Ryan Smith Acupuncture


Main Complaint (symptoms, diagnosis, duration, etc.)

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Significant Trauma (physical or emotional) 

Birth History (prolonged labor, forceps delivery, complications, etc.)

Surgeries (please include date of procedure)

Allergies (chemical, environmental, food, drugs, etc.)

Medications (names & dosages) Please attach an additional page if necessary.

Vitamins/Supplements/Herbs

Exercise 

Days per week 

Length of workout  
       Type of Activity

Diet

Meals per day
       

Snacks
   
  
Caffeinated Drinks
      
Alcohol per week

What makes your condition better?  (Rest, movement, heat, cold, fresh air, eating, crying, etc.) 

What makes your condition worse? (stress, fatigue, hunger, heat, certain foods, damp days etc.)

Personal History         Please check any conditions or symptoms you have now.

 FORMCHECKBOX 
Arthritis
 FORMCHECKBOX 
Liver/Gall Bladder Disease
 FORMCHECKBOX 
Stroke

 FORMCHECKBOX 
Heart Disease

 FORMCHECKBOX 
High/Low Blood Pressure
 FORMCHECKBOX 
Hypo/Hyperglycemia
 FORMCHECKBOX 
Kidney Disease
 FORMCHECKBOX 
Elevated Blood Cholesterol


 FORMCHECKBOX 
Cancer
 FORMCHECKBOX 
Diabetes
 FORMCHECKBOX 
Food Allergies/Intolerance
 FORMCHECKBOX 
Diverticulitis/IBS

 FORMCHECKBOX 
Ulcer
 FORMCHECKBOX 
Seizures
 FORMCHECKBOX 
Hepatitis
 FORMCHECKBOX 
Raynaud’s Disease

 FORMCHECKBOX 
Chronic Fatigue
 FORMCHECKBOX 
Anemia
 FORMCHECKBOX 
Thyroid Imbalance
 FORMCHECKBOX 
Respiratory Allergies

 FORMCHECKBOX 
Alcoholism
 FORMCHECKBOX 
Lyme Disease
 FORMCHECKBOX 
Chronic Pain Condition
 FORMCHECKBOX 
Impotence

 FORMCHECKBOX 
Gastritis/Pancreatitis
 FORMCHECKBOX 
Asthma
 FORMCHECKBOX 
Infertility
 FORMCHECKBOX 
Emphysema

Family Medical History        Please check any condition that applies to your immediate family.  Put an F (father), 


       M (mother), S (sister), B (brother), GM (grandmother), GF (grandfather) next to choice.
 FORMCHECKBOX 
Diabetes ___
 FORMCHECKBOX 
Seizures ___
 FORMCHECKBOX 
Heart Disease ___
 FORMCHECKBOX 
Stroke ___

 FORMCHECKBOX 
High Blood Pressure ___
 FORMCHECKBOX 
Allergies ___
 FORMCHECKBOX 
Cancer ___
 FORMCHECKBOX 
Asthma ___

 FORMCHECKBOX 
Other_______________________________________

Please check if you have had any of these items listed below in the last year
Put a star on the box if you had this in the past but do not any longer.

General  

 FORMCHECKBOX 
Poor Appetite
 FORMCHECKBOX 
Poor Sleeping
 FORMCHECKBOX 
Fatigue

 FORMCHECKBOX 
Fevers

 FORMCHECKBOX 
Chills
 FORMCHECKBOX 
Night Sweats
 FORMCHECKBOX 
Sweats Easily
 FORMCHECKBOX 
Tremors


 FORMCHECKBOX 
Cravings
 FORMCHECKBOX 
Localized Weakness
 FORMCHECKBOX 
Poor Balance
 FORMCHECKBOX 
Change in appetite

 FORMCHECKBOX 
Bleed/Bruise easily
 FORMCHECKBOX 
Weight loss/gain
 FORMCHECKBOX 
Peculiar tastes/smells
 FORMCHECKBOX 
Dental/gum problems

 FORMCHECKBOX 
Muscle weakness/fatigue
 FORMCHECKBOX 
Sudden energy drop 
 FORMCHECKBOX 
Strong thirst (hot or cold drinks)


Skin and Hair
 FORMCHECKBOX 
Rashes
 FORMCHECKBOX 
Ulcerations
 FORMCHECKBOX 
Hives/Allergic Dermatitis
 FORMCHECKBOX 
Itching

 FORMCHECKBOX 
Eczema/Psoriasis
 FORMCHECKBOX 
Dandruff
 FORMCHECKBOX 
Loss of hair
 FORMCHECKBOX 
Recent moles

 FORMCHECKBOX 
Skin discoloration
 FORMCHECKBOX 
Acne
 FORMCHECKBOX 
Change in skin/hair texture
 FORMCHECKBOX 
Face flushing

 FORMCHECKBOX 
Dermatitis
 FORMCHECKBOX 
Warts
 FORMCHECKBOX 
Fungal Infection
 FORMCHECKBOX 
Weak or ridged nails

Head, Eyes, Ears, Nose and Throat
 FORMCHECKBOX 
Dizziness
 FORMCHECKBOX 
Difficulty swallowing
 FORMCHECKBOX 
Migraines
 FORMCHECKBOX 
Glasses

 FORMCHECKBOX 
Eye Strain
 FORMCHECKBOX 
Eye pain
 FORMCHECKBOX 
Poor vision
 FORMCHECKBOX 
Night Blindness



 FORMCHECKBOX 
Color Blindness
 FORMCHECKBOX 
Cataracts
 FORMCHECKBOX 
Blurred vision
 FORMCHECKBOX 
Earaches


 FORMCHECKBOX 
Ringing in ears
 FORMCHECKBOX 
Poor hearing
 FORMCHECKBOX 
Spots in front of eyes
 FORMCHECKBOX 
Sinus problems


 FORMCHECKBOX 
Nose bleeds
 FORMCHECKBOX 
Recurrent sore throats/colds
 FORMCHECKBOX 
Grinding teeth
 FORMCHECKBOX 
Facial pain


 FORMCHECKBOX 
Sores on lips/tongue
 FORMCHECKBOX 
Dental problems
 FORMCHECKBOX 
Jaw clicks/locks
 FORMCHECKBOX 
Headaches
    

Cardiovascular
 FORMCHECKBOX 
Chest pain or pressure
 FORMCHECKBOX 
Irregular heart beat
 FORMCHECKBOX 
Palpitations at rest
 FORMCHECKBOX 
Fainting


 FORMCHECKBOX 
Cold hands/feet
 FORMCHECKBOX 
Swelling of hands/feet
 FORMCHECKBOX 
Blood clots
 FORMCHECKBOX 
Phlebitis

 FORMCHECKBOX 
Shortness of breath
 FORMCHECKBOX 
Varicose/spider veins
 FORMCHECKBOX 
Pressure in chest
 FORMCHECKBOX 
High blood pressure

 FORMCHECKBOX 
Low blood pressure
 FORMCHECKBOX 
Spontaneous sweating
 FORMCHECKBOX 
Dizziness

Respiratory
 FORMCHECKBOX 
Cough/Wheezing
 FORMCHECKBOX 
Coughing blood
 FORMCHECKBOX 
Asthma

 FORMCHECKBOX 
Bronchitis


 FORMCHECKBOX 
Pneumonia
 FORMCHECKBOX 
Pain with deep inhalation
 FORMCHECKBOX 
Tight sensation in chest
 FORMCHECKBOX 
Difficult inhale/exhale

 FORMCHECKBOX 
Difficulty breathing when lying down
 FORMCHECKBOX 
Production of phlegm… what color? __________________


Gastrointestinal
 FORMCHECKBOX 
Nausea
 FORMCHECKBOX 
Vomiting
 FORMCHECKBOX 
Diarrhea

 FORMCHECKBOX 
Constipation

 FORMCHECKBOX 
Gas
 FORMCHECKBOX 
Belching
 FORMCHECKBOX 
Black stools
 FORMCHECKBOX 
Blood in stool

 FORMCHECKBOX 
Indigestion
 FORMCHECKBOX 
Bad breath
 FORMCHECKBOX 
Rectal pain
 FORMCHECKBOX 
Hemorrhoids

 FORMCHECKBOX 
Bloating/Edema
 FORMCHECKBOX 
Chronic laxative use
 FORMCHECKBOX 
Loose stools (>2 per day)
 FORMCHECKBOX 
Abdominal pain/cramps

 FORMCHECKBOX 
Changes in appetite
 FORMCHECKBOX 
Acid reflux/GERD
 FORMCHECKBOX 
Hernia

 FORMCHECKBOX 
Poor appetite

 FORMCHECKBOX 
Excessive appetite
 FORMCHECKBOX 
Significant thirst
 FORMCHECKBOX 
IBS/Crohn’s Disease

Genito-Urinary
 FORMCHECKBOX 
Pain on urination
 FORMCHECKBOX 
Frequent urination
 FORMCHECKBOX 
Blood in urine
 FORMCHECKBOX 
Urgent urination

 FORMCHECKBOX 
Unable to hold urine
 FORMCHECKBOX 
Kidney stones
 FORMCHECKBOX 
Scanty flow
 FORMCHECKBOX 
Copious flow

 FORMCHECKBOX 
Impotence
 FORMCHECKBOX 
Sores on genitals
 FORMCHECKBOX 
Urinary tract infection
 FORMCHECKBOX 
Burning urination

 FORMCHECKBOX 
Premature ejaculation
 FORMCHECKBOX 
Decreased libido
 FORMCHECKBOX 
Prostatitis
 FORMCHECKBOX 
Dribbling after urination

 FORMCHECKBOX 
Nocturnal emission
 FORMCHECKBOX 
Pain in testicles
 FORMCHECKBOX 
Herpes

 FORMCHECKBOX 
Infections

 FORMCHECKBOX 
Night urination…   What time?______     How often?______

 FORMCHECKBOX 
Excessive libido



Gynecological/Reproductive
 FORMCHECKBOX 
Difficult/Painful intercourse
 FORMCHECKBOX 
Ovarian cysts

 FORMCHECKBOX 
Age of first menses_________

 FORMCHECKBOX 
Vaginal dryness

 FORMCHECKBOX 
Endometriosis

 FORMCHECKBOX 
Date of last menses_________

 FORMCHECKBOX 
Vaginal sores

 FORMCHECKBOX 
Uterine Fibroids

 FORMCHECKBOX 
Date of last PAP/Pelvic_________

 FORMCHECKBOX 
Vaginal discharge

 FORMCHECKBOX 
Fibrocystic breast tissue
 FORMCHECKBOX 
Number of pregnancies____

 FORMCHECKBOX 
Infertility

 FORMCHECKBOX 
Polycystic Ovarian Disease
 FORMCHECKBOX 
Number of ectopic pregancies_______


 FORMCHECKBOX 
Irregular menstruation

 FORMCHECKBOX 
PMS

 FORMCHECKBOX 
Number of live births_______



 FORMCHECKBOX 
Painful menstruation
 FORMCHECKBOX 
Number of miscarriages_______

Do you practice birth control?________


 FORMCHECKBOX 
Number of abortions_________

What type?______________ How long?_____________________________

Musculoskeletal
 FORMCHECKBOX 
Neck pain
 FORMCHECKBOX 
Shoulder pain
 FORMCHECKBOX 
Hand/wrist pain
 FORMCHECKBOX 
Carpal Tunnel

 FORMCHECKBOX 
Knee pain
 FORMCHECKBOX 
Sprains/Strains
 FORMCHECKBOX 
Sciatica

 FORMCHECKBOX 
Foot/ankle pain

 FORMCHECKBOX 
Hip pain
 FORMCHECKBOX 
Muscle pain
 FORMCHECKBOX 
Muscle weakness
 FORMCHECKBOX 
Tendonitis

 FORMCHECKBOX 
Back pain     Low___  Middle___  Upper___
 FORMCHECKBOX 
Bursitis

 FORMCHECKBOX 
Rotator Cuff

 FORMCHECKBOX 
Soreness/weakness in lower body (back, knee, hip, ankle, foot)

Neuropsychological
 FORMCHECKBOX 
Seizures
 FORMCHECKBOX 
Loss of balance
 FORMCHECKBOX 
Vertigo/Dizziness
 FORMCHECKBOX 
Areas of numbness

 FORMCHECKBOX 
Lack of coordination
 FORMCHECKBOX 
Poor memory
 FORMCHECKBOX 
Concussion
 FORMCHECKBOX 
Depression

 FORMCHECKBOX 
Anxiety/Panic attacks
 FORMCHECKBOX 
Bad temper/irritable
 FORMCHECKBOX 
Easily susceptible to stress
 FORMCHECKBOX 
Seasonal Affective Disorder
 FORMCHECKBOX 
Nervousness
 FORMCHECKBOX 
ADD/ADHD                           FORMCHECKBOX 
Manic Depression

Have you ever been treated for emotional problems?   
 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

Have you ever considered or attempted suicide?          
 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

Have you ever been treated for substance abuse?        
 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

Comments  Please inform me of any other problems you would like to discuss.
Acupuncture Consent for Purposes of Treatment, Payment and Healthcare Operations

Pursuant to New York State Law and healthcare best practices, you should consult a physician regarding the condition or conditions for which you are seeking an acupuncture treatment.

We, the undersigned, do affirm that the patient has been advised by, Ryan Smith, a Licensed Acupuncturist, to consult a physician regarding the condition or conditions for which such patient seeks acupuncture treatment.










Ryan J. Smith, MSAc, LAc

Patient’s Signature
Date

Ryan J. Smith, MSAc, LAc

I hereby request and consent to the performance of acupuncture treatments and other Oriental medicine procedures on me (or on the patient named below, for which I am legally responsible) by Ryan J. Smith, MSAc, LAc.

I understand I have a right to review Ryan Smith Acupuncture's Notice of Privacy Practices prior to signing this document. Ryan Smith Acupuncture's Notice of Privacy Practices has been provided to me. The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills or in the performance of health care operations of Ryan Smith Acupuncture. The Notice of Privacy Practices for Ryan Smith Acupuncture is also provided at 251 Fifth Avenue – 3rd Floor, New York, NY 10016 or at the location of the licensed acupuncturists and in this document. This Notice of Privacy Practices also describes my rights and AXIOM Acupuncture’s duties with respect to my protected health information. 

AXIOM Acupuncture reserves the right to change the privacy practices that are described in the Notice of Privacy Practices. I may obtain a revised notice of privacy practices by calling the office and requesting a revised copy be sent in the mail or asking for one at the time of my next appointment. 
I understand that methods or treatments may include but are not limited to acupuncture, moxibustion, cupping, bloodletting, electrical stimulation, Tui Na (Chinese massage), Gua Sha, Chinese or Western herbal medicine, and nutritional counseling. I have been informed that acupuncture is a safe method of treatment, but that it may have side effects including bruising, numbness or tingling near the needle sight, which may last a few days. An unusual risk of acupuncture includes spontaneous miscarriage, nerve damage and organ puncture. Infection is another possible risk, however since this office uses only sterilized, disposable needles while maintaining a clean and safe environment, this is unlikely.  Burns and scarring are potential risks of using moxibustion.

The herbs and nutritional supplements (which are from plant, animal and mineral sources) that have been recommended are traditionally considered safe in the practice of Chinese Medicine.  I understand the same herbs may be inappropriate during pregnancy and will inform my practitioner immediately of pregnancy status.  If I experience any gastro-intestinal reactions to the herbs I will inform the acupuncturist immediately.  

I have been informed that I have a right to refuse any form of treatment.  I have read, or have had read to me the above consent.  I have also had an opportunity to ask questions about its content, and by signing below I agree to the above-named procedures.  I also understand there is always a possibility of an unexpected complication and I understand that no guarantee can be made concerning the results of treatment. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment. ________

                                                                                                                                                                          initials

I understand it may be necessary for my practitioner to contact another one of my health care providers in order to coordinate medical treatment, to discuss an emergency situation and/or to share appropriate medical information.  My signature gives my practitioner permission to release my medical records for the reasons listed above. ________

                                                                                                                                                                                        initials

I agree to pay the full charge for any missed or forgotten appointments without 24-hour notice of cancellation. ________

                                                                                                                                                                                                       initials

To be completed by the patient’s representative, if the patient is a minor, or physically/legally incapacitated.

Name of Patient__________________________________

Patient’s Representative____________________________

Relationship or Authority of Patient__________________________________________

Witness_________________________________________

Are you Pregnant?

______________________________________________________

Is it possible you may be Pregnant?

Patient’s Name

Patient’s Signature

Date Signed

Ryan Smith, MSAc, Lac

250 W. 57th Street, Suite 2128

New York, NY 10017

917.327.0827

RYAN SMITH ACUPUNCTURE
PRIVACY NOTICE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU

MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO

THAT INFORMATION.

PLEASE REVIEW THIS NOTICE CAREFULLY.

This Practice is committed to maintaining the privacy of your protected health information ("PHI"), which includes information about your health condition and the care and treatment you receive from the Practice. The creation of a record detailing the care and services you receive helps this office to provide you with quality health care. This Notice details how your PHI may be used and disclosed to third parties. This Notice also details your rights regarding your PHI.

CONSENT

1. The Practice may use and/or disclose your PHI provided that it first obtains a valid Consent signed by you. The Consent will allow the Practice to use and/or disclose your

PHI for the purposes of:

(a) Treatment – In order to provide you with the health care you require, the

Practice will provide your PHI to those health care professionals, whether on the Practice's staff or not, directly involved in your care so that they may understand your health condition and needs. For example, a physician treating you for lower back pain may need to know the results of your latest physician examination by this office.

(b) Payment – In order to get paid for services provided to you, the Practice will provide your PHI, directly or through a billing service, to appropriate third party payors, pursuant to their billing and payment requirements. The Practice may also need to tell your insurance plan about treatment you are going to receive so that it can determine whether or not it will cover the treatment expense.

(c) Health Care Operations – In order for the Practice to operate in accordance with applicable law and insurance requirements and in order for the Practice to continue to provide quality and efficient care, it may be necessary for the Practice to compile, use and/or disclose your PHI. For example, the Practice may use your PHI in order to evaluate the performance of the Practice's personnel in providing care to you.
NO CONSENT REQUIRED

1. The Practice may use and/or disclose your PHI, without a written Consent from you, in the following instances:

(a) De-identified Information – Information that does not identify you and, even without your name, cannot be used to identify you.

(b) Business Associate – To a business associate if the Practice obtains satisfactory written assurance, in accordance with applicable law, that the business associate will appropriately safeguard your PHI. A business associate is an entity that assists the Practice in undertaking some essential function, such as a billing company that assists the office in submitting claims for payment to insurance companies or other payers.

(c) Personal Representative – To a person who, under applicable law, has the authority to represent you in making decisions related to your health care.

(d) Emergency Situations –

(i) for the purpose of obtaining or rendering emergency treatment to you provided that the Practice attempts to obtain your Consent as soon as possible; or

(ii) to a public or private entity authorized by law or by its charter to assist in disaster relief efforts, for the purpose of coordinating your care with such entities in an emergency situation.

(e) Communication Barriers – If, due to substantial communication barriers or inability to communicate, the Practice has been unable to obtain your Consent and the Practice determines, in the exercise of its professional judgment, that your Consent to receive treatment is clearly inferred from the circumstances.

(f) Public Health Activities - Such activities include, for example, information collected by a public health authority, as authorized by law, to prevent or

control disease.

(g) Abuse, Neglect or Domestic Violence - To a government authority if the Practice is required by law to make such disclosure. If the Practice is authorized by law to make such a disclosure, it will do so if it believes that the disclosure is necessary to prevent serious harm.

(h) Health Oversight Activities - Such activities, which must be required by law, involve government agencies and may include, for example, criminal investigations, disciplinary actions, or general oversight activities relating to the community's health care system.
(i) Judicial and Administrative Proceeding - For example, the Practice may be required to disclose your PHI in response to a court order or a lawfully issued subpoena.

(j) Law Enforcement Purposes - In certain instances, your PHI may have to be disclosed to a law enforcement official. For example, your PHI may be the subject of a grand jury subpoena. Or, the Practice may disclose your PHI if the Practice believes that your death was the result of criminal conduct.

(k) Coroner or Medical Examiner - The Practice may disclose your PHI to a coroner or medical examiner for the purpose of identifying you or determining your cause of death.

(l) Organ, Eye or Tissue Donation - If you are an organ donor, the Practice may disclose your PHI to the entity to whom you have agreed to donate your organs.

(m) Research - If the Practice is involved in research activities, your PHI may be used, but such use is subject to numerous governmental requirements intended to protect the privacy of your PHI.

(n) Avert a Threat to Health or Safety - The Practice may disclose your PHI if it believes that such disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public and the disclosure is to an individual who is reasonably able to prevent or lessen the threat.

(o) Specialized Government Functions - This refers to disclosures of PHI that relate primarily to military and veteran activity.

(p) Workers' Compensation - If you are involved in a Workers' Compensation claim, the Practice may be required to disclose your PHI to an individual or entity that is part of the Workers' Compensation system.

(q) National Security and Intelligence Activities – The Practice may disclose your PHI in order to provide authorized governmental officials with necessary intelligence information for national security activities and purposes authorized by law.

(r) Military and Veterans – If you are a member of the armed forces, the Practice may disclose your PHI as required by the military command authorities.

APPOINTMENT REMINDER

The Practice may, from time to time, contact you to provide appointment reminders or information about treatment alternatives or other health-related benefits and services that may be of interest to you. The following appointment reminders are used by the Practice: 

a) a postcard mailed to you at the address provided by you; and 

b) telephoning your home and leaving a message on your answering machine or with the individual answering the phone.
DIRECTORY/SIGN-IN LOG

The Practice maintains a directory of and sign-in log for individuals seeking care and treatment in the office. Directory and sign-in log are located in a position where staff can readily see who is seeking care in the office, as well as the individual’s location within the Practice’s office suite. This information may be seen by, and is accessible to, others who are seeking care or services in the Practice’s offices.

FAMILY/FRIENDS

The Practice may disclose to your family member, other relative, a close personal friend, or any other person identified by you, your PHI directly relevant to such person's involvement with your care or the payment for your care. The Practice may also use or disclose your PHI to notify or assist in the notification (including identifying or locating) a family member, a personal representative, or another person responsible for your care, of your location, general condition or death. However, in both cases, the following conditions will apply:

(a) If you are present at or prior to the use or disclosure of your PHI, the

Practice may use or disclose your PHI if you agree, or if the Practice can reasonably infer from the circumstances, based on the exercise of its professional judgment that you do not object to the use or disclosure.

(b) If you are not present, the Practice will, in the exercise of professional judgment, determine whether the use or disclosure is in your best interests and, if so, disclose only the PHI that is directly relevant to the person's involvement with your care.

AUTHORIZATION

Uses and/or disclosures, other than those described above, will be made only with your written Authorization.

YOUR RIGHTS

1. You have the right to:

(a) Revoke any Authorization and/or Consent, in writing, at any time. To request a revocation, you must submit a written request to the Practice's Privacy Officer.

(b) Request restrictions on certain use and/or disclosure of your PHI as provided by law. However, the Practice is not obligated to agree to any requested restrictions. To request restrictions, you must submit a written request to the Practice's Privacy Officer. In your written request, you must inform the Practice of what information you want to limit, whether you want to limit the Practice's use or disclosure, or both, and to whom you want the limits to apply. If the Practice agrees to your request, the Practice will comply with your request unless the information is needed in order to provide you with emergency treatment.
(c) Receive confidential communications or PHI by alternative means or at alternative locations. You must make your request in writing to the Practice's Privacy Officer. The Practice will accommodate all reasonable requests.

(d) Inspect and copy your PHI as provided by law. To inspect and copy your PHI, you must submit a written request to the Practice's Privacy Officer. The Practice can charge you a fee for the cost of copying, mailing or other supplies associated with your request. In certain situations that are defined by law, the Practice may deny your request, but you will have the right to have the denial reviewed as set forth more fully in the written denial notice.

(e) Amend your PHI as provided by law. To request an amendment, you must submit a written request to the Practice's Privacy Officer. You must provide a reason that supports your request. The Practice may deny your request if it is not in writing, if you do not provide a reason in support of your request, if the information to be amended was not created by the Practice (unless the individual or entity that created the information is no longer available), if the information is not part of your PHI maintained by the Practice, if the information is not part of the information you would be permitted to inspect and copy, and/or if the information is accurate and complete. If you disagree with the Practice's denial, you will have the right to submit a written statement of disagreement.

(f) Receive an accounting of disclosures of your PHI as provided by law. To request an accounting, you must submit a written request to the Practice's Privacy Officer. The request must state a time period, which may not be longer than six (6) years and may not include dates before April 14, 2003. The request should indicate in what form you want the list (such as a paper or electronic copy). The first list you request within a twelve (12) month period will be free, but the Practice may charge you for the cost of providing additional lists. The Practice will notify you of the costs involved and you can decide to withdraw or modify your request before any costs are incurred. 

(g) Receive a paper copy of this Privacy Notice from the Practice upon request to the Practice's Privacy Officer.

(h) Complain to the Practice or to the Secretary of HHS if you believe your privacy rights have been violated. To file a complaint with the Practice, you must contact the Practice's Privacy Officer. All complaints must be in writing.

(i) To obtain more information on, or have your questions about your rights answered, you may contact the Practice's Privacy Officer, Ryan J. Smith, MSAc, LAc, at (917) 327-0827 or via email at ryan@ryansmithacupuncture.com.
PRACTICE'S REQUIREMENTS

1. The Practice:

(a) Is required by federal law to maintain the privacy of your PHI and to provide you with this Privacy Notice detailing the Practice's legal duties and privacy practices with respect to your PHI.
(b) Is required by State law to maintain a higher level of confidentiality with respect to certain portions of your medical information that is provided for under federal law. 

(c) Is required to abide by the terms of this Privacy Notice.

(d) Reserves the right to change the terms of this Privacy Notice and to make the new Privacy Notice provisions effective for all of your PHI that it maintains.

(e) Will distribute any revised Privacy Notice to you prior to implementation.

(f) Will not retaliate against you for filing a complaint.

EFFECTIVE DATE

This Notice is in effect as of 6/25/2008.







Name: _____________________________________________________________________	Date: ___________________





Address: _______________________________________________________________________________________________ 





 City: ______________________________________________________      State: ________	Zip: ____________________





Home Phone: ______________________________________    	Work Phone: _____________________________________





Mobile Phone: _______________________________     E-Mail: __________________________________________________





Date of Birth: _______________________      Age: ________________      Marital Status: ____________________________





Referred by: ______________________________________      Occupation: ________________________________________





Physician: ___________________________________________________________    Phone:  __________________________





Address: _____________________________________________    City: _________________   State: ______    Zip: ________





In Emergency Notify: _______________________________________________     Phone: ____________________________











