
CHIROPRACTIC REGISTRATION AND HISTORY 
ra 

PATIENT INFORMATION 

Date  

SS/HIC/Patient ID #__________________ 

Patient Name 
Last Name 

First Name 	 Middle Initial  

Address  

E-mail  

City  

State 	Zip 

Sex El  SF Age 

Birth date  

5 Married 	5 Widowed 	S Single 	S Minor 

S Separated 	5 Divorced 	S Partnered for 	years 

Patient Employer/School  

Occupation  

Employer/School Address  

Employer/School Phone  

Spouses Name  

Birthdate 

SS#  

Spouse's Employer 

Whom may we thank for referring you? 

PHONE NUMBER 

Cell Phone (_J 	 Home Phone (_) 

Best time and place to reach you 

IN CASE OF EMERGENCY, CONTACT 

Name 	Relationship 

Home Phone 
	

Work Phone 

INSURANCE INFORMATIO 

Who is responsible for this account? 

Relationship to Patient  

Insurance Co. 

Group #  

Is patient covered by additional insurance? 5 Yes S No 

Subscriber 's Name  

Birthdate SS# 

Relationship to Patient 

Insurance Co. - 	- 

Group # 

ASSIGNMENT AND RELEASE 
certify that I, and/or my dependent(s), have insurance coverage with 

and assign directly to 
Name of Insurance company(ies) 

Dr. ffik4'Tfrmfly 	 all insurance benefits, if 
any, otherwise payable to me for services rendered. I understand that I am 
financially responsible for all charges whether or not paid by insurance. I authorize 
the use of my signature on all insurance submissions. 

The above-named doctor may use my health care information and may disclose 
such information to the above-named Insurance Company(ies) and their agents 
for the purpose of obtaining payment for services and determining insurance 
benefits or the benefits payable for related services. This consent will end when 
my current treatment plan is completed crone year from the date signed below. 

Signature of Patient, Parent, Guardian or Personal Representative 

Please print name of Patient. Parent, Guardian or Personal Representative 

Relationship to Patient 

Is condition due to an accident? 5 Yes 5 No Date  

Type of accident 5 Auto 5 work 5 Home L] Other 

To whom have you made a report of your accident? 

5 Auto Insurance 5 Employer  5 Worker Comp. []Other  

Attorney Name (if applicable) 

ATIENT CONDITIO 

Reason for Visit 

When did your symptoms appear? 

Is this condition getting progressively worse? El Yes 5 No  5 Unknown 

Mark an X on the picture where you continue to have pain, numbness, or tingling. 

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) 

Type of pain: 5 Sharp 5 Dull 	5 Throbbing E] Numbness 5 Aching 5 Shooting 

5 Burning  5 Tingling 5 Cramps 	5 Stiffness S Swelling 5 Other 

How often do you have this pain?  

Is it constant or does it come and go? 

Does it interfere with your U Work 5 Sleep 5 Daily Routine 5 Recreation 

Activities or movements that are painful to perform 5 Sitting  5 Standing  EIJ Walking 0 Bending 5 Lying Down 

(vers.c2sss04) 	 - 0 V E A - 	 #20572 - © 2004 MedicaJ Arts Press 1-800-328-2179 



W1 
HEALTH HISTORY 

What treatment have you already received for your condition? Li Medications 	EJ Surgery 	Li Physical Therapy 

Li Chiropractic Services 	Li None 	Li Other  

Name and address of other doctor(s) who have treated you for your condition  

Date of Last: 	Physical Exam  Spinal X-Ray  Blood Test  

Spinal Exam Chest X-Ray  Urine Test  

Dental X-Ray  MRI, CT-Scan, Bone Scan  

Place a mark on 'Yes" or No" to indicate if you have had any of the following: 

AIDS/HIV 	Li Yes  Li No Diabetes Li Yes Li No Liver Disease Li Yes Li No Rheumatic Fever Li Yes Li No 

Alcoholism 	Li Yes Li No Emphysema Li Yes  Li No Measles Li Yes Li No Scarlet Fever Li Yes 	Li No 

Allergy Shots 	El Yes Li No Epilepsy Li Yes J No Migraine Headaches Li Yes Li No Sexually 

Anemia 	 Li Yes  Li No Fractures Li Yes  Li No Miscarriage Li Yes Li  No 
Transmitted 
Disease Lives Li No 

Anorexia 	 Li Yes Li No Glaucoma Li Yes Li No Mononucleosis Li Yes Li No Stroke EJ Yes 	Li No 
Appendicitis 	Li Yes  Li No Goiter Li Yes  fl No Multiple Sclerosis Li Yes  Li No Suicide Attempt Li Yes 0 No 
Arthritis 	 Li Yes Li No Gonorrhea Li Yes  Li No Mumps Li Yes Li No Thyroid Problems Li Yes 	Li No 
Asthma 	 Li Yes Li No Gout Li Yes  Li No Osteoporosis Li Yes Li No Tonsillitis Li Yes Li No 
Bleeding Disorders Li Yes  Li No Heart Disease Li Yes Li No Pacemaker Li Yes  Li No Tuberculosis Li Yes 	Li No 
Breast Lump 	Li Yes Li No Hepatitis Li Yes  Li No Parkinson's Disease Li Yes Li No Tumors, Growths Li Yes Li No 
Bronchitis 	Li Yes Li No Hernia Li Yes  Li No Pinched Nerve Li Yes  Li No Typhoid Fever Li Yes Li No 
Bulimia 	 Li Yes  Li No Herniated Disk Li Yes  Li No Pneumonia Li Yes Li No Ulcers Li Yes Li No 
Cancer 	 Li Yes  Li No Herpes Li Yes  Li No Polio Li Yes  Li No Vaginal Infections Li Yes Li No 
Cataracts 	Li Yes  Li No High Blood Prostate Problem Li Yes  Li No 

Chemical 
Pressure Li \s  Li No 

Prosthesis Li Yes Li No 
Whooping Cough Li Yes 	Li No 

Dependency 	Li Yes  Li No High Cholesterol Li Yes  Li No 
Psychiatric Care Li Yes  Li No 

Other 
 

Chicken Pox 	Li Yes  Li No Kidney Disease Li 's Li No 
Rheumatoid Arthritis Li Yes Li No 

EXERCISE WORK ACTIVITY HABITS 

Li None Li Sitting Li Smoking Packs/Day 

Li Moderate Li Standing Li Alcohol Drinks/Week  

Li Daily Li Light Labor Li Coffee/Caffeine Drinks Cups/Day 

Li Heavy Li Heavy Labor Li High Stress Level Reason  

Are you pregnant? 	Li Yes  Li No Due Date______________________ 

Injuries/Surgeries you have had Description Date 

Falls  

Head Injuries 

Broken Bones  

Dislocations  

Surgeries 

MEDICATIONS ALLERGIES VITAMINS/HERBS/MINERALS 

Pharmacy Name________________________________  

Pharmacy Phone  



DR. LARRY FENTON

COLONIES NORTH CHIROPRACTIC CLINIC

3740 COLONY DRIVE SUITE 150

SAN ANTONIO, TEXAS  78230

Phone (210) 699-8153

FAMILY HISTORY

Have you or any family members had any of the following:
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Rheumatoid Arthritis qYes qNo q q q q q q q q q

Scoliosis qYes qNo q q q q q q q q q

Multiple Sclerosis qYes qNo q q q q q q q q q

Cancer qYes qNo q q q q q q q q q

Diabetes qYes qNo q q q q q q q q q

Heart qYes qNo q q q q q q q q q

______________________________

Patient Signature

______________________________ _________________

Print Name (Last, First) Date



PATIENT REGISTRATION 

 
FINANCIAL RESPONSIBILITIES 
In consideration of the services to be rendered to the patient, the patient and/or other legally responsible person signing this document 
authorizes credit investigation and individually assumes full financial responsibility for the payment of the patient’s account in accordance 
with the regular rates and terms of Dr. Larry Fenton, D.C.. If the account is referred to an attorney or collection agency, the same person 
agrees to pay actual attorney’s fees and collection expenses. All delinquent accounts may bear interest at the legal rate. If charity services 
are required, eligibility determination should be requested upon admission to Dr. Larry Fenton, D.C. or upon receipt of itemized bill or 
statement.  
 
IRREVOCABLE ASSIGNMENT OF INSURANCE BENEFITS  
In consideration of services rendered, I hereby irrevocably assign and transfer to Dr. Larry Fenton, D.C. for myself and my dependents all 
rights, title and interest in the benefits payable for services rendered by Dr. Larry Fenton, D.C. provided in any insurance policy(ies) under 
which I or any of my dependents are insured. Said irrevocable assignment and transfer shall be for the purpose of granting Dr. Larry 
Fenton, D.C. or outpatient treatment, but shall not be construed to be an obligation the Dr. Larry Fenton, D.C. to pursue any such rights or 
recovery.  

 

I hereby authorize and direct all insurance company (ies) under which I am insured to pay directly to Dr. Larry Fenton, D.C., all benefits 
due under said policy (ies) by reason of services rendered therein. I will pay Dr. Larry Fenton; D.C. for all charges incurred, or alternately, 
for all charges in excess of the sums actually paid by said policy (ies).  

 
I also irrevocably assign to Dr. Larry Fenton, D.C. all rights, title, and interest in benefits payable out of any third party action against any 
other person, entity, or insurance company, or out of recovery und the uninsured motorist provisions or the medical payment provisions of 
any automobile insurance policy (ies) or any other insurance policy(ies) under which I may be entitled to recover. 

 
I also irrevocably authorize payment directly to the anesthesiologist, pathologist, and radiologist and other treating physicians rendering 
professional services. Each person signing the Admission Consent is financially responsible for charges not collected by this assignment.  
 
AUTHORIZATION FOR USE AND DISCLOSURE OF HEALTH INFORMATION TREATMENT  
I (the patient or the patient’s legal representative/personal representative) understand(s) that the hospital may use and disclose my (the 
patient’s) medical information to physicians or other health care providers in order to provide treatment to me (the patient).  
 
PAYMENT  
To the extent necessary to determine liability for payment and to obtain reimbursement, I (the patient of the patient’s legal 
representative/personal representative) authorize(s) Dr. Larry Fenton, D.C. and the patient’s physicians to disclose my ( the patient’s) 
health care information, including demographic information, to any person, Social Security Administration, insurance or benefit pay or, 
health benefit plan, or employer or worker’s compensation carrier which is, or may be, liable for all or a portion of Dr. Larry Fenton, D.C. or 
treating physician’s charges, and to complete claim forms on behalf of the patient.  
 
HEALTH CARE OPERATION  
I (the patient or the patient’s legal representative/personal representative) understand(s) that Dr. Larry Fenton, D.C. may use and disclose 
my health information in connection with provider operation of Dr. Larry Fenton, D.C. Examples of health care operation uses and 
disclosures are: quality assessment and improvement activities, accreditation and certification, licensing, medical reviews, legal services, 
debt collection and auditing, business planning and general business management and litigation, including subpoenas and court orders.  

 
I (the patient or the patient’s legal representative/personal representative) also understand the my (the patient’s) health care information 
will be used and disclosed according to Dr. Larry Fenton, D.C.  

 
I (the patient or the patient’s legal representative/personal representative) also understand that a written authorization from me (the 
patient) will be required for all other uses and disclosures.  

 
I the patient or the patient’s legal representative/personal representative) understand that special written authorization form me (the 
patient) will be requested by Dr. Larry Fenton, D.C. prior to releasing health care information if I (the patient) am (is) receiving mental 
health service or care in an alcohol or drug abuse treatment program or facility.  
 
DECLARATION  
I have read and understand the above agreements, authorization, and irrevocable assignments. The terms and consequences of this 
document have been fully explained to me and I have signed it freely and without inducement other that the rendition of services. All 
questions have been fully answered. I understand that physicians are independent contractors and are not employees of the Hospital.  
 

A PHOTOCOPY OF THIS DOCUMENT SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL 

 
______________________________________________  ________________________________________ 
PATIENT SIGNATURE        PRINT NAME (LAST, FIRST)  DATE  

 
 
______________________________________________  ________________________________________ 
GUARANTOR/INSURED SIGNATURE   DATE    PRINT NAME (LAST, FIRST)           RELATIONSHIP 

 
 

3740 Colony Drive, Suite 150, San Antonio,  TX  78230  P:  210-699-8153   F:  210-699-8299 



3740 Colony Drive, Suite 150, San Antonio, TX  78230  P:  210-699-8153   F:  210-699-8299 
 

DOCTOR-PATIENT RELATIONSHIP IN CHIROPRACTIC 
INFORMED CONSENT 

 
CHIROPRACTIC 
It's important to acknowledge the difference between the healthcare specialties of chiropractic, osteopathy and 

medicine.  Chiropractic healthcare seek to restore health through natural means without the use of medicine or 

surgery.  This gives the body maximum opportunity to utilize its inherent recuperative powers.  The success of the 

chiropractic doctor's procedures often depends on environment, underlying causes, physical and spinal conditions.  

It's important to understand what to expect from chiropractic healthcare services. 

ANALYSIS 
A doctor of chiropractic conducts a clinical analysis for the express purpose of determining whether there is evidence 
of Vertebral Subluxation Syndrome (VSS) or Vertebral Subluxation Complexes (VSC).  When such VSS and VSC 
complexes are found, chiropractic adjustments and ancillary procedures may be given in an attempt to restore spinal 
integrity.  It is the chiropractic premise that spinal alignment allows for nerve transmission throughout the body and 
gives the body an opportunity to use it is inherent recuperative powers.  Due to the complexities of nature no doctor 
can promise you specific results.  This depends upon recuperative powers of the body.   

 
DIAGNOSIS 
Although doctors of chiropractic are experts in chiropractic diagnosis, the VSS and VSC, they are not internal medical 
specialists.  Every chiropractic patient should be mindful of his/her own symptoms and should secure other opinions if 
he/she has any concerns as to the nature of his/her total condition.  Your doctor of chiropractic may express an 
opinion as to whether or not you should take this step, but you are responsible for the final decision. 
 

INFORMED CONSENT FOR CHIROPRACTIC CARE 
A patient, in coming to the doctor of chiropractic, gives the doctor permission and authority to care for the patient in 
accordance with the chiropractic tests, diagnosis and analysis.  The chiropractic adjustment or other clinical 
procedures are usually beneficial and seldom cause any problem.  In rare cases, underlying physical defects, 
deformities or pathologies may render the patient susceptible to injury. The doctor, of course, will not give a 
chiropractic adjustment or healthcare, if he/she is aware that such care maybe contraindicated.  Again, it is the 
responsibility of the patient to make it known or to learn through healthcare procedures whatever he/she is suffering 
from: latent pathological defects, illness, or deformities which may otherwise not come to the attention of the doctor of 
chiropractic. The patient should look to the correct specialist for the proper diagnostic and clinical procedures. The 
doctor of chiropractic provides a specialized, non-duplicating health service. The doctor of chiropractic is licensed in a 
special practice and is available to work with other types of providers in your health care regimen.  
 

RESULTS 
The purpose of chiropractic services is to promote natural health through the reduction of the VSS or VSC. Since 
there are so many variables, it is difficult to predict the time schedule for efficacy of the chiropractic procedures. 
Sometimes the response is phenomenal. 

 
TO THE PATIENT 
Please discuss any questions or problems with the doctor BEFORE signing the statement of policy. 
 
 I have read, and understand the foregoing. 

 
 
 
______________________________________   _____________________ 
Signature        Date 
 
 
 
______________________________________ 
Print Name (Last, First) 



DR. LARRY FENTON 
COLONIES NORTH CHIROPRACTIC CLINIC 

3740 COLONY DRIVE SUITE 150 
SAN ANTONIO, TEXAS  78230 

Phone (210) 699-8153 
 

 
INFORMED CONSENT 

FOR TREATMENT ON THE DECOMPRESSIVE TRACTION SYSTEM 
 
 
PRINT NAME ______________________________________ 
                       (LAST, FIRST)   
 

The nature of spinal decompression 
Spinal decompression involves a slow, gentle tractioning of the neck or low back. By slowly and 
incrementally increasing the amount of pull on the area being treated, the muscles are able to relax 
and allow for tractioning of the discs themselves.  The discs are then intermittently tractioned and 
released, creating a mild suctioning of any disc herniations, and pumping fresh, nutrient-rich fluids in 
the disc to allow for more rapid healing.  Reduction of disc herniations and bulges helps remove 
irritation to nerve roots, and this provides relief to the areas where those nerves go, such as arms, 
legs, neck and low back. 

 

• The material risks inherent in spinal decompression 
As with any healthcare procedure, there are certain complications which may arise during non-
surgical decompression of the spine. Those complications include: 

o a common feeling of muscle strain and soreness. Especially after the first few sessions 
o not uncommonly a headache, more often after cervical traction with the supine traction unit or 

from a detoxification reaction if not flushed out with plenty of water. 
o occasional aggravation of a disc condition. 

 
CERVICAL ONLY: 
o occasional aggravation of the TMJ (jaw bone), with use of the cervical traction harness: 
o very rare risk of cracking an already weakened tooth, with use of the cervical traction harness 

 

• Contraindictions 
Spinal decompression should not be performed if any of the following conditions are or may be 
present in the area being treated: 

o Cancer 
o spinal infection 
o fracture 
o osteoporosis of greater than 50% bone loss 
o 2nd or 3rd trimester of pregnancy 
o prior spinal fusion with fixation hardware 
o unstable spondylolisthesis (unstable slippage of a low back vertebra) 
o cauda equina syndrome (characterized by sudden incontinence and paralysis) 

 

• The availability and nature of other treatment options 
Other treatment options for your condition include: 
o Self-administered, over-the-counter pain-killers and rest 
o Medical care with prescription drugs such as anti-inflammatories, muscle relaxants and painkillers 
o Physical therapy 
o Hospitalization with traction 
o Surgery 

 



• The material risks inherent in such options and the probability of such risks 
occurring 

 
o Overuse of over-the-counter medications produces undesirable side effects.  If complete rest is 

impractical, premature return to work and household chores may aggravate the condition and 
extend the recovery time.  The probability of such complications arising is dependent upon the 
patients general health, severity of the patients discomfort, his pain tolerance and self discipline in 
not abusing the medicine.  Professional literature describes highly undesirable effects from long 
term use of over-the-counter medicines or of bed rest. 

 
o Prescription muscle relaxants and painkillers can produce undesirable side effects and patient 

dependence.  The risk of such complications arising is dependent upon the patient’s general 
health, severity of the patient’s discomfort , his pain tolerance, self-discipline in not abusing the 
medicine and proper professional supervision.  Such medications generally entail very significant 
risks – some with rather high probabilities. 

 
o Hospitalization in conjunction with other care bears the additional risk of exposure to 

communicable disease, iatrogenic (doctor induced) mishap and expense.  The probability of 
iatrogenic mishap is remote, expense is certain, exposure to communicable disease is likely with 
adverse result from such exposure dependent upon unknown variables. 

 
o The risks inherent in surgery include adverse reaction to anesthesia, iatrogenic (doctor induced) 

mishap, all those of hospitalization and an extended convalescent period.  The probability of 
those risks occurring varies according to many factors. 

 
 

• The risks and dangers attendant to remaining untreated 
Remaining untreated allows the formation of adhesions and reduces mobility which sets up a pain 
reaction further reducing mobility.  Over time, this process may complicate treatment making it more 
difficult to treat and less effective the longer it is postponed.  Delay may also allow for the 
exacerbation of disc herniation and/or degeneration, which could result in unilateral or bilateral limb 
paralysis.  The probability that non-treatment will complicate a later rehabilitation is very high. 

 
 
DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE. 
I have read or have had read to me the above explanation of spinal decompression.  I have discussed it 
with Dr. Fenton and have had my questions answered to my satisfaction.  By signing below, I state that I 
have weighed the risks involved in undergoing treatment and have myself decided that it is in my best 
interest to undergo the treatment recommended.  Having been informed of the risks, I hereby give my 

consent to that treatment. 
 
 
 
  _____________________ _____________________ __________ 
PATIENT Signature   Print Name (Last, First)   Date 

OR GUARDIAN 

 

 

   

 

  

 

 

 

3740 Colony Drive San Antonio, TX 78230 210-699-8153 210-699-8299 (Fax) 



NOTICE TO PATIENTS: 
 

By providing your telephone numbers to CNCC on the Registration and History 

form, or other forms asking for telephone numbers, you are allowing us to leave a 

message on voicemail or with anyone answering the telephone numbers.  

  

APPOINTMENT POLICY 
 

This is a chiropractic CARE clinic.  It is our aim to give our utmost effort toward 

improving your health.  The Doctor makes it his goal to give you the best information 

and prescribes a treatment plan that will give you the most benefit.  This plan must be 

followed in order to see the best results.   

 

• Please make a note of all scheduled appointments.  A reminder card will be 

provided if requested.  A reminder text or email message will be sent. 

• Please make it a priority to keep all scheduled appointments. 

• If you are unable to keep a scheduled appointment, please notify us as soon as 

possible.  (If we happen to be unavailable, there is a voicemail to leave a message 

regarding your circumstance.) 

• Appointments must be cancelled with a minimum of 24 hours notice (regardless of the 
reason), otherwise there is a $40 charge for EACH 15 minute appointment slot 
scheduled.    

 

CELL PHONE POLICY 
 

• Cell Phones should be on vibrate or silent during your visit. 

• Should you have a need to use the phone while waiting, please step outside of the 

office.   

 

FRAGRANCE FREE ZONE 
 

Please refrain from using perfume or scented lotions for the health and comfort of people 

with sensitivities. 

 
 
___________________________________________         ___________________ 

Signature of Patient      Date 

By signing this document, you acknowledge that you understand our policies. 

 

 

___________________________________________ 

Name of Patient (Last, First) 

 

 

THANK YOU - COLONIES NORTH CHIROPRACTIC CLINIC 



Dr. Larry Fenton, D.C. 
COLONIES NORTH CHIROPRACTIC CLINIC 

3740 Colony Drive, Suite 150, San Antonio, TX 78230  210.699.8153 

 
 
 
 

 

 

 

 

 

 

Acknowledgement of Receipt of Notice of Privacy Practices Summary 

I have reviewed a copy of the Notice of Privacy Practices Summary for Colonies North Chiropractic Center. In 

signing below, I acknowledge that I have read the privacy summary and that CNCC has given me the chance to 

discuss my concerns and questions about the privacy of my health information.  

 

 

 

 

 

__________________________________________  __________________________ 

Patient Signature         Date 

   

__________________________________________     _______/______/______ 

Print Name (Last, First)       Date of Birth 

  

_______________________________________   __________________________ 

Signature of Legal Guardian/Representative    Relationship to Patient 

 

             

Print Name (Last, First) Legal Guardian/Representative   Date 

 

 

 

 

 

 

 

 

 

 

 

 

 
             070317 

3740 Colony Drive, Suite 150, San Antonio, TX 78230 - 210.699.8153 



 

1 – CNCC Notice of Privacy Practices Summary 
 

Dr. Larry Fenton, D.C. 
COLONIES NORTH CHIROPRACTIC CLINIC 

3740 Colony Drive, Suite 150, San Antonio, TX 78230  210.699.8153 
 

Notice of Privacy Practices Summary 
 

In 1996 Congress passed the Health Insurance Portability and Accountability Act-HIPAA -The Privacy Act 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 

AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW THIS DOCUMENT 

CAREFULLY. 
 

Who Will Follow This Notice? 

This notice describes our practices and that of: 

 Any staff member authorized to enter information into your chart. 

 All employees, staff and other personnel of CNCC.  

 Any employees/staff employed by agencies affiliated with CNCC to conduct business related to the care of patients 

when they need to access patient information. 

 These entities may share medical information with each other for treatment, payment, or health care 

purposes, and as otherwise allowed by Texas and Federal law. 
 

Duties of CNCC 

CNCC is required by law to: 

 Maintain the privacy of protected health information 

 Provide patients with notice of its legal duties and privacy practices 

 Abide by the terms of the Notice of Privacy Practices currently in effect 

 Make available Notice of Privacy Practices. 
 

CNCC reserves the right to change the terms of its Notice of Privacy Practices as directed by HIPAA and to make the new 

notice provisions effective for all protected health information that it maintains. 
  
CNCC Permitted Uses & Disclosures of Your Protected Health Information 
 

CNCC may use and disclose information about you (e.g. name, address, social security number) and your medical 

condition(s), including past, present and future, for the following purposes: 

 Treatment: Such as disclosed information to a specialist, hospital, or laboratory to evaluate and address your medical 

needs (including amended information). 

 Payment: For example, information disclosed to your insurance company to receive reimbursement for charges 

incurred. 

 Billing: Information disclosed to the agency contracted to provide billing services on behalf of CNCC. 

 Accounting: Information disclosed to the agency contracted to provide accounting services and business analysis for 

CNCC 

 Compliance: Information disclosed to the agency that audits patient charts for accurate and complete documentation 

of services. 
 

CNCC may use your protected health information to contact you regarding: 

 Appointment reminders 

 Lab and X--‐ray results 

 Information about treatment alternatives 

 Other health--‐related benefits and services that may be of interest to you 
 

CNCC may also use and disclose your protected health information without further consent from you in the following 

circumstances: 

 Public Health Agencies: For the purpose of reporting disease, vital statistics, or adverse effects from drugs, supplies 

or equipment. 

 Serious Threats to Health/Safety: In cases of medical emergencies or instances where imminent and serious health 

or where safety threats exist. 

 Deceased Patients: To coroners, medical examiners, funeral directors and organ donor officials. 



 

2 – CNCC Notice of Privacy Practices Summary 
 

 Law Enforcement: To law or military officials for the purposes of health delivery oversight, judicial or 

administrative proceedings, law enforcement and national security. 

 Required By Law: To State officials for the purpose of management and financial audits, program monitoring and 

evaluation, licensure and certification. 

 Healthcare Oversight: To the Department of Health and Human Services for purposes of compliance investigations 

and reviews. 

 Research: To researchers when their research has been approved by an Institutional Review Board who reviews 

research proposals and established protocols to ensure the privacy of protected health information. 

 Victims of Abuse, Neglect or Domestic Violence: May be required to disclose medical information if there is 

evidence of injury, abuse, or neglect to appropriate enforcement agencies. 

 Individuals involved in your care or payment for your care: To a friend or family member whom you designate and 

who is involved in your care. 

 Military or Veterans: To a member of the armed forces as required by military command authorities. 

 Lawsuits & Disputes: To a court or administrative representative regarding a lawsuit or dispute. 

 Non--‐Routine Uses and Disclosures: Those uses and disclosures which exclude treatment, payment and health care 

purposes will be made ONLY with your written authorization of which you may revoke at any time. 
 

YOUR PATIENT RIGHTS 
 

Requests listed below must be submitted in WRITING to CNCC. Patient request forms are available by contacting the 

receptionist at CNCC. 
 

 You Have The Right To: 

 Request restrictions or limits on certain uses and disclosures of your protected health information. CNCC is 

not required to agree with your request. However, if we do, we will abide by your request except as required by law. 

Your request must: Be in writing, describe the information you want restricted, state if the restriction is limited to 

our use or disclosure, state to whom the restriction applies. 

 Request different ways for us to communicate with you regarding your protected health information. For 

example, you may prefer we contact a family member instead of you regarding your appointment reminders. This 

request must be made in writing. 

 Inspect and copy your protected health information. CNCC will act upon your written request within 15 days of 

receipt, if records are onsite (30 days if offsite). If we deny your request, we will send you a written denial. In this 

case, you may request a review of the denial. A scheduled appointment is required for requests to inspect 

information. CNCC will charge you a fee to copy your records. 

 Request an amendment of your protected health information if you believe your health information is 

incorrect or incomplete. You must submit the request in writing stating the requested amendment and reason for 

amendment. CNCC will act upon your request within 60 days of receipt. Your request may be denied, if CNCC 

believes the information is complete and accurate, or the information is not part of the medical information that you 

would be permitted to inspect or copy, or CNCC did not create the information. 

 Object or agree to certain uses and disclosures of your protected health information that we may share about 

your condition with family members or a public agency in emergency situations. To object, please contact Dr. 

Fenton. 

 Receive an accounting of any disclosures that CNCC has made of your protected health information for non-

routine purposes only. This right applies to disclosures for purposes other than treatment, payment or healthcare 

operations. You may request a list of disclosures CNCC has made of your medical information for the six (6) years 

prior to your request. You may not request an accounting for dates of service prior to 7 years from the last date of 

treatment. Your first request within a 12 month period is free, however CNCC may charge for additional requests 

within the same 12-month period. CNCC will act upon your request within 60 days of receipt. 

 Receive an email or paper copy of this notice.  

 You may request a form designed for amendments related to your health records and how they are handled. 
 

You have the right to file a complaint if you believe CNCC has violated your privacy rights. You may file a complaint 

with:  

 Owner – Dr. Larry Fenton DC or Privacy Officer – Martha Breeden, of CNCC at 3740 Colony Drive, Suite 150, 

San Antonio, TX 78230   210.699.8153.  

 Secretary of the Department of Health and Human Services, Office of Civil Rights, 1301 Young St #1169, Dallas, 

TX 75202, 214.767.4056, Fax 214-767-0432, TDD   214-767-8940. 
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