Chlropractlc . GARNER, NC CHIROPRACTOR - DR.BETSY CASE-LUCA
240 NEW FIDELITY COURT, GARNER, NC 27529
Partners

P#919-772-1113 | F#919-772-2724
RESTORING HEALTH AND WELLNESS

First Name: Middle: Last:
Preferred Name: Date of Birth:
Referred By: Social Security #:
Address: Mobile #:
Home #:
Email:
Gender: MALE /FEMALE / Marital Status: MARRIED / SINGLE / DIVORCED / WIDOWED / OTHER
Occupation: Employed: FULL-TIME / PART-TIME / RETIRED
Employer: Work Address:
Work #:
Emergency Contact: Phone #:

PLEASE MARK THE AREA(S) OF PAIN BELOW:




PRIOR TREATMENT: [Pain Management (Injections/Pain Meds) [IChiropractic [Physical Therapy
[OX-Rays/MRI  [Other

HEALTH HISTORY - Review of Systems (Please check all that apply):

MUSCULOSKELETAL: [Opins/plates/screws [Iscoliosis [losteoporosis/osteopenia  [arthritis/RA
Ustenosis  [1degenerative disk disease (DDD) LOther

NEUROLOGICAL: [Oanxiety [ldepression [lseizures [Other

HEAD/ENT: [headaches [Imigraines [TMJ [Oringinginears [Other

CARDIOVASCULAR: [Ohigh BP  [high cholesterol [bypass/valve replaced [lheart attack/stroke
Opacemaker/defibrillator  Cblood clots  [Other

RESPIRATORY: [Oasthma [apnea Oemphysema [Other

GASTROINTESTINAL:  Oreflux Oconstipation/IBS  Ucolitis  [1Other

GENITOURINARY:  [Opregnant (Date Due: ) Okidney stones  [incontinence
LOther

ENDOCRINE: [diabetes [thyroid problems [Clcancer [Other

DERMATALOGICAL: [Oskincancer [rashes [Opsoriasis [Other

ALLERGIES: [ltape/adhesive [LICBD/THC [pollen [menthol [Other

SURGERIES: [joint replacement Ofusion [discectomy/laminectomy [Idevice implanted

OOther

MEDICATIONS: [Iblood thinners [Ostatins  [Olbirth control CIRx pain meds [OTC meds

COther

ACCIDENTS/TRAUMAS: [ICar accident(s) [Sports Injuries  OMilitary History  [ISlip(s)/Fall(s)

COther

Patient Signature Date




INFORMED CONSENT FORM

PATIENT: DATE:

To the patient: Please read this entire document prior to signing it. It is important that you
understand the information contained in this document. In anything is unclear, please ask
questions before you sign.

The nature of the chiropractic adjustment
The primary tfreatment | use as a Doctor of Chiropractic is spinal manipulative therapy. | will
use that procedure to treat you. | may use my hands or a mechanical instrument upon your
body in such a way as fo move your joints. That may cause an audible "pop" or "click," much
as you have experienced when you "crack” your knuckles. You may feel a sense of
movement.

Analysis / Examination / Treatment
As a part of the analysis, examination, and treatment, you are consenting to the following

procedures:
!spinol manipulative thel v palpation _\/vi’rol signs
¥ range of motion testing L/ orthopedic testing !bosic neurological
5/ muscle strength testing 1/ postural analysis \_/’res’ring
1‘/ ultrasound 1/ hot/cold therapy 1‘/ Electrical Stim
v radiographic studies v mechanical traction

If other (please explain)

The material risks inherent in chiropractic adjustment.
As with any healthcare procedure, there are certain complications which may arise during
chiropractic manipulation and therapy. These complications include but are not limited to:
fractures, disc injuries, dislocations, muscle strain, cervical myelopathy, costovertebral strains
and separations, and burns. Some types of manipulation of the neck have been associated
with injuries to the arteries in the neck leading to or contributing to serious complications
including stroke. Some patients will feel some stiffness and soreness following the first few
days of treatment. | will make every reasonable effort during the examination to screen for
confraindications to care; however, if you have a condition that would otherwise not come
to my attention, it is your responsibility to inform me.

The probability of those risks occurring.
Fractures are rare occurrences and generally result from some underlying weakness of the
bone which | check for during the taking of your history and during examination and X-ray.
Stroke has been the subject of fremendous disagreement. The incidences of stroke are
exceedingly rare and are estimated o occur between one in one million and one in five
million cervical adjustments. The other complications are also generally described as rare.



The availability and nature of other treatment options
Ofther tfreatment options for your condition may include:
e Self-administered, over-the-counter analgesics and rest
* Medical care and prescription drugs such as anti-inflammatory, muscle relaxants
and pain-killers
¢ Hospitalization
* Surgery

If you chose to use one of the above noted "other treatment" options, you should be aware that
there are risks and benefits of such options and you may wish to discuss these with your
primary medical physician.

The risks and dangers attendant o remaining untreated

Remaining untreated may allow the formation of adhesions and reduce mobility which may set
up a pain reaction further reducing mobility. Over fime this process may complicate treatment
making it more difficult and less effective the longer it is postponed.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.
PLEASE CHECK THE APPROPRIATE BLOCK AND SIGN BELOW

I have read [ ] or have had read to me [ ] the above explanation of the chiropractic
adjustment and related treatment. | have discussed it with Dr.Betsy Case-Luca and have had
my questions answered to my satisfaction. By signing below | state that | have weighed the
risks involved in undergoing treatment and have decided that it is in my best interest to
undergo the treatment recommended. Having been informed of the risks, | hereby give my
consent to that tfreatment.

DATE: DATE:
PATIENT'S NAME PHYSIC N S NAM

-
SIGNATURE SIGNATURE

SIGNATURE OF PARENT OR GUARDIAN
(IF APPLICABLE)



Chiropractic Partners
Dr. Betsy Case-Luca

This medical practice collects health information about you and stores it on a computer in an electronic
health record/personal health record. This is your medical record. The medical record is the property of
this medical practice, but the information in the medical record belongs to you. The law permits us to
use or disclose your health information for the following purposes:

A. How This Medical Practice May Use or Disclose Your Health

Information

Treatment. We use medical information about you to provide your medical care. We disclose medical information to our
employees and others who are involved in providing the care you need. For example, we may share your medical
information with other physicians or other health care providers who will provide services that we do not provide. Or we may
share this information with a pharmacist who needs it to dispense a prescription to you, or a laboratory that performs a test. We
may also disclose medical information to members of your family or others who can help you when you are sick or injured, or
after you die.

Payment. We use and disclose medical information about you to obtain payment for the services we provide. For
example, we give your health plan the information it requires before it will pay us. We may also disclose information to other
health care providers to assist them in obtaining payment for services they have provided to you.

Health Care Operations. We may use and disclose medical information about you to operate this medical practice.
For example, we may use and disclose this information to review and improve the quality of care we provide, or the
competence and qualifications of our professional staff. Or we may use and disclose this information to get your health plan to
authorize services or referrals. We may also use and disclose this information as necessary for medical reviews, legal services
and audits, including fraud and abuse detection and compliance programs and business planning and management. We
may also share your medical information with our "business associates,” such as our billing service, that perform administrative
services for us. We have a written contract with each of these business associates that contains terms requiring them and their
subcontractors to protect the confidentiality and security of your protected health information. We may also share your
infformation with other health care providers, health care clearinghouses or health plans that have a relationship with you,
when they request this information to help them with their quality assessment and improvement activities, their patient-safety
activities, their population-based efforts to improve health or reduce health care costs, their protocol development, case
management or care-coordination activities, their review of competence, quadlifications and performance of health care
professionals, their training programs, their accreditation, cerfification or licensing activities, or their health care fraud and
abuse detection and compliance efforts. We may also share medical information about you with the other health care
providers, health care clearinghouses and health plans that participate with us in "organized health care arrangements”
(OHCAs) for any of the OHCAs' health care operations. OHCAs include hospitals, physician organizations, health plans, and
other entities which collectively provide health care services. A listing of the OHCAs we participate in is available from the
Privacy Official.

Appointment Reminders. We may use and disclose medical information to contact and remind you about
appointments. If you are not home, we may leave this information on your answering machine or in a message left with the
person answering the phone.

Sign In Sheet. We may use and disclose medical information about you by having you sign in when you arrive at our
office. We may also call out your name when we are ready to see you.

Notification and Communication With Family. we may disclose your health information to nofify or assist in
notifying a family member, your personal representative or another person responsible for your care about your location, your
general condition or, unless you had instructed us otherwise, in the event of your death. In the event of a disaster, we may
disclose information to a relief organization so that they may coordinate these nofification efforts. We may also disclose
infformation to someone who is involved with your care or helps pay for your care. If you are able and available to agree or
object, we will give you the opportunity to object prior to making these disclosures, although we may disclose this information
in a disaster even over your objection if we believe it is necessary to respond to the emergency circumstances. If you are
unable or unavailable to agree or object, our health professionals will use their best judgment in communication with your
family and others.

Morkeiing. Provided we do not receive any payment for making these communications, we may contact you to give you
infformation about products or services related to your treatment, case management or care coordination, or to direct or
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11.

12.

13.
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18.

19.

20.

21.

recommend other treatments, therapies, health care providers or settings of care that may be of interest to you. We may
similarly describe products or services provided by this practice and tell you which health plans this practice participates in.
We may also encourage you to maintain a healthy lifestyle and get recommended tests, participate in a disease
management program, provide you with small gifts, tell you about government sponsored health programs or encourage you
to purchase a product or service when we see you, for which we may be paid. We will not otherwise use or disclose your
medical information for marketing purposes or accept any payment for other marketing communications without your prior
written authorization. The authorization will disclose whether we receive any compensation for any marketing activity you
authorize, and we will stop any future marketing activity to the extent you revoke that authorization.

Sale of Health Information. we will not sell your health information without your prior written authorization. The
authorization will disclose that we will receive compensation for your health information if you authorize us to sell it, and we will
stop any future sales of your information to the extent that you revoke that authorization.

Required by Law. As required by law, we will use and disclose your health information, but we will limit our use or
disclosure to the relevant requirements of the law. When the law requires us to report abuse, neglect or domestic violence, or
respond to judicial or administrative proceedings, or to law enforcement officials, we will further comply with the requirement
set forth below concerning those activities.

Public Health. we may, and are sometimes required by law, to disclose your health information to public health
authorities for purposes related to: preventing or controlling disease, injury or disability; reporting child, elder or dependent
adult 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. When we report suspected elder or dependent
adult abuse or domestic violence, we will inform you or your personal representative promptly unless in our best professional
judgment, we believe the noftification would place you at risk of serious harm or would require informing a personal
representative we believe is responsible for the abuse or harm.

Health Oversight Activities. We may, and are sometimes required by law, to disclose your health information to health
oversight agencies during the course of audits, investigations, inspections, licensure and other proceedings, subject to the
limitations imposed by law.

Judicial and Administrative Proceedings. we may, and are sometimes required by law, to disclose your health
infformation in the course of any administrative or judicial proceeding to the extent expressly authorized by a court or
administrative order. We may also disclose information about you in response to a subpoena, discovery request or other lawful
process if reasonable efforts have been made to notify you of the request and you have not objected, or if your objections
have been resolved by a court or administrative order.

Law Enforcement. we may, and are sometimes required by law, to 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, warrant, grand jury subpoena and other law enforcement purposes.

Coroners. We may, and are often required by law, to disclose your health information to coroners in connection with their
investigations of deaths.

Orgqn or Tissue Donation. we may disclose your health information to organizations involved in procuring, banking or
transplanting organs and tissues.

Public Safefy. We may, and are sometimes required by law, 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 the general public.

Proof of Immunization. we will disclose proof of immunization to a school that is required to have it before admitting a
student where you have agreed to the disclosure on behalf of yourself or your dependent.

Speciqlized Government Functions. We may disclose your health information for military or national security
purposes or to correctional institutions or law enforcement officers that have you in their lawful custody.

Workers’ Compensation. We may disclose your health information as necessary to comply with workers’
compensation laws. For example, to the extent your care is covered by workers' compensation, we will make periodic reports
to your employer about your condition. We are also required by law to report cases of occupational injury or occupational
iliness to the employer or workers' compensation insurer.

Change of Ownership. In the event that this medical practice is sold or merged with another organization, your health
information/record will become the property of the new owner, although you will maintain the right to request that copies of
your health information be transferred to another physician or medical group.

Breach Notification. in the case of a breach of unsecured protected health information, we will notify you as required by
law. If you have provided us with a current e-mail address, we may use e-mail fto communicate information related to the



breach. In some circumstances our business associate may provide the notification. We may also provide notification by other
methods as appropriate.

When This Medical Practice May Not Use or Disclose Your
Health Information

Except as described in this Notice of Privacy Practices, this medical practice will, consistent with its legal obligations, not use or
disclose health information which identifies you without your written authorization. If you do authorize this medical practice to use or
disclose your health information for another purpose, you may revoke your authorization in writing at any time.

C. Your Health Information Rights

1.

Right to Request Special Privacy Protections. You have the right to request restrictions on certain uses and
disclosures of your health information by a written request specifying what information you want to limit, and what limitations on
our use or disclosure of that information you wish to have imposed. If you tell us not to disclose information to your commercial
health plan concerning health care items or services for which you paid for in full out-of-pocket, we will abide by your request,
unless we must disclose the information for freatment or legal reasons. We reserve the right to accept or reject any other
request, and will notify you of our decision.

Right to Request Confidential Communications. You have the right to request that you receive your health
infformation in a specific way or at a specific location. For example, you may ask that we send information to a particular
e-mail account or to your work address. We will comply with all reasonable requests submitted in writing which specify how or
where you wish to receive these communications.

Right to Inspect and Copy. You have the right to inspect and copy your health information, with limited exceptions.
To access your medical information, you must submit a written request detailing what information you want access to, whether
you want to inspect it or get a copy of it, and if you want a copy, your preferred form and format. We will provide copies in
your requested form and format if it is readily producible, or we will provide you with an alternative format you find acceptable,
or if we can’'t agree and we maintain the record in an electronic format, your choice of a readable electronic or hardcopy
format. We will also send a copy to any other person you designate in writing. We will charge a reasonable fee which covers
our costs for labor, supplies, postage, and if requested and agreed to in advance, the cost of preparing an explanation or
summary. We may deny your request under limited circumstances. If we deny your request to access your child's records or
the records of an incapacitated adult you are representing because we believe allowing access would be reasonably likely to
cause substantial harm to the patient, you will have a right to appeal our decision. If we deny your request to access your
psychotherapy notes, you will have the right to have them transferred to another mental health professional.

Right to Amend or Supplement. You have aright to request that we amend your health information that you believe
is incorrect or incomplete. You must make a request to amend in writing, and include the reasons you believe the information
is inaccurate or incomplete. We are not required to change your health information, and will provide you with information
about this medical practice’s denial and how you can disagree with the denial. We may deny your request if we do not have
the information, if we did not create the information (unless the person or entity that created the information is no longer
available to make the amendment), if you would not be permitted to inspect or copy the information at issue, or if the
information is accurate and complete as is. If we deny your request, you may submit a written statement of your disagreement
with that decision, and we may, in turn, prepare a written rebuttal. All information related to any request to amend will be
maintained and disclosed in conjunction with any subsequent disclosure of the disputed information.

Right to an Accounting of Disclosures. You have a right to receive an accounting of disclosures of your health
information made by this medical practice, except that this medical practice does not have to account for the disclosures
provided to you or pursuant to your written authorization, or as described in paragraphs 1 (freatment), 2 (payment), 3 (health
care operations), é (notification and communication with family) and 18 (specialized government functions) of Section A of this
Notice of Privacy Practices or disclosures for purposes of research or public health which exclude direct patient identifiers, or
which are incident to a use or disclosure otherwise permitted or authorized by law, or the disclosures to a health oversight
agency or law enforcement official to the extent this medical practice has received notice from that agency or official that
providing this accounting would be reasonably likely to impede their activities.

Right to a Paper or Electronic Copy of this Notice. You have a right to notice of our legal duties and privacy
practices with respect to your health information, including a right to a paper copy of this Notice of Privacy Practices, even if
you have previously requested its receipt by e-mail.



If you would like to have a more detailed explanation of these rights or if you would like to exercise one or more of these rights,
contact our Privacy Officer listed at the top of this Notice of Privacy Practices.

D. Changes to this Notice of Privacy Practices

We reserve the right to amend this Notice of Privacy Practices at any time in the future. Until such amendment is made, we are
required by law to comply with the terms of this Notice currently in effect. After an amendment is made, the revised Notice of
Privacy Protections will apply to all protected health information that we maintain, regardless of when it was created or received. We
will keep a copy of the current notice posted in our reception area, and a copy will be available at each appointment.

Complaints

Complaints about this Notice of Privacy Practices or how this medical practice handles your health information should be directed to
our Privacy Officer listed at the top of this Notice of Privacy Practices.

If you are not satisfied with the manner in which this office handles a complaint, you may submit a formal complaint to the local
DHHS Office of Civil Rights.

The complaint form may be found at www.hhs.gov/ocr/privacy/hipaa/complaints/hipcomplaint.pdf. You will
not be penalized in any way for filing a complaint.

My signature acknowledges that | have received a copy of this notice.

NAME ( PLEASE PRINT) SIGNATURE DATE

If you are a minor, or are being represented by a third party:

PERSONAL REPRESENTATIVE (PRINT) SIGNATURE DATE

Description of the authority to act on behalf of the patient (relationship, power of attorney):




