
Jill Bivona, D,C. (205) 384-s358

CONF'IDENTIAL PATIENT INTAKE FORM

NAME: AGE:-DOB

HOME CITY ST

EMPLOYER: OCCUPATION : E-MAIL

HOMETEL: PAGER/CELL: WORKTEL: FAX:

PREFERREDMETHODOFCONTACT: trHOMETEL trCELLTEL OWORKTEL DEMATL

EMERCENCY CONT RELATIONSHIP TEL:

MARITA.L STATUS: trSINGLE trMARRlED TSIGNIFICANT OTHER DDIVORCED

RACE: trAMERICAN INDIAN OR AI ASKA NATIVE OASIAN

trNATTVE OR OTHER PACIFIC ISLANDER -WHITB

trq/.IDOWED # CI{ILDREN-
CBLACK OR AFRICAN AN{ERICAN

trPATIENT DECLINED TO PROVIDE

ETHNICITY: DHISPANIC OR LATINO DNOT H]SPANIC OR LAT]NO DPATIENTDECLINED TO
PROVIDE
PRIMARY CARB PI'rySICIA),1: PI{YSICIAN PHONE:

RBFERREDBY: DR, PATIENT: OTHER-

YOU.ARE CUREENTT|EXPERiENCING: trBACKPAIN trNECKIIAIN trHEADACHE trOTHER-
DESCRIBEtr:

THIS I{APPENED WHEN? 144.]ERE? OTIOME I]WORK ICAR WRECK OOTTIER

TI{IS I-IAPPENED HOW?

HAVE YOU HAD THIS OR SIMILAR }IAPPEN BEFORE?

WI{AT MAKES THE PROBLEM BETTER?

WHAT MAKE THE PRO.BLEM WORSE? OSITTING
trUSE
trBENDING

DESCRIBE THE PAIN OR SENSATION: trACIIY
OSHOOTING

trSTANDING
trWALKING
trLIFTING
trBURNING
trSORE

NLYING
BRIINNING
trTWISTING
trDULL
OSTABBING

trMOVBMENT D.REST

trWORKING trACTIVITY
trOTHER-
trM!-IMB DSHARP
trSTIFF trTINCLINC

DOES THE PAIN RA-DIATE TO ANOTHER AREA OF THE BODY? CNO OYES - FIHERE?

HOW FREQUENT IS THE PROBLEM? trCONSTANT DFREQUENT IINTERMITTENT DoCCASIONAI
trEVENING ONLY EMORNING ONLY .WORSE IN TIIE: trAM or

WIdAT % OF TI{E D'{Y DO YOU BXPERIENCE THIS PROBLEM? A0.25% A26.50% O5I.X5% 076.100%

OTHER DR.S SEEJ{ FOR THIS CONDITION: D NO EYES WTIEN?

PAST CHIROPRACTIC CARE: trNO flYES DRS NAr\IE: WHEN?

trON/OFF
trPM

GUARDIAN S1GNATURE

DATEPATIENT SIGNATURE: 

-
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p=
patient
father s=

flHeart Diseaso P MF S

DA.sthma PMFS
D Cancer P ]vl F S

DArtIrriTiS PMFS
IHeadaches PMFS
D Diabetes P N4F S

DMVP PMFS
D Emphyser.na P tvJ F S
E Anernia P MF S

EFibromyalgia PMFS
DHornia PMFS
n Higb BP P MI'S
ELowBP PMFS
!Alzheimers PMFS
D Alcoholism F N4 F S
EColitis PMFS
DEpilepsy PMFS
O,Goiter FMFS
lGout PMFS'
DHighCholesterol PMFS
0 Kidney Discase P lvl F S
I Leukenria .P M F S

trLupus PMF S

0 Mental Corrdition P M F S
lObesity PMFS
lRheumatoidArth. PMFS
EUlcers PMFS
Dlnjuries P MF S
OTraumaauto/etc, PMFS
n other 

F frFT

Sursical ,Histor,y
E Appendeotomy
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g
Pi

Tqbaoco: D No LJ Yes
Paeki Per day_
.A,loohol: DNoIYes

er day/week

Wqfk Hiitorv
U No work U Paft time
O Full Timc E School
E Retired l-lDisabiliry

Exerclse
D Frequently
El Occasionally
D Rarely/1,{ever

Stomaob/Abdsminal
D iar-riea/Co nstip ati o n
Vomiting

Urin4ry F,r e qu eu cy-/UI gen cy
Urinary./Eurn in gDis c o lora li o n
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Revlew Of Svqtems
Please ch,c[e if yow haue had ony
pt dblems'in any of the followlng:
(P:Pa$t, I =Mild, Z*Moderato,
3:Sever:e)

General.Elealth
Fffi'@iiredness
P I 2 3 FeverA{ight Sweats
P 123 TroubleSlgeping
P | 2 3 Skin lrritatian/Rash
P 123 BleedingDisorder
P 123 DeBression
P 1 2 3 Anxiery/Tension/Stress

EENT
FT?3- visisntEye
P 123 Hearir.g/Ear
P I 2 3 Throat/Swallowing
P 123 NasallSinus
P I23 Headaches/Face Pain

Cardiopulmonarv
P I2'3 Ereathing
P123 Swelling/Edema
P 1V3 ChestPain

skoletdl
P | 23 Momin$.Stif,fi,ress
Pl23NightPain
P 123 NeckPain
P123 BackPain
P I 2 3 JointPain
o Fraoture

Femaleq
Pregnant: DYes,flNo EI Don=t Know
E Last Menstrual

Males
D Prostate probletns

on9

NeuroMudcula(
,P 1 2 3 MuselePain
p l Z,3 $Iealcn:ess
P 1 2. 3 Niim.bnes.s/Tingling
P 123 Trenrors/Sbakes
P T,2 3 Loss of Consoiousness
P 123 Passingout

E Gali Bladder
E Thyroidectomy
! Bladder
D.dngioplasfy'
ll BaCk Surgery

D llemsrrhoid,
I Tpnsiilectortry
D,Ki.dney Stone
FEndosoopy
I lleartBypass
DNeek Surgeqy

Allerelos
I Penicillin
E Aspirin
D O.ther

D Codeine
D,Sulfa

D

E Joint

E T\rbali.gation
tr Endou:etriosis

Ll'Broaft lnplants
tr C-Seotion,
D F{ygterectomy
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E Othor
[-]Other 

-
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Jill Bivona, D,C, LOW BACK PAIN AND DISABILITY

QUESTIONNAIRE (Revised Oswestry) (205) 384-s358

Please read lnstuctions: rhis questionnaire has been designed to
givefhe cloctorlnformati1ildst0ltowyourpainltasalfecferlyourabilitl,tonanageineverydaylife, pleasecheclrtheONBITEMtn

eaclt sedion which most closely applies,

PAIN SEVERJTY SCAIE: Rate the severity of your pain by checking one box on the fbllowing scale:

Secdon 1 - Paln lntensity
tl I have no pain at the nroment.
tr l'he pain is very rnild at the moment.
fl 'l'he pain ls moderate at the moment,
tr lhe pain is fairly severe at the monrent
tr 'lhc, pain is very severe at the moment,
tr The pain is the worst imaginable at the moment

Secdon 2 - Personal care (washlng dresslng etc)
tr I can lool< after urysellnormally without causing extra pain.
n I can look after myself norntally but it ls very painful.
tr lt is painful to look after myselland I am slow and careful,
D I neecl some help but manage nrost of my personal care.
E I need help every day in most aspects ofselfcare.
tr I do not get clressecl, wash with difliculty and stay in bed.

Secdon 3 - Ufrng
tr I can lift heavy weights lvithout extra pain,
tr I can lift heavy weights but it gives extra pain.
tr Pain lrreve nts nte from lifting heavy weights off the floor

but I can ntanage ifthey are conveniently positioned, e,g. on
a table.

tr Pain prevents me from lifting heavy weights but I can
nranirge light to medium weights if they are conveniently
positioned.

tr I can Iift orrly very light weights,
D I cannot lift or carry anything at all.

Secdon 4 - Walldng
tr I have no pain walking.
tr I have some pain walking but it does not increase with

distance.
O I cannot walk nrore than one mile without increasirrg pain,
tr I cannot walk more than l4 milc' without increasing pain,
tr I cannot walk rnore than 7+ mile withouf increasing pain.
tr I cannot walk at all without increasing pain.

Secton 5 - Sltdng
tr I can sit in any chair as long as I like.
tr I can only sit in my favorite chalr as long as I like.
tr Pain prevents me from sitting for more than one hour.
tr Pain prevents nre frorn sitting for more than 30 minutes.
tr Pain prevents me from sitting for more than 1.0 minutes,
tr I avoid sitting because it increases pain right away,

Secdon 6 - Sunding
D I can stand as long as I want without extra pain.
n I have some pain when standing but it does not increase with

time,
n I carr't stand for longer than one hour without increasing pain.
n I can't stand for longer than 30 min, without increasing pain,
n I can't stand for longer than 10 min, without increasing pain,
D I avoid standing because it increases the pain right away.

SectlonT-SoclalLtfe
n My social life is normal and gives me no pain,
tr My social life is normal but increases the degree of pain.
tr Pain has no significant effect on my social life apart tiom

tirniting my more energetic interest (dancing, etc.)
tr Pain has resLricted my social life and I do not go out very often.
n Pain has restricted my social life to my hotne,
El I have hardly any social life because ofthe pain.

Secdon 8 - Traveling
D I have no pain while traveling.
n I get some pain while traveling but none of my usual forms of

travel make it any worse.
n I get extra pain while traveling but it does not conrpel rrre to

seel< alternate lorms of travel,
tr I get extra pain while traveling which compels me to seek

alternative forms of travel,
E Pain restricts all forrns of travel.

Section 9 - Sleeping
tr I have no trouble sleeping,
tr My sleep is slightly disturbed. (less than I hour sleepless)
n My sleep is mildly disturbed. (1-2 hours sleepless)
D My sleep is moderately disturbed. (2-3 hours sleepless)
D My sleep is greatly disturbed. (3-5 hours sleepless)
tr My sleep is completely disrurbecl, (5-7 hours sleepless)

Secdon 10 - Changtng Degree ofPaln
tr My pain is rapidly getting better,
n My pain fluchrates but overall is definitely getting better.
tr My pain seems to be getting better but is slow a! present.
n My pain is neither getting better nor worse.
n My pain is graduallyworsening.
D My pain is rapidly worsening.

0 t 2 3 4 5 6 7 8 9 10

No Pain
Signaturc

Excruciating Pain
n:v,07.25.018Da(e:



NECK PAIN AND DISABILITY
Jill Bivona, D,C, (205) 384-53s8

QUESTIONNAIRt: (Vernon-Mior)

Please read insfructions: This queslionnaire has been clesignerl to give lhe doclor informalion as lo how your pain has affected your

abitttv to nlsnase in everyday life, Plaase check the ONE ITEM in eech seclion which most closely applies lo you.

Section 1 . Pain intensitv! I have no pain at the fioment,
tr The pain is very mild at the moment.
tr The pain is moderate at the moment,
tr The pain is fairly severe at the moment,tl The pain is very severe atthe moment.
tr The pain is the worst imaginable at the moment,

Section 2 . Personal care (washing, dressing, etc.)E I can look after myself normally without causing eitra
parn.

D I can look after myself normally but it is very painful,
n ltis painful to loo( after myself and I am slcjw and

careful.
tr I need some help but manage most 0f my personal care
E I need help every day in mo-st aspects of'sblf care.tl I do not get dressed, wash with difficulty and stay in bed

Section 3 - Lifting
E I can lift heavy weights withoutextra pain.
D I can lift heavy weights but it gives extra pain.
tr Pain prevents me fiom lifting 

-heavy 
weights off the floor

but I can manage if they are convtinient-ly positioned,
e.g. on a table,

tr Pain prevents me from lifting heavy weights but I can
manage light to medium weights if they are conveniently
positioned.

D I can lift only very light weights,
E I cannot lift or carry anything at all.

Section 4 - Reading
I I can read as much as I want to wilh no pain in my neck.

! I can read as much as I want to with slight neck pain
I I can read as much as I want with moderate neck pain
E I can't read as much as I want because of moderate

neck pain
n I can hardly read at all because of severe neck pain
E I cannot read at all

Section 5 - Headaches
fl I have no headaches at atl,
E I have slight headaches which come infrequently.
tr I have moderate headaches which come infrequently
fl I have moderate headaches which come frequbntly'
E I have severe headaches which come frequently.
E I have headaches almostall the time,

Section 6 . Concentration
n I can concentrate fully when I want to with no difficulty,
il I can concentrate fully when I want to with slight difficulty,
! I have a fair degree of difficulty in concentrating
tr I have a lot of difficulty in concentrating
E I have great difficulty in concentrating
D I cannot concentrate at all.

Section 7 - Work
E I can do as much work as I want to.
E I can only do my usual work, but no more,
E I can do most of my usualwork, but no more,
fl I cannot do my usual work.
E I can hardly do any work at all.
I I cannot do any work at all,

Section 8 - Driving! I can drive my car without any neck pain,
n I can drive my car as long as I ivant with slight pain in my

neck.
E I can drive my car as long as I want with moderate pain in

my neck.
I I can't drive my car as long as I want because of

moderate pain in my neck.
n I can hardly drive at all because of severe pain in my

neck.
n I cannot drive my car at all,

Section 9 - Sleeping
E lhaven o trouble sleeping,

p is slightly disturbed (less than t hour sleepless)
p is mildly disturbed (1-2 hours sleepless)
p is moderately disturbed.(2-3 hours sleepless)
p is greatly disturbed.(3-5 hours sleepless)
p is completely disturbed.(5-7 hours sleepless)

Section 10 - Recreation
tr I am able to engage in all my recreation activities with no

neck pain at all,
tr I am able to engage in all my recreation activities with

some pain in my neck.
E I am able to engage in most, but not all of my usual

recreation activities because of pain in my neck,
D I am able to engage in a few of my usual recreation

activities because of pain in my neck,
E I can hardly do any recreation activities because of neck

pain.
D I can't do any recreation activities at all,

n My slee
[J My slee
tr My slee
tr My slee
tr My slee

PAIN SEVERITY SCALE: Rate the severity of your pain by checking one box on the following scale:

107 8 9o 1 2 3 4 5

No Pain

Sisnaltu'e Date:

Excruciating Pain



Bivona Chiropractic
301 22'd Avenue East

Jasper, AI 35501

Patient Name:

Date of Birth:

By signing this form, I authorize you to use and disclose the protected health information described
below:

-Any 

and all information Appointment date and dme

Lab and test results pick up prescription/forms

Financial hlstory Other

Release information to no one except insurance company

You may retrease my protected health information ro the foliowing person(s):

Name: Relationship:

Relationship:

Relationship:

Name:

SS#

Name

Please call ( ) my home ( ) my work

Messages

( ) my cell number:

If you are unable to reach me:
( ) you may leave a fulImessage
( ) leave a message asking me to return your call
( ) othen

This release of information shal remain in force until I revoke the authorization. I understand that I
have the right to revoke this authorization, in writing, at any timer. I also understand that information
used or dlsclosed pursuant to this authorization may be subject to disclosure by the recipient and may
no longer be protected by the federal HIPAA privacy regulations.

Date:
Signature of Patient or Personal Representative

Relationship to Patient



Bivona Chiropractic Clinic (20s) 384-s3s8

FINANCIAL AGREEMENT

In consideration for services rendered or to be rendered by Jillian Bivona, D.C., I agree and fully understand the following:

1. Payment is expected at time of visit unless other arrangements have previously been made with the office staff.

2. I authorize the release of any information acquired in the course of my examination and/or treatment necessary for the
process of this claim/assignment.

3. I direct payment of medical benefits otherwise payable to me ro Jillian Bivona, D.C.

4' I will pay any and all charges known not to be covered by insurance at the time services are rendered.

5. I will deliver to Jillian Bivona, D.C. any checks received from an insurance company relative to services rendered within
3 days of receipt of said checks. I also agree that Jillian Bivona, D.C. be given Power of Attorney to endorse/sign my name
on any checks from third party payers for payment of services rendered at this clinic.

6. I understand that it is the clinic's policy to designate the best plan of care for each of its patients. This plan of care is not
based on what an insurance company may or may not pay, I hereby understand and agree that examinations, diagnostic
tests, Chiropractic treatments, therapy, rehabilitation, braces, and other supplies filed to my insurance company may or may
not be covered by my insurance carrier. Therefore, I agree to pay for all services rendered regardless if they are deemed
medically unnecessary or a non-covered service by my insurance carrier. I understand that the clinic staff makes no
representation as to coverage of my insurance and I do not rely on any insurance information conveyed to me by the clinic
staff.

7. If my plan required a referral prior to evaluation, treatment or for ongoing care, I understand it is my responsibility to
obtain the referral and/or authorization in these circumstances. Any claims denied due to non-authorization or non-
certification will be my responsibility.

B. I understand and agree that Bivona Chiropractic Clinic may charge a fee for copying records and/or radiographs, and for
missed appointments without a 24 hours notice. I understand that I am entitled to my records after the appropriate fees
(including record search, copy fees ($1.00 for the first 25 pages $.50 for each additional page, plus mailing fees) have been
paid,

9. I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and
myself. However, I understand that this clinic will prepare any necessary will be credited to my account on receipt.

11. Our office requires 24 hour notification if you are unable to keep your scheduled appointment. If less than 24 hour
notice is given a $55.00 fee will be charged to your account. This fee must be paid in full before another appointment can be
scheduled. If you are 15 minutes late to your appointment you may be asked to reschedule.

10. I understand and agree that all services rendered to me are charged directly to me and that I am personally responsible
for payment. Failure to make payment when requested is the basis for legal action and I agree to pay all cosd of collections
including attorney's fee if required, I further understand that 30-45 per annul interest will be charged on all accounts over
thirty days and a billing fee of $10.00/mailed statement will be added to your pasr due balance. I will rvaive the right of
exemption under the constitution of laws of Alabama or any other state as to personal property.

Patient: Date:

Date:Witness:



Blvona Chiropractlc Cllnlc
301 22nd Avdnue East
Jasper, AL 35501
(205) 384.5358

HIPAA Acknowledgernent of Receipt of Notirce of Prlvaey
Practices

This authorization is prepared pul'suant to the requiren:ents of the Health Insuralrce
Portability and Accoturrnbility Acr of 1996 (P.L. 104-l9l),42 U.S.C, Seorlon 1320d, et,

seq. and regulations there under, as aneuded from tirne to tine (colleetively refened to as

"HIPAA"), This authorization affecls your rights in the privacy of your pusonal
hcalthcue infomation,

By signing this authorization, you acknowledge and agree that this Chiropractic
("Pmctice") or its Bnsiness Associates nray use or disclosc your Protective llealth
Infornation (PHI) tbr the pwpose of providing treatnent, for purposes of relating to the
paytllent of serviccs rendored, and for the Practicels healthsare opotatious pur-posQs,

Futher, by signing this authorization, you acknowledge that yotr have bEen provided a
eopy of and have read aud understend this Chiropracterrs Privaoy Noticc eontaini:rg a

complete descr.iption of yoru rigltts, nnd the peranitted uses and disclostu'eg, u.trder

HIPAA. While ttris office has reserved the right to change the ter.rns of its Pdvaey
Notiee, oopies of the Privacy Notice as amended are available and can be rerrelved by
sendlng a wrltten request with rehu:r aeldr.ess to the cents whcto yQu wer:e seen,

By signiug below, you aue aekrrowledging that you havc received, reviewcd, undet'stand
and agtee to the Nojioe of Privacy Praotices. of this Chiroprac.tic office, wNob dpscribes

the Prastice's policies aud procedures regar:ding the use and disclogtue of arit of yow
Personal Health Iafonnation create'J, reoeived, or maintained by the Practice,

Acknorvled:gcd and ngreed to by:

Naiilo of Pailont (prlnted)

Oate slgned'by patlent:

Name of Wltnes8 (prlnted) slgnature of wltn€ss

Date slgned by witness:



Bivona ChiroPractic Clinc
fnformed Consent

I heroby autborize Bivona Chiropractic ("the Practice") and its Uoenssd dootors aod

assistanis, based ou my complaints and the history I havo provided" to rurdertake an

examiuation and provide an evaiuation and treatmont pian whioh may include chiropractio

adjustmeuts and other tests and procedwes oonsidered therapeutioally approprie: I
undersknd that Alabama law entitles me to reoeive information conoeaning lny oondition

aud proposed ffeatrueug and to reflise auy tea.tnrent to the extent permitted by law, Wth
that knowledge and witb my consent, I wish to rely on Dr, Bivoua to mako those desisions

about rry care, based on tbe facts then known, that they believe are in my best intffest'

The nature and purpose of the cbiropractic examination and evaluation, tho chiropraotio

adjustments and tbe-other prooedures that may bo feconmeuded during

the oourse of my care bas been explai::ed aud described to my satisfaotion'

Based on ounent fildings, Dr, Bivoaa and staffwill discuss my diagnosis andftoatnentplaq

the benefits and oxpeJted improvoment with the proposed beatment, and ths roasonable

alternatives to the proposed reatnrent. Thsy have also explained ths cost o.f 9y proposod caro

(or provided me witt a cunent fse schidule) and to the extsnt praodcabie ths costs of

reasouable altemative,s to the proposed treabent'

Practioe dootors haye also explained tbot my diagnosis and treabents may ohange during

the course of care and that t[ey will advise me of material ohangos in my diagnosis a.nd

Eeatneot options and answsr any additional guestions that I may havs at any time.

I have also been advised that although the i:rcidence of oomplicatigns_ assooiated with

chiropraotic services is very low, anyoie undergoing adjusting pl manlprrlative procedures

should know of rare possibie hazards and comptications whioh may !o enoouotsred or re$rlt

dwi:tg the oourse of ,urr, These iaclude, but are not limited to; fraotures, ftk iqjuries,

snokJs, dislooations, sprains, and those. that relate to physical abe'rrad'ons rmlnown or

reasonably undetectabie by the dootor,

This document is intendsd as a general, broad-based oonsent applicable- to any aad all-

contemplatod procedures, However, without in any way l]miting the geaoral applloability of

this Consent, in tho event the Practice has recommsnded that I undorgo cervioal (no9k)

adjusbeut or manipulation based on my diagnosls_.and oonditiou, tho Praotioe bas also

iliormed me specifioally regarding cervioal (nrok) adjustoont and manipuladon as follows:

Tbere is a rare association 
-of thii type of adjusnnent or manipulatioa with stoke due to

compromlse of the vertebrobasilar ffirA) utt"ry (a neo]< artsry at tho bass of tbe brain). In

2008, the risk was reported to be 1 iase per 400,000 to 1,000,000 oervical spine adjus@ents

in a stuay of VBA snokepatieots admittedto Ontario hospitals ftom.1993 ,'2002. l The

study found no widenou of u*rurs risk of VBA stuoke associated with ohiropractic care

oompared to primary oare.

I have disoussed all of the above risks and bonefits with the Praotico, aud, if applicable, have

made an tnformed deoision that the potendal bonefits outwoigh tho rislis in my oase'



. I Cassidy JD, Boyle E, Cote P, et al, Risk of vertebrobasilar stoke and chlropracdc cue;
lu.tg_tt of a population-based case-conEol and case-$ossover study, Spine Feb 15, Z-OOg;gg(a Suppi):
S176-183, RepubUshed ix / Manipulatlve Physio, Ther, 2009 feU;SZ(Z Suppl): S20i-8.

I understand and acceil rhat;

1. I have *re right to withdraw from or discontinue any treabnent at any time and that the Practice
doctors wiII advise me of any material risks in this regard,
2. That neither the practice of chiropractic nor medicine is an exact science and that my care mqy
involve the making of judgrnents based upon the facts knowa to the doctor during the course of nry
care.
3, That it is not reasonable to expect the doctor to be able to anticipate or expialn all ris}s and
complications or an undeslrable result does not necessarily indlcate error in judgment or treabnent,
4' The Practlce does not guarantee as to resrdts with respect any course of care or treatment.
5. My care and treaturent will not be observed or recorded for any non-therapeudc purpose without
my consent,

I have read this Consent (or have had it read to me) and have also had an oppornrnity to ask questions
about the Consent and understand to my satisfaction the care and beaErent I may receive. My signanue
beiow acknowledges my consent to the examinatlon, evaluad.on and propose coruse of care and 

-
Eeatnents by the Practice,

Name of Fatient (prhted) Signature of Patlent

Date patient signed:

Date signed by doctor:
Jillian E. Bivsna, DC

Note: Inclusion of the above consent elements, except in r:ausual circurnstances, wlll concunently meet
those standuds published by the A:nerican Chiropractic Association and the International Chiropracric
Association,



Bivona Chiropractic Clinic

HIPAA Authorization for Use/Disclosure of lnformation
Consent to Receive Text Messages

Bivona Chiropractic respects the privacy and security of our patients. Ensuring that
medical information is kept confidential is among our highest priority. To ensure that
Bivona Chiropractic Clinic is acting in accordance with your wishes, using your personal
information with your authorization, and communicating with you in a manner with which
you authorize, please complete and sign this form. We will keep a copy of your written
permission on file.

I specifically authorize text messaging communication with Bivona Chiropractic Clinic.
The phone number I wish to have text communication sent to is
I understand that text communication may be unsecured. I understand that a risk of
unsecured text messages has the potential to be viewed by a third party. Depending on
my service provider, I understand that text messaging rates may apply.

I understand that I am not required to sign this authorization and that Bivona
Chiropractic Clinic does not base treatment, payment, benefit eligibility, or enrollment
activities on the signing of the form.l understand this is an optional service provided for
convenience to our patients.

I understand that I may opt out of text communication at any time by texting STOp to
any text message sent from Bivona Chiropractic Clinic. I understand that if I revoke or
withdraw this permission that I will no longer receive text messages from Bivona
Chiropractic Clinic. A copy of this authorization can be provided upon request.

Patient Name (printed) Patient Signature Date

Witness Name (printed) Witness Signature Date


