












Danbury Chiropractic and Wellness - HIPAA Patient Acknowledgment & 
Release Form  

As part of our compliance with the Health Insurance Portability and Accountability Act 
(HIPAA), we are required to protect the privacy of your health information (PHI). This form 

outlines how we may use and disclose your health information for treatment, payment, 
healthcare operations, and other situations as required or permitted by law.  

 
Key Rights:  

- Access to Your PHI: You have the right to review and request copies of your 
medical records. As of 2024, we must provide you with access within 15 days of 
your request.  

- Amendments: You have the right to request amendments to your health information if you believe it is 
incorrect.  

- Disclosures: We may share your health information with other healthcare providers involved in your care. You 
may request restrictions on certain uses or disclosures.  

- Electronic Information Sharing: You can request your information be transferred to a health app of your 
choice. - Reproductive Health: As of 2024, reproductive health information will be subject to strict disclosure 
guidelines.  

Special Notice Regarding Reproductive Health Information (PHI):  

As of 2024, reproductive health information is subject to additional privacy protections. This information 
includes records related to contraceptive use, fertility treatments, pregnancy screenings, miscarriages, and 
other reproductive  services.  
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You have the right to:  
 

- Request Restrictions: You may request limitations on how this information is shared with other parties, 
including healthcare providers and third-party entities.  

- Authorize Use and Disclosure: Reproductive health information will only be disclosed to authorized entities, 
and only with your explicit written consent.   

- Refuse Disclosure: You can choose to refuse the disclosure of this information, even in situations where 
other health information may be shared.   

 

Permitted Uses and Disclosures Without Patient Consent:  

We may use or disclose your health information without your written authorization in the following 
cases:  

- For treatment purposes, such as communicating with other healthcare providers.  

- For payment and billing purposes, such as processing your insurance claims.  

- For healthcare operations, including audits, compliance checks, and staff training.  

- In Emergencies: When it is necessary to provide care, especially in life-threatening situations. 

Special Categories of Information:  

- Reproductive Health Information: Protected separately under new regulations, disclosures require special 
authorization. - Breach Notifications: You will be notified in case of any breach of your health information that 
affects your privacy. - Security Standards: We use encryption and access controls to safeguard your 
information.  

 
 
 



 
Danbury Chiropractic and Wellness - HIPAA Patient Acknowledgment & 

Release Form Consent for Communications:  
 

- Electronic Communications: You may consent to receive your health information via email or patient 
portal. You may withdraw consent at any time.  

- Marketing: We will not use your health information for marketing without your authorization.  

 

Patient Acknowledgment:  

By signing this form, you acknowledge that:  

- You have received, read, and understand the privacy practices described in this 
document. - You consent to the use and disclosure of your PHI for treatment, payment, and 
healthcare operations. - You may revoke this consent at any time in writing.  

 
 
 
 

Danbury Chiropractic and Wellness - HIPAA Patient Acknowledgment & Release 
Form Release of Information Authorization  

I authorize Danbury Chiropractic and Wellness to release the following information:  
 
1. Information to be Released: 

  
- All Medical Records  
- All Billing Information  
- All Scheduling Information  
 
2. Purpose of Disclosure:  

 
- Continuation of Care  
- Insurance/Billing Purposes  
- Scheduling Coordination  
 
3. Release To:  

- Name of Individual or Entity: __________________________________  

- Relationship: __________________________________  

- Address: __________________________________  

- Phone Number: __________________________________  

4. Expiration and Revocation:  

This authorization will remain in effect until revoked in writing.   

I understand that I may revoke this authorization at any time by submitting a written 
request.  

 5. Special Considerations:  
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I understand that my records may contain sensitive information such as reproductive health, which 
will not be disclosed without specific authorization. The recipient must attest that the information will 
not be used for prohibited purposes.  

Acknowledgment and Signature:  

I acknowledge that I have read and understand the terms of this authorization.   

I understand that signing this authorization is voluntary and not required for my 
treatment.  

Patient Signature: _______________________________ Date: ____________  

 



Danbury Chiropractic and Wellness - Informed Consent to Treat 

 
As a patient of Danbury Chiropractic and Wellness, I acknowledge that I have been informed about 
the nature of chiropractic care and understand that all healthcare treatments carry potential risks, 
though the risks associated with chiropractic care are generally minimal.  By signing this form, I 
consent to receive chiropractic treatment and understand the following: 
 
1. Nature of Chiropractic Treatment: 
Chiropractic treatment typically involves manual adjustments and manipulation of the spine and 
other parts of the body to restore proper alignment and improve function. Additional techniques 
such as physical therapy, soft tissue work, and other modalities may be used as part of your care. 
 
2. Potential Risks of Chiropractic Care: 
While chiropractic care is generally safe, there are some potential risks, including but not limited to: 
- Temporary soreness or stiffness in the treated areas. 
- Minor bruising. 
- Aggravation of pre-existing conditions. 
- Rare cases of rib fractures or joint sprains. 
- Extremely rare but serious complications, such as stroke, are theoretically possible but highly 
unlikely.   Research by Dr. J. David Cassidy indicates that chiropractic care does not significantly 
increase the risk of stroke compared   to other activities of daily living. The risk of stroke is estimated 
to be about 1 in 1-2 million treatments. 
 
3. Expected Benefits: 
Chiropractic treatment can offer benefits such as pain relief, improved mobility, and increased 
overall well-being. However, there are no guarantees regarding the outcome of treatment. 
 

4. Consent to Treat a Minor: 

If the patient is a minor, I, the undersigned parent or legal guardian, consent to the chiropractic 

treatment of the minor named below. 

 

Minor's Name: __________________________________   

Parent/Guardian Name: ____________________________   

Relationship to Minor: _____________________________ 

 

5. Questions and Understanding: 

I acknowledge that I have had the opportunity to ask any questions about my treatment.  

I have been provided with sufficient information to make an informed decision.  

I understand that I can withdraw my consent for treatment at any time. 

 

Patient Signature: _______________________________   

Date: __________________ 

 

Parent/Guardian Signature (if applicable): __________________________________   

Date: __________________ 

 

 


