
BRADENTON EAST INTEGRATIVE MEDICINE – DIVISION OF NEUROMUSCULOSKELETAL MEDICINE AND NON-SURGICAL ORTHOPEDICS
MUSCULOSKELETAL NEW PATIENT HISTORY FORM


Name:   ____________________________________     Age: _______ Sex: ____________________
Birthday: ____________________    SSN:______________________________
Phone Number: _______________________  Cell Phone: _________________________________                
 Email Address: _____________________________________________________________________
Street Address: ______________________________________________________________________
                            ______________________________________________________________________
Emergency Contact:  ____________________________________ Relationship:___________________
Employer:___________________________________________________________________________
Work Number: ___________________________    Cell Phone: _________________________________
Insurance Company: ___________________________________________________________________
(Please provide copy of insurance card to front desk)
Preferred Pharmacy: ______________________________________
Pharmacy phone number: ___________________________________________








BRADENTON EAST INTEGRATIVE MEDICINE – DIVISION OF NEUROMUSCULOSKELETAL MEDICINE AND NON-SURGICAL ORTHOPEDICS
MUSCULOSKELETAL NEW PATIENT HISTORY FORM
PATIENT NAME ____________________________________     AGE __________    DOB______________
1) REFERRED BY: __________________________________________________________________
2) PRIMARY CARE PHYSICIAN: ______________________Last Visit: _________________________
3) DO YOU SEE A PAIN MANAGEMENT PHYSICIAN:   Yes  No   
NAME: _________________________________   LAST VISIT: _______________________________
4) REASON FOR THIS VISIT:
______________________________________________________________________________
        ______________________________________________________________________________
     PLEASE MARK THE AREAS ON THE DIAGRAM WHERE YOU ARE EXPERIENCING DIFFICULTY:
[image: ]
5) IS THIS THE RESULT OF AN INJURY OR ACCIDENT?   IS THIS A WORKER’S COMPENSATION OR AUTOMOBILE INSURANCE RELATED CASE? (if Yes, please provide background information) _______________________________________________________________________________
_______________________________________________________________________________
6) PRIMARY AREA YOU WOULD LIKE TO DISCUSS TODAY: (please check  one)
 Neck/Upper back              Mid-back /Lower Back              Shoulder             Elbow                   Wrist            Hand            Hip        Knee        Ankle        Foot 
Comments: ___________________________________________________________________________
7) THE FOLLOWING QUESTIONS PERTAIN TO THE PRIMARY AREA YOU’VE INDICATED IN QUESTION 4 ABOVE : 
a) When and how did this problem start? ______________________________________________
______________________________________________________________________________

b) How would you describe the character of your pain or complaint (check all that apply): 
 Aching       Tightness/Stiffness       Numbness/Tingling        Cramping      Stabbing      Sharp      Shooting      Pressure       Burning      Weakness
If your chief complaint today is for knee pain, then please check the following (if they apply):
  Knee Popping     Knee Clicking        Knee Catching        Knee Instability   

c) Does this pain/complaint radiate to any other locations? (if yes, describe the pattern) ________
______________________________________________________________________________

d) How severe is the pain/complaint currently on a scale of 0 (no pain) to 10 (worst possible pain)? [please circle the appropriate number on the scale below]
[image: ]
Comments: _________________________________________________________________

What is the pain on average throughout the day on a scale of 0 – 10? __________________
e) Is this pain/complaint constant?     Yes  No   
i) How much of the day is your discomfort or pain present?
 Less than 1 hour      4 hours     6 hours    12 hours    18 hours    24 hours
f) How has this pain/complaint changed over time?                                                                                               getting better     getting worse     no change
g) What makes this pain/complaint worse? _____________________________________________
i) Does it get worse with bending the area? (For neck or low back pain, is it worse with bending forward, backwards, or with turning?) _____________________________________
ii) Does it get worse with sneezing or coughing?  Yes  No   
h) What makes this pain/complaint better? _____________________________________________
______________________________________________________________________________
i) Is it better at certain times of day? _______________________________________________
ii) Is it better with    rest   or   motion?    Are there certain positions that ease the problem? __________________________________________________________________________

8) FUNCTIONAL LIMITATIONS AND GOALS
a) What activities is this pain/complaint affecting? ______________________________________________________________________________
b) What are your goals for treatment? ______________________________________________________________________________






9) PRIOR TREATMENT
a) Have you taken any Medications/Botanical Herbs/Supplements for this problem? Please indicate below:
	Name

	Dose
	Length of Time Taken

	Helpful
(Not at all/Mildly/ Moderately/Very)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	[bookmark: _GoBack]


b) Have you had Physical Therapy for this problem?   Yes  No     When? _________________        For how long?  ____________   Was this helpful? ____________________

c) Have you had Manual Adjustments (e.g  Chiropractic or Osteopathic) for this problem?               Yes  No   When? ____________    
For how long? ___________     Was this helpful? _________________

d) Have you had Acupuncture for this problem?   Yes  No   When? _____________
For how long? _____________________   Was this helpful? _________________

e) Have you had Massage for this problem?    Yes  No   When? ______________   
For how long ? ____________________     Was this helpful? _________________

f) Have you had any Injections  for this problem?     Yes  No    When? _______________   What kind? ___________________________________________________
For how long/How many times? ___________________________________ 
Was this helpful? _________________ If so, for how long? ______________

g) Have you had any other treatment interventions  for this problem?     Yes  No    
When? ____________     For how long/How many times? _________________________
 Was this helpful? _________________
What other consultations have you had regarding this problem?  ____________________________________________________________________________________________________________________________________________________________________
10)  HAVE YOU RECEIVED ANY SPECIAL TESTING OR PROCEDURES FOR THIS PROBLEM? (PLEASE BRING COPIES OF REPORTS OR HAVE SENT TO US)
TEST                          		 DATE                     LOCATION             RESULTS (in your own words is ok)

XRAY		      ______________	_____________	     _____________________________	
CAT SCAN (CT) 	      ______________	_____________	     _____________________________	
MRI	                     ______________	_____________	     _____________________________	
ULTRASOUND	       ______________	_____________	     _____________________________	
EMG/NERVE CONDUCTION   ______________   ____________    ____________________________
       OTHER (please specify )   ______________	_____________	     _____________________________
12) OTHER
a. ARE YOU CURRENTLY ON ANY BLOOD THINNERS?    Yes  No   

b. ARE YOU CURRENTLY ON ANY ONGOING STEROID THERAPY ?  Yes  No   

c. WHAT IS YOUR CURRENT LEVEL OF STRESS?     none    mild    moderate     severe

d. Have you ever taken quinolone antibiotics (Cipro, Levofloxin)?  Yes  No  
 									If so, when?  ________   
e. Have you ever had elevated calcium levels?  Yes  No   If yes, then when? ________
 Do you recall the level? How can we obtain this result? _________________________________

f.  Have you ever been in a motor vehicle accident or any other kind of accident?   Yes  No   
If so: What injuries did you sustain?  Do you feel that it is contributing to your current problem for which you are being evaluated today? ________________________________________________

	 For FEMALES ONLY:
	

	
When was your last menstrual period? _________________________
	

	g. 
	Yes
	No

	Have you had laboratory tests to check your hormone levels (estrogen, progesterone, testosterone, DHEA)?  
	
	a. 

	Have you had laboratory tests to check your thyroid levels?   
	
	b. 

	Are you on any hormone replacement therapy (estrogen, progesterone, testosterone, DHEA, thyroid)? _____________________________
	
	c. 

	Have you had laboratory tests to check your Vitamin D levels? 
	
	 





	For MALES ONLY:  

	· Do you have any of the following:  
                  low sex drive    erectile dysfunction/difficulties    mood problems   
                                 fatigue or low energy     sleep disturbances/difficulties

	 Have you had your Testosterone blood levels checked?          Yes  No

	Have you had laboratory tests to check your Vitamin D levels?    Yes  No




REVIEW OF SYSTEMS/SYMPTOMS
(Check any symptoms or findings that you have experienced recently)
CONSTITUTIONAL     weight change    fatigue    fever    night sweats    general weakness
EYES       vision problems    double vision    yellowing of the eyes
ENT     hearing problems    dizziness    sinus trouble    sore throat    ringing ears    bleeding gums         periodontal disease 
CARDIOVASC     shortness of breath    chest pain     leg swelling    increased  blood pressure
RESPIRATORY    cough    coughing up blood    wheezing    asthma    other difficulty breathing                       snoring    gasping for air during sleep    fall asleep during the day 
GASTROINTESTINAL    trouble swallowing    heartburn    nausea    vomiting    diarrhea    blood or black tarry stools    abdominal pain    gas    bloating
GENITOURINARY    pain with urination, blood in urine    urgency    incontinence    increased urination     impotence/erectile dysfunction (for males)    prostate problems (males) 
MUSCULOSKELELTAL  joint pain    joint stiffness    muscle cramps    muscle twitching    muscle weakness    loss of motion    tendonitis    swelling of finger  or other joints   redness of joints
SKIN/HAIR/NAILS   rash    lumps/masses    itchy    dryness    hair changes    nail changes                     yellowing of the skin 
NEUROLOGICAL    fainting    blackouts    seizures    paralysis    weakness    numbness    memory loss    numbness in a saddle distribution (inner legs and groin)   headaches    tremors
PSYCHOLOGICAL    nervousness  tension    mood changes    depression    anxiety
ENDOCRINE        decreased libido    heat or cold intolerance    excessive thirst    increased hunger                  increased craving for sweets or carbs    low blood pressure     hot flashes
HEMATOLOGY/ONCOLOGY    easy bruising    bleeding (difficulty clotting)   venous thrombosis (clots)     current or history of cancer 





PAST MEDICAL HISTORY
CHECK ALL THAT APPLY:
Chronic Musculoskeletal Pain :
  Shoulder                               Neck                          Hip		  other:________
  Elbow                                    Mid-back                   Knee 
  Wrist/hand                           Low back                   Ankle/foot
Other Medical History:
· Abuse:      Physical    Emotional    Sexual         (Treatment: _______________________)
· Abnormal Heart Rhythm       Fibroids                                             Lupus      
·  Anemia                                    Fibromyalgia                                    Lyme disease            
·  Anxiety                                    Food allergies or intolerances        Osteoarthritis
·  Asthma                                    Headaches/Migraines                    Osteoporosis
· Autoimmune Disease              Heart Attack                                    Parkinson’s Disease       
· Bipolar Disorder                      Heart Disease                                 Premenstrual Syndrome            
·  Bowel or Bladder Incontinence           High Blood Pressure        Prostatitis          
· Broken Bones ____________________    High Cholesterol        Pulmonary Embolism (clot in lung)                      
· Cancer  ( what kind/when? _________ __________________________)      Psoriasis      
· Crohn’s Disease                                       Hepatitis                             Rheumatoid Arthritis
· Deep Vein Thrombosis (clot)               HIV/AIDS                               Seizures  
· Dementia                                                  Impotence                          Sleep Apnea      
· Depression                                                Infertility                            Stomach Ulcers      
·  Diabetes                        Insulin resistance or Borderline Diabetes               Stroke        
· Emphysema or Chronic Bronchitis (COPD)     Irritable Bowel Syndrome       Thyroid Disease        
· Endometriosis                Insomnia or other Sleep disturbance                        Ulcerative Colitis
· Other _____________________________________________________________

SURGICAL HISTORY/HOSPITALIZATIONS
_____________________________________	    Date: ______________
_____________________________________	    Date: ______________
_____________________________________	    Date: ______________
_____________________________________	    Date: ______________
_____________________________________	    Date: ______________



SOCIAL HISTORY
What is your Marital Status?   Single  Married   Divorced   Gay/Lesbian  Long term partnership     Bisexual     Transgender
What is your Occupation (if retired, from what occupation are you retired)? ________________________________________________________________________________
Do you use Tobacco (smoke or chew)?    Yes  No   If yes, then how much and for how long? _______________________________________________________________________________
If no, then do you have a history of tobacco use?   Yes  No   
If yes, then for many years did you smoke? _____________  How long ago did you quit? ____________
Do you use Alcohol?  Yes  No   If yes, then how often and how much? _______________________________________________________________________________
Do you use Drugs?  Yes  No   If yes, then how often and how much? _______________________________________________________________________________
Do you currently follow a Specific Diet or Nutritional program?  Yes  No   _______________________________________________________________________________
Do you Cook?  Yes  No
Do you Grocery Shop?   Yes  No                                                                                                                                            
Do you Read Food Labels?   Yes  No                                                                                                                                   
How many Servings of Fruits/Vegetables do you have per day (do not include fruit juice, potatoes, or processed foods)?    _______________________________________________________________                                                                                                                                                         
How many times per week do you Eat Out (include: breakfast, lunch, dinner, and dessert/snacks)? ________________________________________________________________________________
Do you Exercise?   Yes  No   What type and How often? _______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
What are your Hobbies/Interests? ____________________________________________________
Do you currently have or have you had any Environmental Exposures to chemicals/toxins/radiation? _________________________________________________________________________________
Are you sensitive to any Environmental Chemicals (e.g. perfumes/colognes, auto exhaust, MSG, etc)?
__________________________________________________________________________________

FAMILY HISTORY 
Father:    alive; age _____   deceased; age______   Medical problems ___________________
_______________________________________________________________________________
Mother:    alive; age _____   deceased; age______   Medical problems ___________________
________________________________________________________________________________
Brothers:   Medical problems ________________________________________________________
Sisters:   Medical problems __________________________________________________________
Other medical problems that run in the family?   Diabetes   Heart Problems   Cancer   Thyroid problems    Osteoarthritis  Autoimmune Diseases (for example: Rheumatoid Arthritis, Lupus, Crohn’s Disease, etc.)
  
ALLERGIES (to medications) 
Medication: __________________________	    Type of Reaction: ______________
Medication: __________________________	    Type of Reaction: ______________
Medication: __________________________	    Type of Reaction: ______________

MEDICATIONS/BOTANICAL HERBS/SUPPLEMENTS LIST
NAME				   DOSAGE		                  HOW OFTEN TAKEN
1. __________________________________________________________________________________
2. __________________________________________________________________________________
3. __________________________________________________________________________________ 
4. __________________________________________________________________________________
5. __________________________________________________________________________________
6. __________________________________________________________________________________
7. __________________________________________________________________________________
8. __________________________________________________________________________________
9. __________________________________________________________________________________
10. _________________________________________________________________________________
Bradenton East Integrative Medicine, P.A
6120 53rd Avenue East Bradenton, fl 34203
Patient Authorization for Disclosure of Information
Do we have permission to?
Leave the following information on your home answering machine or voice mail?
	Appointment Information		Y	N
	Medical information			Y	N
	Billing information			Y	N
	Contact you at work			Y 	N
List family members of friends or personal care givers that you give permission to receive the following information about you:
Appointments:  _________________________                                          
Medical or health information: ____________________
Billing/Payments: ________________________
I understand that is the person or entity receiving authorized information is not a health plan or health care provider covered by federal privacy regulations, the authorized information may be re-disclosed by the recipient and may no longer be protected by federal or state law.
	I understand that I may revoke this authorization at any time by notifying Bradenton East Integrative Medicine in writing.
	I understand that I may refuse to sign this authorization and that my refusal to sign in no way affects my treatment, payment, enrollment in a health plan, or eligibility for benefits.

I Have received a copy of the “Notice of Privacy Practices” to review and acknowledge that I may request a copy.

Patient signature _______________________          Date__  /___ /____
 

	
       
	NOTICE OF PRIVACY PRACTICES
Bradenton East Integrative Medicine
Heather Johnson Practice Manager
Effective Date: 9/12/13
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.
We understand the importance of privacy and are committed to maintaining the confidentiality of your medical information.  We make a record of the medical care we provide and may receive such records from others.  We use these records to provide or enable other health care providers to provide quality medical care, to obtain payment for services provided to you as allowed by your health plan and to enable us to meet our professional and legal obligations to operate this medical practice properly. We are required by law to maintain the privacy of protected health information, to provide individuals with notice of our legal duties and privacy practices with respect to protected health information, and to notify affected individuals following a breach of unsecured protected health information. This notice describes how we may use and disclose your medical information.  It also describes your rights and our legal obligations with respect to your medical information.  If you have any questions about this Notice, please contact our Privacy Officer listed above.
TABLE OF CONTENTS
A. How This Medical Practice May Use or Disclose Your Health Information	p.12
B. When This Medical Practice May Not Use or Disclose Your Health Information	p.15
C. [bookmark: _Ref186620236]Your Health Information Rights	p.15
1. Right to Request Special Privacy Protections
2. Right to Request Confidential Communications
3. Right to Inspect and Copy
4. Right to Amend or Supplement
5. Right to an Accounting of Disclosures
6. Right to a Paper or Electronic Copy of this Notice
D. Changes to this Notice of Privacy Practices	p.16
E. Complaints	p.16
A. [bookmark: _Ref186620234]
How This Medical Practice May Use or Disclose Your Health Information
This medical practice collects health information about you and stores it in a chart maintained on a computer referred to as 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:
1. 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.
2. 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.
3. 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 information 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, qualifications and performance of health care professionals, their training programs, their accreditation, certification 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.
4. 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.
5. 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.
6. Notification and Communication With Family.  We may disclose your health information to notify 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 notification efforts.  We may also disclose information 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.
7. Marketing.  Provided we do not receive any payment for making these communications, we may contact you to give you information about products or services related to your treatment, case management or care coordination, or to direct or 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. Finally, we may receive compensation which covers our cost of reminding you to take and refill your medication, or otherwise communicate about a drug or biologic that is currently prescribed for you. 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. 
8. 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.
9. 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.
10. 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 notification would place you at risk of serious harm or would require informing a personal representative we believe is responsible for the abuse or harm.
11. 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.
12. Judicial and Administrative Proceedings.	We may, and are sometimes required by law, to disclose your health information 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.
13. 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.
14. Coroners.  We may, and are often required by law, to disclose your health information to coroners in connection with their investigations of deaths.
15. Organ or Tissue Donation.  We may disclose your health information to organizations involved in procuring, banking or transplanting organs and tissues.
16. Public Safety.  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.
17. 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.
18. Specialized 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.
19. 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 illness to the employer or workers' compensation insurer.
20. 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.
21. 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 to 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. 
22. Psychotherapy Notes.  We will not use or disclose your psychotherapy notes without your prior written authorization except for the following: 1) use by the originator of the notes for your treatment, 2) for training our staff, students and other trainees, 3) to defend ourselves if you sue us or bring some other legal proceeding, 4) if the law requires us to disclose the information to you or the Secretary of HHS or for some other reason, 5) in response to health oversight activities concerning your psychotherapist, 6) to avert a serious and imminent threat to health or safety, or 7) to the coroner or medical examiner after you die. To the extent you revoke an authorization to use or disclose your psychotherapy notes, we will stop using or disclosing these notes.
23. Research.  We may disclose your health information to researchers conducting research with respect to which your written authorization is not required as approved by an Institutional Review Board or privacy board, in compliance with governing law.
B. [bookmark: _Ref186620235]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. [bookmark: _Ref186620237]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 treatment or legal reasons. We reserve the right to accept or reject any other request, and will notify you of our decision.
2. Right to Request Confidential Communications.  You have the right to request that you receive your health information 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.
3. 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.  
4. Right to Amend or Supplement.  You have a right 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.
5. 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 (treatment), 2 (payment), 3 (health care operations), 6 (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.
6. 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. [bookmark: _Ref186620238]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.  We will also post the current notice on our website.
E. [bookmark: _Ref186620239]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: 
www.doh.state.fl.us
OCRMail@hhs.gov

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.












I have read the Privacy Notice and understand my rights contained in the notice. 

By way of my signature, I provide Bradenton East Integrative Medicine with my authorization and consent to use and disclosed my protected health care information for the purposes of treatment, payment and health care operations as described in the Privacy Notice.
________________________________________________	______________
Patient’s Name (print)					                Date
________________________________________________	______________
Patient’s Signature						  Date
________________________________________________	______________
Authorized Facility Signature					  Date
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REQUEST TO RELEASE MEDICAL RECORDS

I WILL COMPLETE A RECORDS RELEASE FORM FOR EACH FACILITY WHOM I ASK TO HAVE RECORDS SENT TO DR. LEIBER.   
I REQUEST FOR MY MEDICAL RECORDS TO BE RELEASED FROM:
PHYSICIAN/CLINIC NAME: ____________________________________________
PHONE NUMBER: ___________________	FAX NUMBER: __________________
ADDRESS:__________________________________________________________

                                      
SPECIFICALLY, I REQUEST FOR THE FOLLOWING TO BE SENT:
___ X-RAYS (RADIOLOGY REPORT AND IMAGING DISC)
___ MRI’S (RADIOLOGY REPORT AND IMAGING DISC)
___ CONSULT REPORTS			___ OPERATIVE REPORTS
___ COMPLETE RECORDS			___ LAB TESTS
I REQUEST THAT RECORDS BE RELEASED THAT PERTAIN TO THE FOLLOWING BODY 
REGION(S): ________________________________________________________
RELEASE TO:
                           
BRADENTON EAST INTEGRATIVE MEDICINE, PA
JAMES LEIBER, D.O.
DIVISION OF NEUROMUSCULOSKELETAL MEDICINE AND NON-SURGICAL ORTHOPEDICS
AFFILIATE NETWORK PROVIDER FOR REGENEXX
8614 STATE ROAD 70 EAST, SUITE 200
BRADENTON, FL. 34202
PHONE: (941) 727-1243, FAX: (941 )751-9039

FOR THE PURPOSE OF CONTINUITY OF CARE


______________________________________________________________
PATIENT’S NAME

________-_______-_______             ________-_______-_______
      DATE OF BIRTH                                  SOCIAL SECURITY #

___________________________________       _____-_____-_____
           PATIENT SIGNATURE                                      DATE

THIS AUTHORIZATION WILL EXPIRE ONE YEAR FROM THE DATE OF SIGNING UNLESS OTHERWISE INDICATED. THE PATIENT MAY REVOKE THIS AUTHORIZATION AT ANYTIME UPON REGUEST. THE DISCLOSED INFORMATION MAY NO LONGER BE PROTECTED BY THE PRIVACY PRACTICES OF THIS PRACTICE.

		[image: ]

INSURANCE COMPANY: _________________________________________ NAME_________________________________________________________
INSURANCE ID#______________________________ GROUP#______________________________

KNOW YOUR INSURANCE – Your insurance is a contract between you and your insurance company.

We want to inform you that your health insurance benefits may or may not cover specific services depending on your policy. These services may include but are not limited to routine physical exams, ultrasound testing, massage, acupuncture, and laboratory services.
 If your coverage denies this claim, you will be financially responsible.

Signature

Please print name
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