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NOTICE OF PRIVACY PRACTICES 
 

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. 
 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires all health care records and other individually 

iden/fiable health informa/on used or disclosed to us in any form, whether electronically, on paper, or orally, be kept confi-

den/al.  This federal law gives you, the pa/ent, significant new rights to understand and control how your health informa/on 

is used.  HIPAA provides penal/es for the covered en//es that misuse personal health informa/on.  As required by HIPAA, we 

have prepared this explana/on of how we are required to maintain the privacy of your health informa/on and how we may 

use and disclose your health informa/on. Without specific wri9en authoriza/on, we are permi9ed to use and disclose your 

health care records for the purposes of treatment, payment and health care opera/ons. 
 

 Treatment means providing, coordina/ng, or managing health care and related services by one of more health care provid-

ers.  For example, we may need to share informa/on with other providers or specialists involved in the con/nua/on of your 

care. 
 

Payment means such ac/vi/es as obtaining reimbursement for services, confirming coverage, billing or collec/on ac/vi/es, 

and u/liza/on review.  For example, we disclose treatment informa/on when billing a chiroprac/c plan for your chiroprac/c 

care. 
 

Health Care Opera/ons include the business aspects of running the prac/ce.  For example, pa/ent informa/on may be used 

for training purposes or quality assessment. 
  

Unless you request otherwise, we may use or disclose health informa/on to a family member, friend, or other personal repre-

senta/ve to the extent necessary to help with your healthcare or with payment for your healthcare.  In addi/on, we may use 

your confiden/al informa/on to remind you of appointments by sending reminder postcards and/or leaving messages at 

home and/or work.  Any other uses and disclosures will be made only with your wri9en authoriza/on.  You may revoke such 

authoriza/ons in wri/ng and we are required to honor and abide by that wri9en request, except to the extent that we have 

already taken ac/ons relying on your authoriza/on. 
 

You have certain rights in regards to your protected health informa/on, which you can exercise by presen/ng a wri9en re-

quest to our Privacy Officer at the prac/ce address listed on the Acknowledgment Form. 
 

 • The right to request restric/ons on certain uses and disclosures of protected health informa/on, including those re-

lated to disclosures to family members, other rela/ves, close personal friends, or any other person iden/fied by you.  We are, 

however, not required to agree to a requested restric/on.  If we do agree to a restric/on, we must abide by it unless you 

agree in wri/ng to remove it. 

 • The right to request to receive confiden/al communica/ons of protected health informa/on from us by alterna/ve 

means or at alterna/ve loca/ons 

 • The right to access, inspect and copy your protected health informa/on. 

 • The right to request an amendment to your protected health informa/on. 

 • The right to receive an accoun/ng of disclosures of protected health informa/on outside of treatment, payment and 

health care opera/ons. 

 • The right to obtain a paper copy of this no/ce from us upon request. 
 

 We are required by law to maintain the privacy of your protected health informa/on and to provide you with no/ce 

of our legal du/es and privacy prac/ces with respect to protected health informa/on. 
 

 This no/ce is effec/ve as of October 16th, 2003 and we are required to abide by the terms of the No/ce of Privacy 

Prac/ces currently in effect.  We reserve the right to change the terms of our No/ce of Privacy Prac/ces and to make the new 

no/ce provisions effec/ve for all protected health informa/on that we maintain.  Revisions to our No/ce of Privacy Prac/ces 

will be posted on the effec/ve date and you may request a wri9en copy of the Revised No/ce from this office. 
 

You have the right to file a formal, wri9en complaint with us at the address found on the Acknowledgment Form, or with the 

Department of Health and Human Services, Office of Civil Rights, in the event you feel your privacy rights have been violated.  

We will not retaliate against you for filing a complaint.   
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Terms of Acceptance 

 

When a pa/ent seeks chiroprac/c health care and we accept a pa/ent for such care, it is essen/al for both to be working      

towards the same objec/ve.  It is important that each pa/ent understand both the objec/ve and the method that will be 

used to a9ain it. 

 

Adjustment:  An adjustment is the specific applica/on of forces using the doctor’s hands and/or a hand-held Ac/vator® chi-

roprac/c  instrument to help the body in the correc/on of a spinal or other joint misalignment. 

 

Spinal Subluxa!on:  is a neurological imbalance or distor/on in the body which inhibits the body’s ability to func/on properly 

and express maximum health. The most frequent site for the chiroprac/c correc/on of subluxa/on is via the vertebral col-

umn but may also involve other joints of the body. 

 

Health:  A state of op/mum physical, mental and social well-being, not merely the absence of disease or infirmity. 

 

We do not diagnose or treat disease condi/ons other than vertebral subluxa/ons.  However, if during the course of a chiro-

prac/c examina/on we encounter non-chiroprac/c or unusual findings, we will advise you.  If we believe your case is not a 

chiroprac/c case, we will inform you of that. 

 

I,___________________________________________ have read and fully understand the above statement. 

(Print name)                                                                     

 

I voluntarily and knowingly request and consent to services which can or will include consulta/on, examina/on, evalua/on, 

chiroprac/c treatment and other diagnos/c tests as well as possible referral for imaging studies (x-rays, MRI etc.) as deemed 

appropriate by Dr. Ludwig. I am aware that the prac/ce of chiroprac/c, as in medicine and surgery, is not an exact science 

and I acknowledge that no guarantees have been made to me as to the results of care, treatment or examina/on. All ques-

/ons regarding the doctor’s objec/ves pertaining to my care in this office have been answered to my complete sa/sfac/on.  

 

I therefore accept chiroprac!c care on this basis. 

 

____________________________________________    _______________________________ 

(Signature)                                                                                  (Date) 

 

Health Insurance Portability and Accountability Act (HIPPA) Acknowledgement Form 

The no!ce of Privacy Prac!ces has been presented to me and I have been provided an opportunity to review it. 

Name____________________________________________________ 

Signature_________________________________________________   Date_________________________________ 

For more informa!on please contact:   For more informa!on about HIPPA or to file a complaint: 

Ludwig Chiroprac/c Center    The U.S. Dept. of Health and Human Services  

19950 S. Prairie Rd. E                  200 Independence Ave., S.W. 

Bonney Lake, WA 98391  253-735-0123                 Washington, D.C. 20201   877-696-6775 (toll free) 


