Welcome To Coffey Chiropractic
We are glad that you are considering us, in assisting with the natural healing
process of Chiropractic. Chiropractic simply aides in the natural healing process.
Pain is simply just the warning sign that something is seriously wrong. The
condition that we treat is SUBLUXATION. A subluxation occurs when the spine
becomes misaligned causing it to function abnormally. This usually pinches the
nerve and causes pain. A SUBLUXATION is a condition or disease of the spine
that interferes with the normal function of the body and its systems. This
condition is serious and needs to be corrected immediately. Delaying correction or
not following through with treatment can be detrimental to your health.

We need you to participate in correcting your condition.
1. We expect you to keep your appointments as best you can. If an emergency
comes up where you cannot attend your next appointment, you need to call us
right away and reschedule as soon as you can, to keep your care plan on schedule.
You will need to make up any missed appointments as missed appointments cause
patients to lose ground and not get well as expected. As a courtesy, we will call
you to remind you of your missed appointment.
2. Attending the Chiropractic themed Life Advancement Class with your spouse,
relative and/or friend is mandatory as part of your care plan. Besides, they are
very informative and imperative for your recovery.
3. “Small acts, when multiplied by millions, change the world.” This is your
opportunity to help change the world of someone close to you who means a lot.
Share your positive experiences of corrective care with those you come in contact
with. Share Google reviews, refer a friend, bring in a family member. Share your
changes, to start changing this world for good. Chiropractic is a drug-free, natural
approach to making someone’s life better. Be their hero!
4. Keeping your account up to date. Payments are due at the time of service. Pre-pay
is encouraged to keep your costs down. Any balance not paid after 60 days is
going to be charged an interest rate at the maximum rate of Washington State
Law. Balances over 90 days, unless specifically noted, will be placed in
collections. Patients are responsible for any and all collection costs. And a $20
service charge will apply for any returned checks.
5.

Dr Daniel Long and his staff always encourage any of your questions concerning
these and any other Chiropractic issues. Please feel free to also communicate with
us, things you think we could do better to serve you.

Coffey Chiropractic
INFORMED CONSENT, DISCLOSURE OF PROTECTED HEALTH INFORMATION, PAYMENT AND
HEALTHCARE, EXPECTATIONS AGREEMENT
I
TO THE FOLLOWING.

, HEREBY STATE THAT BY SIGNING THIS FORM, I ACKNOWLEDES AND AGREE

1. Coffey Chiropractic Privacy Notices has been provided to me, I have read, understand and agree to abide the
guidelines. The Privacy Notice includes a complete description of the uses and/or disclosures of my protected health
information (PHI) necessary for the practice to provide treatment to me and also necessary for the practice to obtain
payment for that treatment and to carry out health care operations. The practice will provide me a copy of this
consent at my request for my own records at home.
2. Coffey Chiropractic reserves the right to change its privacy practices that are described in it’s Privacy Notice, in
accordance with applicable Law.
3. I understand that, and consent to, the following
a. Appointment reminders are a courtesy to be used only by Coffey Chiropractic, and may consist of mailers, texts,
phone calls, emails and any other form of communication I provide.
b. I have a right to request that Coffey Chiropractic restrict how my PHI is used and/or disclosed to carry out
treatment, payment and/or health care operations. However, Coffey Chiropractic is not required to agree to any
restrictions that I have requested.
c. This Consent is valid for seven years; I further understand that I have the right to revoke this Consent, in writing,
at any time for all future transactions, with the understanding that any such revocation shall not apply to the
extent that the practice has already taken action in reliance on this consent.
d. If I revoke this consent at any time, Coffey Chiropractic has the right to refuse treatment.
e. If I do not sign this Consent evidencing my consent to the uses and disclosures described to me above and
contained in the Privacy Notice, then Coffey Chiropractic will not treat me.
f. My questions can’t be answered if I don’t ask
OPEN DOOR/ROOM ADJUSTING POLICY
It is the practice of this office to provide chiropractic care in an “open door” adjusting environment. Open door
adjusting involves patients being seen in an adjusting area by others in the office. Patients are within sight of one
another and some ongoing routine details of care of discussed within earshot of other patients and staff. These are
known as “incidental disclosures” of health information. It is our view that the kinds of matters related in an “open
door adjusting” environment are incidental matter. If I choose not to be adjusted with the door open, it is my
responsibility to assure the door is closed to my satisfaction.
I HAVE READ, UNDERSTAND AND AGREE TO THIS NOTICE AND I WOULD LIKE TO PROCEED TO MY CONSULTATION
AND INITIAL VISIT.

(print) Patient Name

Patient signature

Guardian or Legal Representative

Relationship

Date

Witness

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THAT INFORMATION.
PLEASE REVIEW THIS NOTICE CAREFULLY.
This practice is committed to maintaining the privacy of your Protected Health Information (PHI), which includes
information about your health condition and the care and treatment you receive from the Practice. The creation of a record
detailing the care and services you receive helps this office to provide you with quality health care. This Notice details how
your PHI may be used and disclosed to third parties. This Notice also details your rights regarding your PHI.
CONSENT
The practice may use and/or disclose your PHI provided that it first obtains a valid Consent signed by you. The
Consent will allow the Practice to use and/or disclose your PHI for the purposes of:
(a) Treatment – In order to provide you with the health care you require, the Practice will provide your PHI
to those health care professionals, whether on the Practice’s staff or not, directly involved in your care so
that they may understand your health condition and needs. For example, a physician treating you for
kidney problems may need to know the results of your latest physical examination by this office.
(b) Payment – In order to get paid for services provided to you, the Practice will provide your PHI, directly
or through a billing service, to appropriate third party payers, pursuant to their billing and payment
requirements. For example, the Practice may need to tell your insurance plan about treatment you are
going to receive so that it can determine whether or not it will cover the treatment expense.
(c) Health Care Operations – In order for the Practice to operate in accordance with applicable law and
insurance requirements and in order for the Practice to continue to provide quality and efficient care, it
may be necessary for the Practice to compile, use and/or disclose you PHI. For example, the Practice
may use your PHI in order to evaluate the performance of the Practice’s personnel in providing care to
you.
NO CONSENT REQUIRED
The practice may use and/or disclose your PHI, without a written Consent from you, in the following instances:
(a) De-identified Information – Information that does not identify you and, even without your name, cannot be used
to identify you.
(b) Business Associate – To a business associate if the Practice obtains satisfactory written assurance, in accordance
with applicable law, that the business associate will appropriately safeguard your PHI. A business associate is an
entity that assists the Practice in undertaking some essential function, such as a billing company that assists the
office in submitting claims for payment to insurance companies or other payers.
(c) Personal Representative – To a person who, under applicable law, has the authority to represent you in making
decisions related to your health care.
(d) Emergency Situations – For the purpose of obtaining or rendering emergency treatment to you provided that the
Practice attempts to obtain your Consent as soon as possible; or to a public or private entity authorized by law or
by its charter to assist in disaster relief efforts, for the purpose of coordinating your care with such entities in an
emergency situation.
(e) Communication Barriers – If, due to substantial communication barriers or inability to communicate, the Practice
has been unable to obtain your Consent and the Practice determines, in the exercise of its professional judgment,
that your Consent to receive treatment is clearly inferred from the circumstances.
(f) Public Health Activities – Such activities include, for example, information collected by a public health authority,
as authorized by law, to prevent or control disease.
(g) Abuse, Neglect or Domestic Violence – To a government authority if the Practice is required by law to make such
disclosure. If the Practice is authorized by law to make such a disclosure, it will do so if it believes that the
disclosure is necessary to prevent serious harm.
(h) Health Oversight Activities – Such activities, which must be required by law, involve government agencies and
may include, for example, criminal investigations, disciplinary actions, or general oversight activities relating to
the community’s health care system.

YOUR RIGHTS
You have the right to:
(a) Revoke any Authorization and/or Consent, in writing, at any time. To request a revocation, you must submit a
written request to the Practice’s Privacy Officer. Please allow a reasonable processing time for the change in our
procedure to be completed.
(b) Request restrictions on certain use and/or disclosure of you PHI as provided by law. However, the Practice is not
obligated to agree to any requested restrictions. To request restrictions, you must submit a written request to the
Practice’s Privacy Officer. In your written request, you must inform the Practice of what information you want to
limit, whether you want to limit the Practice’s use or disclosure, or both, and to whom you want the limits to
apply. If the Practice agrees to your request, the Practice will comply with your request (within 60 days) unless
the information is needed in order to provide you with emergency treatment.
(c) Receive confidential communications or PHI by alternative means or at alternative locations. You must make
your request in writing to the Practice’s Privacy Officer. The Practice will accommodate all reasonable requests.
(d) Inspect and copy your PHI as provided by law. To inspect and copy your PHI, you must submit a written request
to the Practice’s Privacy Officer. The Practice can charge you a fee for the cost of copying, mailing or other
supplies associated with your request. In certain situations that are defined by law, the Practice may deny your
request, but you will have the right to have the denial reviewed as set forth more fully in the written denial notice.
(e) Amend your PHI as provided by law. To request an amendment, you must submit a written request to the
Practice’s Privacy Officer. The Practice has 60 days to notify you acceptance or refusal to amend. You must
provide a reason that supports your request. The Practice may deny your request if it is not in writing, if you do
not provide a reason in support of your request, if the information to be amended was not created by the Practice
(unless the individual or entity that created the information is no longer available), if the information is not part of
your PHI maintained by the Practice, if the information is not part of the information you would be permitted to
inspect and copy, and/or if the information is accurate and complete. If you disagree with the Practice’s denial,
you will have the right to submit a written statement of disagreement.
(f) Receive an accounting of disclosures of your PHI as provided by law. To request an accounting, you must submit
a written request to the Practice’s Privacy Officer. Practice will act on the request for an account of disclosure
within 60 days. The request must state a time period which may not be longer than 6 years and may not include
dates before April 14, 2003. The request should indicate in what form you want the list (such as a paper or
electronic copy). The first list you request within a 12-month period will be free, but the Practice may charge you
for the cost of providing additional lists. The Practice will notify you of the costs involved and you can decide to
withdraw or modify your request before any costs are incurred.
(g) Receive a paper copy of this Privacy Notice from the Practice upon request to the Practice’s Privacy Officer.
(h) Complain to the Practice or the Secretary of Health and Human Services if you believe your privacy rights have
been violated. To file a complaint with the Practice, you must contact the Practice’s Privacy Officer. All
complaints must be in writing.
(i) To obtain your own copy, more information on, or have your questions about your rights answered,
you may contact us at (253) 850-2225.
PRACTICE’S REQUIREMENTS
The Practice:
(a) Is required by federal law to maintain the privacy of your PHI and to provide you with this Privacy Notice
detailing the Practice’s legal duties and privacy practices with respect to your PHI.
(b) Is required by State law to maintain a higher level of confidentiality with respect to certain portions of your
medical information that is provided for under federal law. In particular, the Practice is required to comply with
the following State statutes:
1) Is required to abide by the terms of this Privacy Notice.
2) Reserves the right to change the terms of this Privacy Notice and to make the new Privacy Notice
Provisions effective for all of your PHI that it maintains.
3) Will distribute any revised Privacy Notice to you prior to implementation.
4) Will not retaliate against you for filing a complaint.

This Notice is in effect as of 6/14/17. This notice, and any alterations or amendments made
hereto, will expire seven years after the date upon which the record was created.

Confidential Patient Information
Name:

Hm Phone:

Address:
Date of Birth: _________

Wk/Cell Phone:

City:
Marital Status (circle one)

Social Security Number

-

-

Occupation:

M

S

D

St:

Zip:

W

Age

E-mail Address
Employer:

Work Address:

City, St, Zip:

Spouse’s Name:

# of Children:

Who may we thank for referring to our office:
Have you ever had Chiropractic care before?
Is this injury/illness related to:

Yes □

Automobile Accident

No □

Date:

□

Date/Time:

Location:

Your Auto Insurance Co:
Third Party Auto Insurance Co:

Phone:
Phone:

Due to changes in health insurance fees, patient self billing has become a much more cost effective way for you,
the patient, to get reimbursement for your care. Self billing allows us to keep our fees low so you can get the
care you need without any added cost. Therefore, our policy is that all payment is due at the time of service and
bills will no longer be sent to your insurance provider. Statements will be provided for individuals to submit
their own bills ensuring that as your insurance provider pays for your care, they will send the reimbursement
check directly to you.
All charges are due when services are rendered…
Method of payment
( ) Check
( ) Cash

( ) Credit Card

( ) Care Credit

Why Chiropractic? People go to Chiropractors for a variety of reasons. Some go for symptomatic relief of pain
or discomfort (Relief Care). Others are interested in having the cause of the problem as well as the symptoms
corrected and relieved (Corrective Care). Your Doctor will weigh your needs and desires when recommending
your treatment program.

RELIEF CARE

CORRECTIVE CARE

Relief Care is that care necessary to get
rid of your symptoms or pain, but not the
cause of it. It is the same as drying a
floor that was getting wet from a leak,
but not fixing the leak.

Corrective care differs from relief care in
that its goal is to get rid of the symptoms
or pain while correcting the cause of the
problem. Corrective care varies in length
of time, but is more lasting.

I authorize Coffey Chiropractic to render necessary services to me and understand that I am responsible for all
charges incurred.
Patient Signature:
Date:
Parent or Legal Guardian Authorizing Care:

THANK YOU FOR ALLOWING US TO SERVE YOU!

What hurts and how long has it hurt?

PLEASE

MARK AN X ON THE DIAGRAM
BELOW WHERE YOUR PROBLEMS ARE

1.
2.
3.
4.
When do you think these problems originally started?
1.
2.
3.
4.
List other Chiropractic or Medical Doctors you have
consulted for these conditions.
1.
2.
3.
4.

Check any of the following you have had in the six months:
(
(
(
(
(
(
(
(
(
(
(

)
)
)
)
)
)
)
)
)
)
)

Headaches
Sinus Congestion/ Allergies
Vision Problems
Ear Aches
Dizziness
Heart Problems
Lung Problems / Congestion
Blood Pressure Problems
Ankle Swelling
Prostate/ Sexual Dysfunction
Menstrual Cycle Dysfunction

Are you pregnant?

(

) Yes

(
(
(
(
(
(
(
(
(
(
(

(

) No

)
)
)
)
)
)
)
)
)
)
)

(

Numbness
Frequent Nausea/ Vomiting
Abdominal Cramps
Constipation
Diarrhea
Poor / Excessive Appetite
Excessive Thirst
Painful / Excessive Urine
Discolored Urine
Diabetes
Cancer

) Not Sure

