
 
 
 
 
 
 
 
 
 
 

Authorization to Disclose Protected Health Information 
 

 The Health Insurance Portability Accountability Act of 1996 (HIPAA) requires 
that we receive your permission before we use the personal information in your medical 
records for any reason. 
 This consent form gives Allen Chiropractic Wellness Center permission to 
use/obtain your Protected Health Information (PHI) to carry out treatment, receive and/or 
as part of health care operations of our practice. 
 HIPAA also requires us to have a written notice of our privacy policy describing 
how medical information about you may be used and disclosed.  If you so desire, this 
written notice is available at the front desk for you to read. 
 You have the right to revoke, in writing, this consent form at any time, although 
any services performed prior to revocation of this consent are covered by this consent. 
 
Patient Signature:______________________________________Date:_______________ 
 
Records requested: 
 
 
 
 
 
 
 
 
 
 
 
Right to Revise Privacy Practices:  As permitted by law, we reserve the right to amend or modify our 
privacy policies.  These changes in our office policy and practice may be required by changes in federal 
and state laws and regulations.  Upon receipt, we will provide you with the most recent notice on an office 
visit.  The revised policies will be applied to all  protected health information we maintain. 
 
Doctor/Staff Signature:_____________________________   Date:__________________   
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