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C.A.D.E. FHealth & Wellness Center

Erk Heyliger, DC, DAAMLP, CSCS 810 BEDFORD ST, Sie# 1
Chiropractic Physician/Sirength & Conditioning Specialist STAMFORD, CT 08901
CT Lic # 1807/ Tax 1D # 27-2431550 (203) 295-3484

FAX (203) 205-3484
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CARLE. Heslth & Wallness Center described above,

Thank yau for vour undersianding and cooperation. -

Printed Name. Signature

Bats



N C&&RBE&

. HEais: & Weiinres Cover=n
—e e e

B G Heyllges, DC_DASKET €S : 10 Becionf 5% Sis =1
Chiropraciic Physician/Sirengih & Condifioning Speciolist Stamford, C7 04901
wwrw.Coreheahhandweliness.com T (203} 295-2484/F [203) 205.2484

I HEARBY ASSIGN PAYMENT direcily 1o ihis ofifice for professiondl services

rendered and | shdll be persondlly responsible for any unpdid balance 1o the
Docior.

PATIENT SIGNATURE




‘We normally previde information about your health to you in person at the time
you receive chiropractic care from us. We may also mail information fo you
regarding your health care or about the status of your account. If you would like the
information in a different form please advise us in writing as to your preferences.

You have the right to inspect and or copy your health information for seven years
from the date this record was created or as long as the information remains in our
files. In addition you have the right to request an amendment to your health
information. Requests to mspect, copy or amend your health related information
should be provided to us in writing,

We are required by state and federal law to maintain the privacy of your patient file
and the protected health information therein. We are also regnired to provide you
with this notice of our privacy practices with respect to your health information.

We are further required by law to abide by the terms of this notice while it is in
effect. We reserve the right to alter or amend the terms of this privacy notice, If
changes are made to our privacy notice we will notify you in writing as soon as
possible following the changes. Any change in our privacy notice will apply for all
your health information in our files.

Information that we use or disclose based on this privacy notice may be subject to
re-disclosure by the person to whom we provide the information and may no longer
be protected by the federal privacy rules.

If you have a complaint regarding our privacy notices, our privacy practices, or any
aspect of our privacy activities you should direct to your complaint Dr. Erik
Heyliger immediately.

If you would like further mformatmn about our privacy pollcles and practices
please contact Dr. Erik Heyliger.

- This netice is effective as of 1,2009. This notice, and any alterations or amendments
made here will expire seven years after the date upon with the record was created.
My signature acknowledges that I have received a copy of this notice.

Name (printed please) Signature Date

If you are a minor, or if you are being represented by another party

Personal Representative (print) Personal Representative (signature) Date

Description of autherify to act on behalf of the patient:



