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Effective Date: 10-21-2019 
 

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 EHR 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, 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: If 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 or entity that created the information is no 
longer available to make the amendment; 
• is not part of the medical information kept by or for [name of provider]; 
• 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 previous 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 January 1, 2013. 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. 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. In 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 than60 days following the discovery of 
the breach. “Unsecured Protected Health Information” is information that is not secured using a 
technology or methodology identified by the Secretary of the U.S. Department of Health and Human 
Services to render the Protected Health Information unusable, unreadable, and undecipherable to 
unauthorized users.  
 
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. 
 
Appointment Reminders. We may use and disclose Information in your medical record to contact you as 
a reminder that you have an appointment at [name of provider]. We usually will call you at home the 
day before your appointment and leave a message for you on your answering machine or with an 
individual who responds to our telephone call. However, you may request that we provide such 
reminders only in a certain way or only at a certain place. We will endeavor to accommodate all 
reasonable requests. 
 
 
 
 



Feliciana Chiropractic Center 
7197 US Highway 61 

St. Francisville, LA 70775 
225-635-9555 

 
The goal of our office is to enable patients to gain control of their health.  To attain this, we believe communication is the key.  Please read 

below and if have any questions please feel free to ask on our staff members. 
 

Informed Consent 
 

A patient, in coming to the chiropractic doctor, 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 procedures are usually beneficial and seldom cause any 
problems.  In rare cases, underlying physical defects, deformities or pathologies may render the patient susceptible to injury.   The doctor, of 
course, will no give any treatment or care if h/she is aware that such care may be contra-indicated.  Again, it is the responsibility of the patient 
to make it known, or to learn through health care procedures what he/she is suffering from: latent pathological defect, illnesses, or deformities 
which would otherwise not come to the attention of the chiropractic physician.  The chiropractic doctor provides a specialized, non-duplicating 
health care service.  Your Doctor of Chiropractic is licensed in a specials practice and is available to work with otherer types of providers in your 
health care regimen.  I understand that if I am accepted as a patient by a physician at Feliciana Chiropractic Center. I am authorizing them to 
proceed with any treatment that they deem necessary.  Furthermore, any risk involved, regarding chiropractic treatment, will be explained to 
me upon my request. 

 
Financial Plan 

 
• It is our office policy that payment for services rendered is ultimately the responsibility of the patient, whether you have third party assistance with your 

financial obligation.  

 

• For your convenience, this office accepts cash, checks, and the following credit cards:  Visa, MasterCard, Discover 

 

• This office participates in a discount medical plan organization (DMPO) and offers discounted fees to uninsured, underinsured, or partially insured patients 

who are members. We will assist you in learning more about this should you wish to access these discounted fees. 

 

• Should payment be refused by your bank for any check written, this office will charge a fee of $35 to offset the charges we will incur as a result of the 

returned check.  

 

• As a courtesy to our patients, this office will bill third party payers, accept assignment, and wait to be paid for some portion of our patients' financial 

responsibility. 

 

• The privilege of insurance assignment begins when our office receives and verifies your insurance information. Until that time, you are considered a “cash” 

patient and payment is expected at the time of service. As a courtesy to you, our office will pre-qualify your insurance coverage, to help you determine what 

coverage is available to you under your policy. We will help you make the best estimate of your coverage for the recommend services. This service is a 

courtesy to you and is not a guarantee of coverage. 

 

• No one can predict what an insurance company will pay for the usual and customary charges for services rendered. If we participate in your plan, you will not 

encounter balance billing above the stated fee schedule. If we do not participate, we will work with you to determine the amount of coverage and help 

estimate your responsibility.  

 

• If your insurance has not paid on an assigned bill within 30 days, you will be notified. Since we do not own your policy, we ask that you stay in 

communication with our office and take action with your insurance company at that time. If it remains unpaid within 60 days, the balance becomes due and 

payable immediately and your assignment is revoked. 

 

• All patients whose treatment visitation schedule is once per month or longer will no longer be eligible for insurance assignment as this level of care is rarely 

covered by insurance. Our office offers numerous payment options to allow you to continue maintenance, wellness or supportive care. 

 

• Should you discontinue care for any reason, other than discharge by the doctor, any and all balances will become due and payable at that time. If you are on 

a predetermined payment plan, that plan will continue to be in effect until your balance is zero.  

 

Acknowledgement: I have read and fully understand the above statements.  I have reviewed the notice of privacy practices (HIPAA) and have been provided 

and opportunity to discuss my right to privacy.  Upon request I will be given a copy 

 

 

Print Name: _____________________________________  Signature:_______________________________________________ 

 

Provider Representative Signature:_____________________________________________________________  Date:______________________ 



 


