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Hollywood, MD 20636
P: 301-373-3731 F: 301-373-3970
HarborBayChiropractic.com

Welcome to Harbor Bay Clinic of Chiropractic!
(For any question that does not apply to you, simply respond “N/A” for Not Applicable.)
Today’s Date: _____________________
Have you ever received chiropractic care? No

Yes,

(Name of Doctor): __________________________________

I wish to be called at home
work
cell
other
(check all that apply) reguarding my child’s care.
I do , I do not
give permission to leave relevant medical inforamation on my answering machine or voice mail.
I do , I do not
want relevant medical information shared with the person who may answer the telephone.
The name(s) of the individual(s) with whom you may leave pertenent information are:
___________________________________________________________________________________________
Method of Payment:
Cash
Check
Credit Card (V, MC, Disc, AmEx)
Do you have Medicare? Y
N
Insurance. Primary: ________________________________________ Secondary: _____________________________

CONDITION
Acid Reflux/GERD
ADD/ADHD
Anxiety
Arthritis/Joint Pain
Asthma/Allergies
Autoimmune Disease
Bed Wetting
Birth Defect
Cancer
Colic
Convulsions/Epilepsy
Deceased
Depression/Mood Changes
Diabetes
Digestive Problems
Ear Problems/Hearing Loss
Fibromyalgia/Muscle Pain
Frequent Cold/Flu
Gall Bladder Problems
High/Low Blood Pressure
HIV/AIDS
Impotence/Sexual Dysfunction
Kidney Problems
Learning Disability
Liver Problems
Menstrual Dysfunction
Migraines
Neck Pain/Back Pain/Disc Problems
Prostate Problems
Sciatica
Scoliosis
Sinus/Drainage Problems
Skin Problems
Sleep Problems
TMJ Dysfunction
Tongue or Lip Tie
Thyroid Problems
Tremors
Vertigo/Dizziness
Vision Problems
Other:

SELF

SPOUSE

SON(S)

DAUGHTER(S)

FATHER

MOTHER

SIBLING(S)

At Harbor Bay Clinic of Chiropractic the term Practice Member is used for those that have suffered either an injury or are
seeking wellness rather than symptom management. A Practice Member is an active participant in his or her chiropractic care,
and is therefore, invited to ask any questions or express any concerns that he or she may have. Practice members can expect
quality service and leadership as they regain control of their health. First, a complete analysis of your spine will be administered
to detect the presence of vertebral subluxations and to monitor your progress. Please read and sign this form stating that you
understand the items explained below. If there is anything that is unclear please ask questions before you sign. If you refuse to
sign this form the doctor reserves the right to refuse care.

I hereby consent to give the doctor of chiropractic, and anyone working in the Harbor Bay Clinic of Chiropractic office, authorized
by the chiropractor, permission and authority to care for my child (the minor listed here: ________________________________
for whom I am legally responsible). Chiropractic tests, diagnosis, analysis and adjustments are very safe and beneficial.
However, in rare cases, underlying physical defects, deformities or pathologies may make an individual more prone to injury. It
is the responsibility of the child’s parent/guardian to make it known, or to learn through health care procedures if your child is
suffering from latent pathological defects, illnesses, or deformities, which would otherwise not come to the attention of the
chiropractor. The doctor of chiropractic will not give any treatment or care if she or he is aware that such care should not be
used for a particular condition or circumstance. Your child’s doctor of chiropractic is a licensed primary care provider, and is able
to work with all other types of providers. I understand that if my child accepted as a Practice Member at Harbor Bay Clinic of
Chiropractic, I am authorizing them to proceed with any treatment that they deem necessary. I understand that following the
doctor’s recommended care plan is essential to maximizing my child’s healing and reaching optimal health through chiropractic.
Furthermore, any questions that I have regarding chiropractic care, will be explained to me upon my request.

Specific postural x-rays may be necessary for the identification of the location, type, and severity of any vertebral subluxations,
as well as for the diagnosis and identification of latent or dangerous conditions requiring medical attention. X-rays may also be
used to show progress after a period of recommended chiropractic care. At your request, you can receive a copy of your x-rays
to a disc for the mandated fee of $5.00.
By signing below, I authorize Harbor Bay Clinic of Chiropractic to perform diagnostic x-rays of my child if medically necessary.
Select which is true for your female child:
To the best of my knowledge, there is no chance that my child is pregnant at this time.
I know or believe that my child may be pregnant at this time and therefore I DO NOT authorize Harbor Bay Clinic of Chiropractic
to perform diagnostic x-rays of her.

By signing below, I recognize that I am financially responsible for all services rendered to my child regardless of insurance or
benefits. I further understand that any health insurance policy is an arrangement between me and my child’s insurance carrier
and that I may be required to pay for some or all of the fees charged to my child’s account. I hereby authorize Harbor Bay
Clinic of Chiropractic LLC to release all necessary information concerning my child’s health condition to any billing company,
insurance company, attorney, and/or adjuster in order to process any claim for reimbursement of charges incurred by my
child. In addition I authorize Harbor Bay Clinic of Chiropractic LLC to release any information regarding my child’s health
condition to other health care providers involved in my child’s care. This assignment will remain in effect until revoked by me
in writing. I agree that a photocopy of this form is to be considered as valid as the original. I confirm that all information I have
provided is true and correct to the best of my knowledge. I confirm that I have read and fully understand this agreement and
authorize Harbor Bay Clinic of Chiropractic LLC to proceed with Chiropractic tests, diagnosis, analysis and adjustments.

This notice describes how health information about your child may be used and disclosed and how you can get access to
your child’s health information and records.
Harbor Bay Clinic of Chiropractic LLC, understand the importance of privacy and we are commited to maintaining the
confidentiality of your child’s protected health information (PHI) in compliance with the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). We have developed office policies and procedures that protect your child’s personal and
health information when used within our office and any devices used to copy or transfer this data. We assure you that your
child’s information will only be shared as required and only for the purpose of administering your child’s case and obtaining
payment for services. Be assured that without your permission, your child’s health information will not be used for any
other purpose.
The following ways are how your child’s PHI may be used within our office to provide the best care and services possible:
• To provide treatment, obtain payment, and conduct health care operations.
• To schedule appointments and send reminders.
• To communicate with your child’s family, friends, and/or caregivers with your authorization.
• As permitted or required by the law.
The following describes your rights regarding your child’s PHI. You may:
• Request to inspect any copy of your child’s records.
• Request to amend incomplete or inaccurate information in your child’s records.
• Receive an accounting of certain disclosures of your child’s health information.
• Ask for additional privacy protections (although your request may be declined).
• Receive a paper copy of this notice.
Harbor Bay Clinic of Chiropractic LLC, reserves the right to change this privacy policy as allowed by law and to make the new
notice apply to health information already received as well as any information received in the future. A copy of our current
notice is available upon request. The notice will display the effective date.
If you believe that we have not properly respected the privacy of your child’s PHI, you may notify our office by calling
(301) 373-3731, sending a letter to our office address or by emailing info@harborbaychiropractic.com.
I confirm that I have received and reviewed this notice and understand how health information about my child may be used
and disclosed and how I can get access to my child’s health information and records.

Select an option below.
I DO authorize Harbor Bay Clinic of Chiropractic to display testimonials, photographs and videos of my child in the office
or on social media outlets. I understand that the purpose of sharing this information is to provide others with chiropractic
education and give hope to those seeking answers to their health concerns. My consent remains in effect until revoked by
me in writing.
I DO NOT authorize Harbor Bay Clinic of Chiropractic to display testimonials, photographs and videos of my child in the
office or on social media outlets at this time.

