
Smyrna, GA

Acknowledgment of Receipt of HIPAA Privacy Notice

I, _______________________________, have received a copy of this office's Notice of
Privacy Practices. I understand I have certain rights to privacy regarding my
protected health information. I understand that this information can and will be
used to:

● Conduct, plan, and direct my treatment and follow-up among the health care
providers who may be directly and indirectly involved in providing my treatment.

● Obtain payment from third-party payers.
● Conduct normal healthcare operations, such as quality assessments and

accreditation.
● Used for appointment reminders by the Practice, mail postcards to me at the

address provided or call my primary number and leave a message on my
answering machine or the voicemail.

I acknowledge that I have the right to authorize access and disclosure of my
personal health record to anyone of my choosing for scheduling, billing,
condition, treatment, and prognosis to the following individual(s):
(Please write ‘none’ if applicable.)

Name: ______________________________________________ Relationship: _____________________

Name: ______________________________________________ Relationship: _____________________

Name: ______________________________________________ Relationship: _____________________

I understand that if I do not sign this Consent evidencing my consent to the uses
and disclosures described above and contained in the Privacy Notice, then the
Practice will not treat me.

Patient name: _______________________________________________

Patient Signature: _______________________________________Date: ______________________

Representative signature: ___________________________________

Relationship: _________________________________ Date: ___________________________



Smyrna, GA

Treatment Consent Form

I understand that healthcare is not an exact science, and results are not guaranteed.

When undergoing treatment, there are certain risks and increased potential for infection,

in addition to a potential for unsuccessful results from the treatment. It is not reasonable

to expect the doctor to anticipate or explain all risks and complications: that an

undesirable result does not necessarily indicate an error of judgment. I knowingly and

willingly consent to receive chiropractic treatment in person. _________ (Initial)

I hereby consent to the chiropractic treatment and procedures, including tests to

manage my condition(s). I acknowledge that Dr. Taelyong and Dr. Sasha are not medical

doctors. I understand that they provide nutritional and other health-related information

to help me attain and maintain my best health.

I understand that in such chiropractic treatment, the doctor(s) will use a natural and

conservative approach to my health needs; chiropractic care utilizes chiropractic

manipulation, adjustments, exercise, nutrition, NeuroEmotional Technique, and various

modes of physiotherapy. I wish to rely on the doctor to exercise judgment during the

course of the procedure, which they feel at the time, based upon the facts then known, is

in my best interest.

I understand that in a chiropractic manipulation or adjustment, I may feel and/or hear

some popping of my joint(s), and cold/hot packs may be used. I understand that I am

responsible for monitoring my condition throughout the treatment and will inform the

office of any unusual symptoms that may occur.

I have been informed that in chiropractic treatment or management of conditions,

such are the known risks:

● Soreness, symptoms, or increased pain may occur temporarily after the first few treatments.



● Nausea or dizziness. In the event that these symptoms are felt, I shall inform my

chiropractor right away.

● Fractures. It is my duty to notify my chiropractor in case I am aware that I have weak bones

or have been diagnosed with any bone-weakening diseases such as osteoporosis. The

chiropractor may also halt the procedure if he or she finds that such or similar conditions

are detected by him or her while under the latter’s care.

● Spinal disc conditions like bulges or herniation. In such cases, I will have to notify my

chiropractor when symptoms arise.

● Stroke. I am informed that there has been no known direct association between chiropractic

treatment and stroke. However, for safety purposes, I shall inform my chiropractor of any

symptoms of neck pains and headache, which are known symptoms of a stroke.

Confirmation

I have read the information above about chiropractic treatment, and my

doctor/chiropractor discussed and explained it to me. I was given the opportunity to ask

questions, all of which were answered to my satisfaction.

I have evaluated all the risks and benefits of the treatment and decided to undergo the

recommended treatment. I hereby give my full consent to the treatment.

Dated this _________ day of ______________________,(Month) 20 ___________ (Year)

______________________________________ Name: ______________________________

Patient signature (please print the name of the patient)

______________________________________ Name: ______________________________

Signature of guardian (please print the name of the guardian)

Office/Witness Signature ______________________________________



Smyrna, GA

Confidential Patient Health Record:

These forms help us understand your health and potential needs. This information is
considered confidential. We need this information to help us determine if chiropractic
care can help you. We will not accept your case if we do not sincerely believe that your

condition will respond satisfactorily to chiropractic care.

Patient name: _______________________________________ Date: _______________________

Address: __________________________________________City: ___________ State: _________ Zip: ________

Email: ________________________________ Phone: (Primary): ________________

(Secondary): ______________________

Preferred method of contact (Default is texting): O Call O Texting

Date of Birth: ________________________________ Age: _______________

My Sex assigned at birth: ____________ My current gender: ____________

Preferred Pronouns: _______________ Marital Status: _______________________

Primary Medical Doctor: _________________________________ Clinic/location: _____________________

May we send health updates to this Physician? (circle) Yes No

Occupation: __________________________________ Employer: ____________________________

Emergency Contact____________________________Phone#_________________Relation:_______________

How did you hear about us? _____________________________

If referred, who can we thank for referring you to our office? _________________________________

Information pertaining to the person responsible for this account:

Name and Phone # (if different from above): ________________________________________

Address: _______________________________________________________________________________



Do you have Medicare or Medicaid health insurance? Yes No

About you:
Would you prefer: (please circle)

a. Temporary symptom relief

b. Correction of the cause of health problems.

Are you willing to take supplements if needed? Yes No

Are you willing to make dietary changes if needed? Yes No

Have you ever been to a Chiropractor before? Yes No

If Yes: Doctor’s Name/office_________________________________Reason for Care: ________________

If Yes: Date of last chiropractic visit (year is fine): _________________________

Reason For Visit: (chief complaint)

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

When did it begin?____________________________________________________________

What caused it? ______________________________________________________________

Have you seen any Doctor in the past for these injuries/conditions?

Doctor: ________________________ Date: ______________________ Treatment: ___________________

Doctor: ________________________ Date: ______________________ Treatment: ___________________

Describe the quality of pain: (circle all that applies)

Sharp Dull Stabbing Aching Tingling Burning Numbing Radiating

Is the pain getting worse? Yes/No

Does anything make it better? Yes/No What? __________________________________________

Does anything make it worse? Yes/No What? __________________________________________



Please List Your Goals below:

____________________________________________________________________________

____________________________________________________________________________

Using the adjacent body chart, please circle

all affected areas:

Does this interfere with: (circle all that applies)

Work Daily Routine Sleep Other:

___________________________________

Have you had this pain before? Yes/No

When: ________________________

Have you recently had any accidents? (trips,

falls, bumps) Yes/No

Health History

Please list ALL over-the-counter and prescription medications you are on and doses.

(Use the back page if needed)

Medication Doses

Please list all known allergies; if not, please write none.

(Use the back page if needed)

Allergy Severity (Mild, Moderate, Severe):



Have you ever been in an auto accident? List all:

___________________________________________________________________________________________________

List any other injuries to your spine, minor or major, that the Doctor should know about:

___________________________________________________________________________________________________

List ALL Surgical operations and years (use another page if necessary):

___________________________________________________________________________________________________

Please Mark C for all current issues you may have:

___ Headaches ___ Migraines ___ Jaw/TMJ Pain ___ Neck Pain

___ Shoulder Pain ___ Arm Pain ___ Upper back Pain___ Mid back Pain

___ Lower back pain ___ Hip/Leg pain ___ Knee pain ___ Foot pain

Please Mark C for all current issues you may have:

___ Dizziness ___ Loss of Balance ___ Thyroid Issues ___ Digestive Issues

___ Loss of energy ___ Depression ___ Asthma ___ Diarrhea

___ Double/Blurry Vision ___ Allergies ___ Chest Pain ___ Constipation

___ Anxiety ___ Sinus ___ Heart problems ___ Bed Wetting

___ Kidney Problems ___ Bladder Problems

___ Menstrual problems ___ Prostate problems

Please Mark C for all current issues you may have:

___ Infertility ___ Tremors ___ Sleep problems ___ GERD/Reflux

___ Stomach problems ___ High/low BP ___ Difficulty Breathing

___ Stroke ___ Cancer ___ Heart Attack ___ Spinal surgery

___ Spinal bone fracture ___ scoliosis ___ Diabetes ___ Arthritis

___ Seizures

If none is listed above: Please fill in here: ____________________________________

I have read and answered the information above and provided my responses to the best

of my abilities. Print Name:__________________________________

Signature ______________________________ Date: _____ / _____ / _____



Smyrna, GA

We are excited to have you here at Alinea Chiropractic! Please review our office policies
before we begin your chiropractic journey with us. If you have any questions, notify the

office so that we may answer them.

Patient Policies

Late appointments:
Alinea Chiropractic will always do our best to honor your appointment time. We
appreciate your patience. However, to ensure that the schedule runs smoothly, if you are
late to your appointment, you forfeit that portion of your time and will be charged for the
fully scheduled appointment, even if the whole time was not utilized.

Compliance:
Please comply with the treatment schedule discussed in your Report of Findings. If you
cannot keep an appointment, please call as soon as possible to reschedule at least 24
hours before the appointment to avoid a penalty. Please let us know if you will not return
so we can note our records accordingly.

Office Behavior:
Please turn off or silence all cell phones. If you need to make or take a call, a chair has
been provided in the hallway.

Children are welcome here as patients. If you bring children with you for your
appointment, you are always responsible for their actions. Our staff may step in and
assist you with your children.

Please do not wear strong perfumes or colognes. We see many patients with allergies or
respiratory problems. Strong scents can impair their progress.

Social Media Privacy Policy
We love social media, but due to the privacy of other patients, we ask that you do not take
any videos, recordings, or pictures in the treatment rooms.

Under the Influence:
We have many patients who are sensitive to the smell of smoke. If you are a smoker, you
must refrain from smoking two hours before you arrive.



Intoxication due to alcohol or other recreational drugs is prohibited before or during
appointment times. If you are under the influence of alcohol or other recreational drugs,
we have the right to deny any services/appointments made during that time, and you will
be charged a missed appointment fee.

Release of Information

I hereby authorize Alinea Chiropractic, LLC and/or their agents:
To give medical or other information to any health care practitioner furnishing

health care services to me or receive information from them under HIPAA standards.

Patient Printed Name ________________________________________________ Date__________________________

Patient Signature ____________________________________________________ Date__________________________


