LIFE FORCE HEALTH CHIROPRACTIC
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.

Life Force Health Chiropractic is required, by law, to maintain the privacy and confidentiality of your
protected health information and to provide our patients with notice of our legal duties and privacy

practices with respect to your protected health information.

Disclosure of Your Health Care Information

Treatment
We may disclose your health care information to other healthcare professionals within our practice for the
purpose of treatment, payment or healthcare operations.

(example)

“On occasion, it may be necessary to seek consultation regarding your condition from other
health care provider’s associated with Life Force Health Chiropractic.”

“It is our policy to provide a substitute health care provider, authorized by Life Force Health
Chiropractic to provide assessment and/or treatment to our patients, without advanced notice, in
the event your primary health care provider’s absence due to vacation, sickness, or other
emergency situation.”

Payment
We may disclose your health information to your insurance provider for the purpose of payment or health
care operations.

(example)

“As a courtesy to our patients, we will submit an itemized billing statement to your insurance
carrier for the purpose of payment to Life Force Health Chiropractic for health care services
rendered. If you pay for your health care services personally, we will as a courtesy, provide an
itemized billing to your insurance carrier for the purpose of reimbursement to you. The billing
statement contains medical information, including diagnosis, date of injury or condition, and
codes which describe the health care services received.”

Worker’s Compensation
We may disclose your health information as necessary to comply with State Workers® Compensation
Laws.

Emergencies
We may disclose your health information to notify or assist in notifying a family member, or another

person responsible for your care about your medical condition or in the event of an emergency or of your
death.

Public Health

As required by law, we may disclose your health information to public health authorities for purposes
related to: preventing or controlling disease, injury or disability, reporting child abuse or neglect,
reporting domestic violence, reporting to the Food and Drug Administration problems with products and
reactions to medications, and reporting disease or infection exposure.

Peter Seguinot. DC 1707 Grand Avenue San Diego. CA 92109 Tel. 858-273-6700



Judicial and Administrative Proceedings

We may disclose your health information to a law enforcement official for purposes such as identifying or
locating a suspect, fugitive, material witness or missing person, complying with a court order or
subpoena, and other law enforcement purposes.

Deceased Persons
We may disclose your health information to coroners or medical examiners.

Organ Donation
We may disclose your health information to organizations involved in procuring, banking, or
transplanting organs and tissues.

Research
We may disclose your health information to researchers conducting research that has been approved by an
Institutional Review Board.

Public Safety
It may be necessary to disclose your health information to appropriate persons in order to prevent or

lessen a serious and imminent threat to the health or safety of a particular person or to the general public.

Specialized Government Agencies
We may disclose your health information for military, national security, prisoner and government benefits
purposes.

Marketing
We may contact you for purposes, as described below: (example)

“As a courtesy to our patients, it is our policy to call your home on the evening prior to your
scheduled appointment to remind you of your appointment time. If you are not at home, we leave
a reminder message on your answering machine or with the person answering the phone. No
personal health information will be disclosed during this recording or message other than the date
and time of your scheduled appointment along with a request to call our office if you need to
cancel or reschedule your appointment.”

“It is our practice to have our patients sign in at the time of their visit. No one other than staff
members will be allowed within close proximity to our patient files. As a personal
acknowledgement of our patients, we will be mailing a birthday card to you as well as a periodic
newsletter from the office to keep you informed of benefits to your health through Chiropractic.
A mailing list of our patient base will never be disclosed to an outside source.”

Change of Ownership
In the event that Life Force Health Chiropractic is sold or merged with another organization, your health
information/record will become property of the new owner.

Your Health Information Rights

You have the right to request on certain uses and disclosures of your health information. Please be
advised, however, that Life Force Health Chiropractic is not required to agree to the restriction that you
requested.

> You have the right to have your health information received or communicated through an

alternative method or sent to an alternative location other than the usual method of
communication or delivery, upon your request.
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> You have the right to inspect and copy your health information.

> You have the right to request that Life Force Health Chiropractic amend your protected health
information. Please be advised, however, that Life Force Health Chiropractic is not required to
agree to amend your protected health information. If you request to amend your health
information has been denied, you will be provided with an explanation of our denial reason(s) and
information about how you can disagree with the denial.

> You have the right to receive an accounting of disclosures of your protected health information
made by Life Force Health Chiropractic.

> You have the right to a paper copy of this Notice of Privacy Practices at any time upon request.

Changes to this Notice of Privacy Practices

Life Force Health Chiropractic reserves the right to amend this Notice of Privacy Practices at any time in the future,
and will make the new provisions effective for all information that it maintains. Until such amendment is made, Life
Force Health Chiropractic is required by law to comply with this Notice.

Life Force Health Chiropractic is required by law to maintain the privacy of your health information and to provide
you with notice of its legal duties and privacy practices with respect to your health information. If you have
questions about any part of this notice or if you want more information about your privacy rights please contact Dr.
Peter Seguinot by calling this office at (858) 273-6700. If Dr. Seguinot is not available, you may make an
appointment for a personal conference in person or by telephone within 2 working days.

Complaints
Complaints about your Privacy rights, or how Life Force Health Chiropractic has handled your health information

should be directed to Dr. Peter Seguinot by calling this office at (858) 273-6700. If Dr. Seguinot is not available,
you may make an appointment for a personal conference in person or by telephone within 2 working days.

If you are not satisfied with the manner in which this office handles your complaint, you may submit a formal
complain to: ‘
DHHS, Office of Civil Rights
200 Independence Avenue, S.W.
Room 5009F HHH Building
Washington, DC 20201

This notice is effective as of 09/01/2008
I have read the Privacy Notice and understand my rights contained in the notice.
By way of my signature, I provide Life Force Health Chiropractic with my authorization and consent to use and

disclose my protected health information for the purposes of treatment, payment and health care operations as
described in the Privacy Notice.

Patient’s Name

Patient’s Signature Date

Authorized Facility Signature Date
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INFORMED CONSENT TO CHIROPRACTIC TREATMENT AND CARE

I hereby request and consent to the performance of procedures which are within the scope of practice of chiropractic
including, but not limited to, chiropractic adjustments, various modes of physical therapy and diagnostic x-rays, on me (or the
patient named below, for whom I am legally responsible) by the doctor of chiropractic named below and/or other licensed
doctors of chiropractic who now or in the future treat me while employed by, working or associated with or serving as back-
up for the doctor of chiropractic named above, including those working at the clinic or office listed below or any other office
or clinic, whether signatories to this form or not.

[ have had the opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel
the nature and purpose of chiropractic adjustments and other procedures. I understand that results are not guaranteed.

I understand and am informed that there are some risks to chiropractic treatment, including, but not limited to, fractures, disc
injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and
complications, and wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels
at the time, based upon the facts then known, is in my best interests.

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content, and
by signing below I agree to the above named procedures. I intend this consent form to cover the entire course of treatment for
my present condition and for any future condition(s) for which I seek treatment.

I, have read and fully understand the above statements.
(Printed Name)

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete
satisfaction. I therefore accept chiropractic care on this basis.

(Signature) (Date)

Consent to Evaluate and Adjust a Minor Child

I, being he parent or legal guarding of
have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive
chiropractic care.

(Signature) (Date)

Pregnancy Release

This is to certify that to the best of my knowledge 1 am not pregnant and the above doctor and his/her associates have my
permission to perform an x-ray evaluation. | have been advised that x-rays can be hazardous to an unborn child. Date of last
menstrual period

(Signature) (Date)
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Informed Consent for Chiropractic Treatment of your Pain

The nature of chiropractic treatment: The doctor will use her/his hands or a
mechanical device to manipulate the area treated. You may feel or hear a “click” or
“pop,” and you may feel movement. Chiropractic treatment also includes activity advice,
exercise, hot or cold packs, or electric stimulation. Your chiropractor will recommend
treatment she/he determines is most appropriate for your condition.

Possible risks: Chiropractic treatment for pain is safe and the majority of patients
experience decreased pain and improved mobility. Approximately 30% of patients
experience slight increased pain in the treated area, possibly due to minor strain of
muscle, tendon, or ligament. When this occurs within the first few days of treatment, the
increased pain is brief and returns to baseline or improves over the next few days.
Increased pain may also occur with exercise, heat, cold, and electrical stimulation.
Possible skin irritation or burns may occur with thermal or electrical therapy.

Serious bodily harm is extremely rare and not an inherent risk of chiropractic treatment.
Many variables can adversely affect one’s health, including previous injury, medications,
osteoporosis, cancer and other illness or disease or condition. When these conditions are
present, chiropractic treatment may be associated with serious adverse events, such as
fracture, dislocation, or aggravation of previous injury to ligaments, intervertebral discs,
nerves, or spinal cord. Symptoms of stroke or cerebrovascular injury alert patients to
seek medical and/or chiropractic care. Your chiropractor is aware of this association and
when appropriate may assess for symptoms and signs of stroke. Please inform your
chiropractor of all medications you are taking, including blood thinners, any surgeries
you have had, and any other medical condition you have, including osteoporosis, heart
‘disease, cancer, stroke, fracture, or previous severe injury.

Other options for the treatment of pain include: do nothing - live with it, over-the-
counter medications, physical therapy, medical care, injections, or surgery. There are
hundreds of other treatments for pain. Most treatments that have potential benefit also
have potential risk. You are encouraged to ask questions regarding possible risks of
chiropractic treatment, and may use the space below for this purpose.

My signature below confirms that I have read the paragraphs above and that I understand
what my chiropractor has told me about possible risks of chiropractic treatment and that I
have had the opportunity to ask questions and have my questions answered. Also, I have fully
disclosed to my chiropractor my medical history regarding the above specified complicating
factors and all other conditions that have caused me pain in the past.

Patient Name Signature Date

Witness Name Signature Date



