Sycamore Chiropractic and Nutrition
Designated Privacy Official: 513-773-1214
ACKNOWLEDGMENT: RECEIPT OF NOTICE OF PRIVACY PRACTICES
I have received a copy of Sycamore Chiropractic and Nutrition’s Notice of Privacy Practices
effective September 21, 2020.

HIPAA Compliance Patient Consent Form
Our Notice of Privacy Practices provides information about how we may use or disclose protected health
information.
The notice contains a patient’s rights section describing your rights under the law. You ascertain by your
signature that you have reviewed our notice before signing this consent. The terms of the notice may
change. If so, you will be notified at your next visit to update your signature/date. You have the right to
restrict how your protected health information is used and disclosed for treatment, payment, or healthcare
operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement.
The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of
information for treatment, payment, or healthcare operations.
By signing this form, you consent to our use and disclosure of your protected healthcare information and
potentially anonymous usage in a publication. You have the right to revoke this consent in writing,
signed by you. However, such a revocation will not be retroactive.
By signing this form, I understand that:
•
•
•
•
•

Protected health information may be disclosed or used for treatment, payment, or healthcare
operations
The practice reserves the right to change the privacy policy as allowed by law.
The practice has the right to restrict the use of the information, but the practice does not have to
agree to those restriction.
The patient has the right to revoke this consent in writing at any time and all full disclosures will
then cease.
The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments?

___ Yes

___ No

May we leave a message on your answering machine or on your cell phone?

___ Yes

___ No

May we discuss your medical condition with any member of your family?

___ Yes

___ No

If YES, please name the members allowed:
_____________________________________________________________________________________
_____________________________________________________________________________________
This consent was signed by: ________________________________________________
(PRINT NAME PLEASE)
Signature: ________________________________

Date: ___________________

Witness: _________________________________

Date: __________________

Informed Consent to Treat
Thank you for trusting Sycamore Chiropractic and Nutrition with your health! We provide functional
medicine counseling, nutritional counseling, chiropractic care, and massage therapy. Because you have
chosen to engage one or more of these modalities, we ask you to sign this consent form:
I hereby request and consent to the performance of nutritional therapy and counseling, chiropractic
adjustments and other chiropractic procedures, including various modes of physical therapy (including
but not limited to massage therapy, muscle stimulation, ultrasound, and stretching), and diagnostic X-rays
on me and my family members (or on the patient named below for whom I am legally responsible) by Dr.
David Boynton, DC, CCEP, or other licensed doctors of chiropractic who now or in the future work at the
clinic or office listed below or any other office or clinic.
I have had an opportunity to discuss my health care needs and the nature and purpose of chiropractic
adjustments and other procedures and counseling with Dr. Boynton, DC, CCEP and/or with other office
or clinic personnel. I understand that the results are not guaranteed.
I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are
some risks to treatment, including but not limited to fractures, disc injuries, strokes, dislocations, and
sprains. I do not expect the doctor to be able to anticipate or explain all risks and complications. I wish
to rely upon the doctor to exercise judgment, based upon the facts then known to him or her, in providing
treatment which the doctor feels is in my best interest.
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 agree if I am pregnant or trying to get pregnant that I will inform the doctor immediately.

_____________________________________
Patient Printed Name

________________
Date

_____________________________________

Consent to treat a Minor
I ________________________________________ (
Mother,
Father,
Guardian) give
permission to Sycamore Chiropractic and Nutrition to treat my son or daughter or legal dependent.
I understand that I do not have to be present with them for every visit.
I understand that I am responsible for all charges that are associated with treatment of the minor for whom
I am responsible.
______________________________________
Signature of Parent/Guardian

_________________
Date

