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In order to provide you the best possible care, please complete ALL of the forms
and bring them to your first appointment. All information is kept CONFIDENTIAL.
Info
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Allergies
Anemia
Arteriosclerosis
Arthritis
Asthma
Back Pain
Breast Lump
Bronchitis
Bruise Easily
Cancer
Chest Pain/Conditions
Cold Extremities
Constipation
Cramps
Depression
Diabetes
Digestion Problems
Dizziness
Ears Ring
Excessive Menstruation
Eye Pain or Difficulties
Fatigue
Frequent Urination
Headache
Hemorrhoids
High Blood Pressure
Hot Flashes
Irregular Heart Beat
Irregular Cycle
Kidney Infection
Kidney Stones
Loss of memory
Loss of balance
Loss of smell
Loss of taste
Lumps In Breast
Neck Pain or Stiffness
Nervousness
Nosebleeds
Pacemaker
Polio
Poor Posture
Prostate Trouble
Sciatica
Shortness of breath
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PATIENT HEALTH INFORMATION CONSENT FORM
We want you to know how your Patient Health Information (PHI) is going to be used in this
office and your rights concerning those records. Before we will begin any health care operations
we must require you to read and sign this consent form stating that you understand and agree
with how your records will be used. If you would like to have a more detailed account of your
policies and procedures concerning the privacy of your Patient Health Information we encourage
you to read the HIPPA NOTICE that is available to you at the front desk before signing this
consent.
1. The patient understand and agrees to allow this chiropractic office to use their Patient
Health Information (PHI) for the purpose of treatment, payment, healthcare operations,
and coordination of care. As an example, the patient agrees to allow this chiropractic
office to submit requested PHI to the Health Insurance Company (or companies)
provided to us by the patient for the purpose of payment. Be assured that this office will
limit the release of all PHI to the minimum need for what the insurance companies
require for payment.
2. The patient has the right to examine and obtain a copy of his or her own health records at
any time and request corrections. The patient may request to know what disclosures have
been made and submit in writing any further restrictions on the use of their PHI. Our
office is not obligated to agree to those restrictions.
3. A patient’s written consent need only be obtained one time for all subsequent care given
to the patient in this office,
4. The patient may provide a written request to revoke consent at any time during care. This
would not affect the use of those records for the care given prior to the written request to
revoke consent but would not apply to any care given after the request has been
presented.
5. For your security and right to privacy, all staff has been trained in the area of patient
record privacy and a privacy official has been designated to enforce those procedures in
our office. We have taken all precautions that are known by this office to assure that your
records are not readily available to those who do not need them.
6. Patients have the right to file a formal complaint with our privacy official about any
possible violations of these policies and procedures.
7. If the patient refuses to sign this consent for the purpose of treatment, payment and health
care operations, the chiropractic physician has the right to refuse to give care.
I have read and understand how my Patient Health Information will be used and I agree to these
policies and procedures.

SIGNED:_______________________________ DATE:____________________
NAME:_________________________________

Dr. Christopher Taylor DC
Chiropractic & Wellness Center
1308 ROUTE 38 EAST
HAINESPORT, NJ 08036
(609)354-0330
(609)354-0331 FAX

MISSED APPOINTMENT POLICY

We want to thank you for choosing us as your chiropractic
health provider. In order to provide you and other patients with the
best optimal spinal care, we request that you follow our guidelines regarding broken and/or cancelled appointments. Please remember that
we have reserved appointment times especially for you. Therefore we
request that you please notify our office at least 2 hours in advanced
if you are unable to make your appointment. When you do not show
for your appointment, everyone losses, you, the doctor and other
patients that would have utilized your appointment time.
Effective January 1, 2015 if you neglect to notify the office
that you will be unable to make your appointment time you will be
charged a $50.00 no call/no show fee. Thank you for consideration of
our policies and for the opportunity to be your chiropractic office of
choice.
_____________________________
SIGNATURE

____________
DATE

AUTHORIZATION FOR CHIROPRACTIC TREATMENT
DATE:____________
I, the undersigned, a patient in this office hereby authorize Dr. Christopher T. Taylor and
whomever he may designate as his assistant to administer such examination/treatment as is
necessary, and to perform the following therapy or procedures are as considered therapeutically
necessary on the basis of findings during the said course of examination/treatment.

I hereby certify that I have read and fully understand the above authorization for chiropractic
examination/treatment, the reasons why the above named examination/treatment is considered
necessary, its advantages and possible complaints, if any, as well as possible alternative modes
of examination/treatment, which were explained to me by Dr. Christopher T. Taylor.
I also certify that no guarantee or assurance has been made as to the results that may be obtained.

SIGNED: ____________________________________
WITNESS: ___________________________________

