MEEWEN CHIROPRACTIC GENTER -
DR, ALAN E. MCEWEN

wans CLOWER STREET, SUITT G108
sl | VILLE. GEORGIA S00TE

TR EpHoHE (770 BE5-5330
Fax (7 70 DRG-FTRGE

HEALTH CARE AUTHORIZATION FORM

PATIENT NAME - L —
FATIENT SS# DATE OF BIRTH

The patient identified above authorizes McEWEN CHIEOPRACTIC
CENTER to use and or disclose protected health information in

arcgrdance_with the following:

SPECIFIC AUTHORIZATIONS

— I give permission t0 use my name, addreess, phone
aumber, @-mail and Clinical records to contact me
vith appointment reminders, missed appointment
notification, birthday and holiday related cards,
information about treatment alternatives or other

health related information.

1f HMcEwen Chiropractic Center contacts we by phone
- 1 give them perwmigsicn to leave a meseage on my

answering mechine or voice mail.

By signing thise form you are giving McEwen
Chirgpractic Cepnter permission to use and digelogg
your protegted health informatien in accordance

¥ith thHe directives listed above,

.:,'
i ' RIGHT TGO REVOEE AUTHCRIZATION

. ¥ou have the right to revoke this authorization, in ¥riting at

. 2ny time. However, your written request to revoke this

o authorization ie not in effect to thes extent that we have
. provided services or taken action in relispoe on your

- Authorization. You may revoke this authorization hy mailing or
.. bhand delivering a written notice Lo Dr. Alan NeBwen. The

'+ written notice must contain the following:

Your name, =social gecurity number, and date of birth:
A clear statement of your intent to revoks ithis authorizetion:
The date of your requeet; and your signature !

-, The revooation is not in effect until it is received by Dr.
" McEwen.

"
i



MCEWEN CHIROPRACTIC CENTER
OHR. AL AN F. MceEwsn

hi sted by NeEwen Chiropractic Center for

This authorization is reque
itz own use fdisclogures oF PHT.

¥ou have the right to refuse o Sign thiz authorization, If you
refuge to sign this authorization, McEwen Chiropractic Contps:

¥ill pot refuse to provide Lreathment.

¥ou have the right to inepect or =opy¥ the FPHI +o he
lged/dlac] amed,

PEINT NANE OF FATIENT
SIGNATURE DF PATIENT

DATE
SICGNATURE OF PERESONAL REPRESENTATIVE

DESCRIPTION OF EEPREEEHTATI?E'E
AUTHORITY TO ACT FOm PATIENT

E-NAIL ADDRESSE
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