We are required by state and federal law to maintain the privacy of your patient file and
the health protected health information therein. We are also required to provide you with
this notice of your privacy practices with respect to you health information.
We are further required by law to abide by the terms of this notice while it is in effect.
We reserve the right to alter or amend the terms of this privacy notice. If changes are
made to our privacy notice we will notify you in writing as soon as possible following the
changes. Any change in our privacy notice will apply for all of your health information
in our files.
Information that we use or disclose based on this privacy notice may be subject to
redisclosure by the person to whom we provide the information and may no longer be
protected by the federal privacy rules.
If you have a complaint regarding our privacy notice, our privacy practices or any aspect
of our privacy activities you should direct your complaint to Dr. Dennis Woggon. If you
would like further information about our privacy policies and practices please contact
Margie Alvord.
This clinic has an open door adjusting area. If you require privacy, it will be provided if
your request is in writing.
This office utilizes an “open-adjusting” environment for ongoing patient care. “Open
adjusting” involves several patients being seen in the same adjusting room at the same
time. Patients are within sight of one another and some ongoing routine details of care
are discussed within earshot of other patients and staff. This environment is used for
ongoing care and this is NOT the environment used for taking patient histories, providing
examinations or presenting reports of findings. These procedures are completed in a
private confidential setting. The use of this format is intended to make your experience
with our office more efficient and productive as well as to enhance your access to quality
health care and health information. If you choose not to be adjusted in an open-adjusting
environment other arrangements will be made for you.
This notice is effective as of April 14, 2003. This notice, and any alterations or
amendments made hereto will expire seven years after the date upon which the record
was created. My signature acknowledges that I received a copy of this notice.
_________________
______________
_____________
Name (print please)
Signature
Date
If you are a minor, or if you are being represented by another party
__________________________
Personal Representative Printed

___________________________
Personal Representative Signature

__________________________________________
Description of the authority to act on behalf of patient.

_________
Date

