






































 

Authorization to Use or Disclose Protected Health Information 
 

 
Patient Name:  _____________________________ 

Address:  ______________________________________________________________________ 

Date of Birth:_________________________   Date of Request:  _________________________ 

As required by HIPPA Privacy Regulations, protected health information may not be used or disclosed to a third 
party without patient authorization. 
 
I hereby authorize Dr. Jeffrey Rockenmacher and his employees to disclose my Patient Health Information to the following 
person, health care provider or other: 
 

1. Health Insurance Payer(s):  ____________________________________________________  

2. Family Member(s): ____________________________________________________________  

Patient health information authorized to be disclosed: 

1. Patient intake forms, chart notes, patient records, Dr’s reports, diagnostic studies, diagnosis, prognosis, 
appointments, balances. 

 
2. Other: _______________________________________________________________________ 

 
For the specific purpose of: 

1. Processing of claims, obtaining authorization for treatment, scheduling appointments, collecting balances, and 
obtaining patient information to facilitate healthcare operations. 

 
2. Other: _______________________________________________________________________ 

 
Effective dates for this authorization:  1/1/2021 through 12/31/2021.  This authorization will expire at the end of the above 
period. 
 
I understand that the information disclosed above may be re-disclosed to additional parties and no longer protected for 
reasons beyond your control.   
 
I understand I have the right to: 
 

1. Revoke this authorization by sending written notice to this office and that revocation will not affect his office’s 
previous reliance on the uses or disclosure pursuant to this authorization. 

2. Inspect a copy of the Patient Health Information being used or disclosed under federal law. 
3. Refuse to sign this authorization. 
4. Receive a copy of this authorization. 
5. Restrict what is disclosed with this authorization. 

 
I also understand that if I do not sign this document, it will not condition my treatment, payment, enrollment in a health 
plan, or eligibility for benefits whether or not I provide authorization to use or disclose protected health information.  
 
 
____________________________________________________            ________________________ 
Signature of Patient or Patient’s Authorized Representative   Date 
 

 







 

 

 

 
Rockenmacher Chiropractic Consent to Treat a Minor 

 

I, undersigned parent/guardian having legal custody/legal guardianship of 
______________, a minor, do hereby authorize ____________________ to perform x-rays  
    (Name of minor)                     (Provider) 

Examination and provide any chiropractic diagnosis or treatment, which is deemed 
advisable by a licensed chiropractor in the state of California. 
 
It is understood that this authorization is given prior to any specific diagnosis or treatment 
being required, but is given to provide authority to give specific consent to any and all such 
diagnosis and treatment which _________________________, meeting the requires of this  
              (Provider) 

authorization, may, in the exercise of his/her best judgment, deem advisable. 
 
This authorization shall remain in effect until ____________________ is 18 years of age, or 
the authorization is revoked in writing  (Name of minor) 

 
 

 
 
 
Signature of Parent/Legal Guardian: _________________________________________ 
 
Printed Name of Parent/Legal Guardian: ______________________________________ 
 
Relationship to Patient: ___________________________________________________ 
 
Date: _______________ 


