WE CAN SHARE HEALTH INFORMATION ABOUT YOU WITH ORGAN PROCUREMENT ORGANIZATIONS.


http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html

WORK WITH A MEDICAL EXAMINER OR FUNERAL DIRECTOR:

WE CAN SHARE HEALTH INFORMATION WITH A CORONER, MEDICAL EXAMINER, OR FUNERAL DIRECTOR WHEN AN INDIVIDUAL DIES.

ADDRESS WORKERS’ COMPENSATION, LAW ENFORCEMENT, AND OTHER GOVERNMENT REQUESTS:

WE CAN USE OR SHARE HEALTH INFORMATION ABOUT YOU FOR WORKER'S COMPENSATION CLAIMS, FOR LAW ENFORCEMENT PURPOSES OR WITH A LAW
ENFORCEMENT OFFICIAL, WITH HEALTH OVERSIGHT AGENCIES FOR ACTIVITIES AUTHORIZED BY LAW, FOR SPECIAL GOVERNMENT FUNCTIONS SUCH AS MILITARY,
NATIONAL SECURITY, AND PRESIDENTIAL PROTECTIVE SERVICES.

RESPOND TO LAWSUITS AND LEGAL ACTIONS:

WE CAN SHARE HEALTH INFORMATION ABOUT YOU IN RESPONSE TO A COURT OR ADMINISTRATIVE ORDER, OR IN RESPONSE TO A SUBPOENA.

OUR RESPONSIBILITIES

® \WE ARE REQUIRED BY LAW TO MAINTAIN PRIVACY AND SECURITY OF YOUR PROTECTED HEALTH INFORMATION.

®  WE WILL LET YOU KNOW PROMPTLY IF A BREACH OCCURS THAT MAY HAVE COMPROMISED THE PRIVACY OR SECURITY OF YOUR INFORMATION.

® \WE MUST FOLLOW THE DUTIES AND PRIVACY PRACTICES DESCRIBED IN THIS NOTICE AND GIVE YOU A COPY OF IT.

® \WE WILL NOT USE OR SHARE YOUR INFORMATION OTHER THAN AS DESCRIBED HERE UNLESS YOU TELL US WE CAN IN WRITING. IF YOU TELL US WE CAN,
YOU MAY CHANGE YOUR MIND AT ANY TIME. LET US KNOW IN WRITING IF YOU CHANGE YOUR MIND.

® FOR MORE INFORMATION SEE: WWW.HHS.GOV/OCR/PRIVACY/HIPAA/UNDERSTANDING/CONSUMERS/NOTICEPP.HTML

CHANGES T0 THE Terms oF THis NoOTICE:
WE CAN CHANGE THE TERMS OF THIS NOTICE, AND THE CHANGES WILL APPLY TO ALL INFORMATION WE HAVE ABOUT YOU. THE NEW NOTICE WILL BE AVAILABLE
UPON REQUEST.

ConTAcT PERSON:

ALL QUESTIONS CONCERNING THIS NOTICE, OR REQUESTS MADE PURSUANT TO IT, SHOULD BE ADDRESSED TO:
ALVARADO HEALTHCARE (COMPLIANCE OFFICER), EMAIL- ALVARADOHEALTHCARE @ GMAIL.COM

PATIENT ACKNOWLEDGMENT:

| ACKNOWLEDGE THAT | HAVE REVIEWED THIS OFFICE’S NOTICE OF PRIVACY PRACTICES, ACKNOWLEDGE THAT | MAY REFUSE TO SIGN THIS ACKNOWLEDGMENT IF |
WISH, AND AGREE TO THE LIABILITY LIMITATIONS EXPLAINED THEREIN. | HAVE THE RIGHT TO OBTAIN A PAPER COPY OF THIS NOTICE.

PrINTED NAME (PATIENT) PATIENT SIGNATURE or LEGAL REPRESENTATIVE


http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html

For Treatment of a Minor

I hereby request and authorize the medical providers of Alvarado Healthcare and whomever he/she may
designate as his/her assistant or authorized representative, to administer chiropractic and related care as he/she
deems necessary to my dependent minor child. This authorization also extends to include diagnostic imaging,
laboratory and other testing at the doctor’s discretion. This consent is effective as of the date executed below
and will continue in effect until revoked by the guardian or when the minor becomes of legal age. Also gives
this office the right to treat the minor for Chiropractic care and related care as he/she deems necessary if a
guardian is not present.

MINOR/CHILD’S NAME:

YOUR RELATIONSHIP TO MINOR/CHILD:

As of today’s date, | have the legal right to select and authorize health care service for the minor child named above. If
applicable, under the terms and conditions of a divorce/separation or other legal authorization, the consent of a spouse,
former spouse or other parent is not required. If my authority to so select and authorize this care should be revoked or
modified in any way, | will immediately notify this office.

I certify by my signature that [ understand the nature of this consent and voluntarily agree to its provisions. [ understand I
can withdraw my permission in writing at any time.

PRINTED NAME OF PARENT/GUARDIAN:

ADDRESS:

PHONE:

SIGNATURE PARENT/GUARDIAN:

TODAY’S DATE:

WITNESS:




SociaL MepiA ConseNT (OPTIONAL SIGNATURE)

1, hereby grant and authorize Alvarado Healthcare the right to take, alter, copy, exhibit, publish, distribute the pictures, video or my
name to be used in and/or for any lawful promotional materials including, but not limited to, newsletters, flyers, posters, brochures,
advertisements, fundraising letters, annual reports, press kits and submissions to journalists, websites, social networking sites and other print and
digital communications, without compensation or payment. This authorization shall continue indefinitely, unless | otherwise revoke this

authorization in writing. This authorization extends to all languages, media, formats and markets now known or later discovered.

(Initial Below)

> |, Agree to the following photos/videos to be taken and used for Alvarado Healthcare usage (Initial Ones that Apply)
Procedures being performed such as: Dry Needling, Laser, Vibration Plate ,Exercises, Adjustments
Participation in Fundraisers/ Charity events or any other Events in office

| waive the right to inspect or approve any finished product in which my likeness appears, including written or electronic copy.
| waive any right to royalties or other compensation arising or related to the use of the photograph
| understand and agree that these materials shall become the property of Alvarado Healthcare and will not be returned.

| hereby hold harmless and release Alvarado Healthcare from all liability, petitions, and causes of action which |, my heirs, representative,
executors, administrators, or any other persons may make while acting on my behalf or on behalf of my estate.

Printed Name: Signature:

Date:

You FinisHeD!



