McKay
Chinese Herbal Medicine & Acupunciure

NORTH CAROLINA NOTICE FORM
Naotice of Privacy Practices
to Protect the Privacy
of Your Health Information

This notice describes how medical information about you may be used and disclosed and
how vou can get access to this information. Please review it carefully.

Uises and Disclosures for Treatmenz, Pavment, and Heaith Care Operations

I may use or disclose your protected health information (PHI), for freaiment
piayment, and health care operations purposes with your consent.

“PHI" refers to information in vour health record that can identify vou,
“treatment” is when I provide, coordinate or manage vour health care and other
services related 1o vour health care. An example of treattnent would be when |
consult with another health care provider, such as your family physician
“payment” is when | obtain reimbursement for your healthcare. Examples af
pavment are when [ disclose vour PHI to your health insurer to obtain
reimbursement for vour health care or to determine eligibility or coverage
“heaith care operations” are activities that relate to the performence and
operition of my practice. Examples of health care operations are quality
assessment and improvement activities, business-related maners such as sudic
and administrative services, and case management and care coordination,

“use” applies only to activities within my {office, clinic, practice, erc.) such as
sharinig, emploving, applying, utilizing, examining, and analyzing in formation
that identifies vou.

“disclosure” applics to activities outside of my (office, clinic, praciice, ete.) such
as rateasing, wansferring, or providing access to information about vou 1o othes
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Lises and Disclosures Requiring Authorization

| may use or disclose PHI for purposes outside of treatment, pavment. and health care
operations when vour appropriate authorization is obtained. An authorization is written
permission above and bevond the general consent that permits only specific disclosures.
Tn those instances when | am asked for information for purposes outside of treatment,
pavment, and health care operations, 1 will obtain an author zation from vou before

=eleasing this information.

You mayv revoke all such authorizations at any time, provided each revocation 15 in
writing. You may not revoke an authorization to the extent that:



(as described in section {11 of this notice). On your request, ! will discuss with
vou the details of the accounting process.

» Right to a Paper Copy---You have a right 1o obtain a paper copy of this notice
from me upon request, even if you have agreed to receive the notice
electromically.

Sy Dty 1o vou
% | am required by law to maintain the privacy of PHI and to provide vou with

notice of my legal duties and privacy practices with respect to PHL
1 reserve the right to change the privacy policies and practices described in this
notice. Unless 1 notify you of such changes, however, [ am requiced to abide by

the terms currently in effect.
% If 1 revise my policies and procedures, I will notifv vou by U.S. mail.

Complainis: \
If you are concemned that ] have violated your privacy rights, or you disagree with a
decision [ made about access to your records, you may send a written complaint o the

Secretary of the Department of Health and Human Services.

Effective Datg, Restrictions and Changes 1o Privacy Policy:
This notice will go into effect as of April 14,2003
| reserve the right to change the terms of this notice and to make the new notice

provisions effective for al! PHI that [ maintain. T will provide vou with a revised notice,
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Notice Receipt Acknowledgement
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Purpose: This form is used to confirm that an individual has received a copy

of the notice of primary practices.
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I, , acknowledge that I received a paper copy
of McKay’s Notice of Privacy Practices.

Signature: Date:

If this acknowledgement is signed by a personal representative on behalf of
the individual, complete the following:

Personal Representative’s Name:

Relationship to Individual:




Informed Consent to M assage

® j&\

| hereby request and consent to the performance of massage or other procedures
within the scope of the practice of massage therapy on me (or the person listed below,
for whom | am legally responsible).

| have had the opportunity to discusswith the Massage Therapig the nature and
purpose of massage therapy.

If | am part of an integrated plan with massage and acupuncture, | wish to rely on the
licensed practitionersto exercise their professona judgment during my course of
treatment and based upon the factsthen known, to proceed with treatment in my
bed interedst. Thisbeing s0, will include and not be limited to the Massage Therapist
and any involved practitionersdiscussing my treatment and reviewing my medical
recordsalike.

Print Patient’sname

Patient’ssgnature Date

If thisconsent issgned by a personal representative on behalf of the patient, complete
the following:

Personad representative’'sname

Relationship to patient




Wc'comﬁ: to Massaqc & BD&HWGI‘!{ T"u:‘r:a Py

Name: Date:

Address:

City: State: Lip:
E -mail Address:
Phone Number.
{ecu pation:
Date of Birth:
Name of Physician:
Date of Your |_ast Physical F xamination:
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