Patient Name: Date:

Insurance Beneficiary Notice

The purpose of this form is to help you make an informed decision about your healthcare.

Our office and staff will do their best to verify your insurance benefits and explain them to you,
but we do not determine your benefits. The insurance carrier has the final determination when
claims are submitted.

Any discussion of benefits by Spinal Wellness Clinic staff is not a guarantee of payment or
benefits.

I understand it is my responsibility to know and understand how my insurance works and how
benefits may be applied. I have been advised to call my insurance carrier for a quote of
chiropractic benefits.

I understand it is my responsibility to provide any documentation and cooperate with my
insurance carrier in a timely manner regarding my claims. I have been advised that failure to
provide requested information will close my claim without payment and I will be responsible
for the total charges.

I understand I am responsible for all deductible, co pays and coinsurance determined by my
health insurance carrier.

I understand I am responsible for notifying Spinal Wellness Clinic of any changes to my
insurance carrier, employer or benefit status. I understand claims that are denied because I did
not provide this information in a timely manner will be my full responsibility.

I understand that Spinal Wellness Clinic estimates deductible, co pay and coinsurance at the
time of my visit, but the final determination of benefits is made by my insurance company after
a claim is filed. I understand I may owe additional money after the insurance carrier has
processed my claim.

I have read and understand this notice.

Patient Signature Date

Witness Date



SPINAL WELLNESS CLINIC
285 S. Santa Fe Avenue
(405)330-6590

AUTHORIZATION AND ASSIGNMENT

To: SPINAL WELLNESS CLINIC, 285 S. Santa Fe Avenue, Edmond, OK 73003
In consideration of your undertaking to render care and treatment to me, I agree as follows:

1. I authorize you to release any information to deem appropriate concerning my condition to any insurance
company, attorney or adjuster in order to process any claim for reimbursement of charges incurred for services
rendered by you to me.

2. I further authorize and direct any insurance company and/or my attorney, to pay directly to you such sums
as may be due and owing for services rendered to me, and to withhold such sums from disability benefits,
including, but not limited to, governmental agency benefits, medical payments benefits, health and accident
benefits, workers compensation benefits, or any other insurance benefits or from any settlement, judgment or
verdict on my behalf as may be necessary to adequately pay for any financial obligation owed to you by me.

3. I further agree that, in the event an insurance company may be obligated to make payments to me for the
charges made by you for services, and it reuses to make such payments, this agreement will serve as an assignment
by me to you of all my rights and benefits to the extent of the charges for services provided. Further, I hereby assign
and transfer to you any and all causes of action that I might have or that might exist in my favor against such
insurance company and authorize you to prosecute said cause of action either in my name or in your name and
further I authorize you as my assignee to compromise, settle, or otherwise resolve said claim or cause of action and
I further understand and agree that I shall remain obligated and bound to pay you for your services in the event no
sums are realized and received by you from my attorney or any insurance company.

4. I hereby further grant to you a lien against, and an assignment of any and all insurance benefits that I may
have and any and all proceeds of any settlement, judgment or verdict which may be due to me as result of the
injuries or illness for which I may be treated by you.

5. I authorize you to file my health insurance as it relates to this accident. I further understand that payment
from my health insurance company will help defray costs of my medical bills not pay them in full.

6. I attest that I have come to this clinic for purposes of acquiring medical care. I am here for help for my
medical problems and have no intent to mislead or defraud my treating practitioners in any way that might result in
inappropriate charges to third party payers, federal, state, or local governments, or insurance carriers. Further I
attest that my injuries are real and that I am in pain and in need of medical treatment as a result of the medical
condition for which I am consulting your clinic. I also attest that I understand the context of this statement with
complete comprehension of this content.

DATE: SIGNED:
PATIENTS NAME

WITNESS:

Date of injury: Policy or Claim #:

Name of Insurance Company:
Patients Ins. Co.: Policy #:




SPINAL WELLNESS CLINIC

Dr. G. Kris Wilson, B.S. D.C.
Dr. Ashleigh Muse, B.A., D.C.
285 S. Santa Fe Avenue
Edmond, OK 73003
(405) 330-6590

CONSENT TO X-RAY

I HEREBY AUTHORIZE SPINAL WELLNESS CLINIC AND WHOM-EVER THE CLINICIAN
MAY DESIGNATE AS HIS/HER ASSISTANT(S) TO TAKE X-RAYS OF MYSELF AND
SAID MINOR.

DATED THE DAY OF , 20
WITNESS PATIENT
SIGNATURE SIGNATURE

CONSENT TO X-RAY - PREGNANCY RELEASE
DATE OF ONSET OF PATIENT’S LAST MENSTRUAL PERIOD (LMP)
I HEREBY RELEASE SPINAL WELLNESS CLINIC FROM ANY AND ALL LIABILITY.

DATED THE DAY OF , 20

WITNESS PATIENT

SIGNATURE SIGNATURE



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

SPINAL WELLNESS CLINIC, P.C.
285 S. Santa Fe Avenue
Edmond, OK 73003
405-330-6590

| understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), | have
certain rights to privacy regarding my protected health information. | understand that this information can
and will be used to:

e  Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.
Obtain payment from third-party payers.
Conduct normal healthcare operations such as quality assessments and physician
certifications.

| have received, read and understand your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. | understand that this organization has the
right to change its Notice of Privacy Practices from time to time and that | may contact this organization at
any time at the address above to obtain a current copy of Notice of Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or disclosed to

carry out treatment, payment or health care operations. | also understand you are not required to agree to
my requested restrictions, but if you do agree then you are bound to abide by such restrictions.

PATIENT NAME:

RELATIONSHIP TO PATIENT:

SIGNATURE:

DATE:

OFFICE USE ONLY

*Signed form received by:

*| attempted to obtain the patient’s signature in acknowledgement on the Notice of Privacy Practices
Acknowledgement, but was unable to do so as documented below:

DATE: INITIAL S REASON:




Spinal Wellness Clinic

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL bUutY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you
this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy
practices that are described in this Notice while it is in effect. This Notice takes effect 04-14-2003 _, and will remain in effect until

we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by
applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all
health information that we maintain, including health information we created or received before we made the changes. Before we make
a significant change in our privacy practices, we will change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this
Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare
operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare
professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or
credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us
written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may
revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in
effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those
described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this
Notice. We may disclose your health information to a family member, friend or other person to the extent necessary to help with your
healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or
locating) a family member, your personal representative or another person responsible for your care, of your location, your general
condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity
to object to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information
based on a determination using our professional judgment disclosing only health information that is directly relevant to the person’s
involvement in your healthcare. We will also use our professional judgment and our experience with common practice to make
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar
forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications without your written
authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible
victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the
extent necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence,
and other national security activities. We may disclose to correctional institution or law enforcement official having lawful custody of
protected health information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as
voicemail messages, postcards, or letters).



PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we
provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably do so. (You must
make a request in writing to obtain access to your health information. You may obtain a form to request access by using the contact
information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time.
You may also request access by sending us a letter to the address at the end of this Notice. If you request copies, we will charge you
$0._25 for each page, $_0.00 per hour for staff time to copy your health information, and postage if you want the copies mailed to
you. If you request an alternative format, we will charge a cost-based fee for providing your health information in that format. If you
prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us using the information listed at the
end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health
information for purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not
before April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-
based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We
are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative
means or to alternative locations. {You must make your request in writing.} Your request must specify the alternative means or
location, and provide satisfactory explanation how payments will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it must
explain why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in
written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to
your health information or in response to a request you made to amend or restrict the use or disclosure of your health
information or to have us communicate with you by alternative means or at alternative locations, you may complain to us using
the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of
Health and Human Services. We will provide you with the address to file your complaint with the U.S. Department of Health
and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a
complaint with us or with the U.S. Department of Health and Human Services.

Spinal Wellness Clinic

285 S. Santa Fe Avenue

Edmond, OK 73003

ph: (405) 330-6590 fax: (405) 330-6591



