






Informed Consent to Chiropractic Treatment

The nature of chiropractic treatment:  The doctor will use his/her hands or a mechanical device in

order  to move your joints.  You may feel  a "click" or "pop," such as the noise when a knuckle is

"cracked," and you may feel movement of the joint. Various ancillary procedures, such as hot or cold

packs, electric muscle stimulation, therapeutic ultrasound or dry hydrotherapy may also be used.

Possible Risks: As with any health care procedure, complications are possible following a chiropractic

manipulation.  Complications  could  include  fractures  of  bone,  muscular  strain,  ligamentous  sprain,

dislocations of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or

stroke could occur upon severe injury to arteries of the neck. A minority of patients may notice stiffness

or soreness after the first few days of treatment. The ancillary procedures could produce skin irritation,

burns or minor complications.

Probability of risks occurring:  The risks of complications due to chiropractic treatment have been

described as "rare," about as often as complications are seen from the taking of a single aspirin tablet.

The risk of cerebrovascular injury or stroke, has been estimated at one in one million to one in twenty

million, and can be even further reduced by screening procedures. The probability of adverse reaction

due to ancillary procedures is also considered "rare.”

Other treatment options which could be considered may include the following:

• Over-the-counter analgesics. The risks of these medications include irritation to stomach, liver 

and kidneys, and other side effects in a significant number of cases.

• Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these 

drugs include a multitude of undesirable side effects and patient dependence in a significant 

number of cases.

• Hospitalization in conjunction with medical care adds risk of exposure to virulent 

communicable disease in a significant number of cases.

• Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as 

well as an extended convalescent period in a significant number of cases.

Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other

degenerative changes.  These changes can further reduce skeletal  mobility,  and induce chronic pain

cycles.  It  is  quite  probable that  delay of  treatment  will  complicate  the condition  and make future

rehabilitation more difficult.

Unusual risks: I have had the following unusual risks of my case explained to me.

I have read the explanation above of chiropractic treatment. I have had the opportunity to have

any  questions  answered  to  my  satisfaction.  I  have  fully  evaluated  the  risks  and  benefits  of

undergoing treatment. I have freely decided to undergo the recommended treatment, and hereby

give my full consent to treatment.

____________________________    __________________________   _______________________

PRINTED NAME                                 SIGNATURE                                    DATE



  
 

Informed Consent to Acupuncture Treatment 
 
I hereby request and consent to the performance of acupuncture treatments and other 
procedures within the scope of the practice of Dr. Alexander Leybovich, a licensed 
chiropractor and acupuncturist.  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 needling  sites  that  may  last a few days  and dizziness or fainting.  I understand 
that I should not move while the needles are being inserted, retained, or removed.  Unusual 
risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, 
including lung puncture (pneumothorax).  Infection  is  another  possible risk,  although the 
acupuncturist below  uses  sterile disposable needles and  maintains a clean  and  safe  
environment.   I understand that while this document describes the major risks of treatment 
other side effects and risks may occur. 
 
I will immediately notify the acupuncturist of any unanticipated or unpleasant effects 
associated with the treatment.  I will notify the acupuncturist who is caring for me if I am or 
become pregnant. I do  not expect the acupuncturist to be able  to  anticipate and  explain   all  
risks and  complications of treatment, and  I wish  to rely on  the  acupuncturist to exercise 
judgment during  the  course  of treatment which the acupuncturist things  at the time,  based  
upon  the facts then known,  is in my  best interest.  I understand that results are not 
guaranteed. 
 
I understand the  office medical  and  administrative staff may review my  medical records 
and  lab  reports,  but all  my records will be kept confidential and  will not be released 
without my  written consent. 
 
By voluntarily signing below I show that I have read, or have had read to me, this consent to  
treatment, have been told about the  risks and benefits of acupuncture and  other procedures, 
and  have had an opportunity to ask questions.  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. 

 
CONCLUSION: 
 
I acknowledge and  agree no warranties or  representations have been  made to  me  
regarding the  results I will  achieve from  this program. I understand results are individual 
and may vary.  I acknowledge I have thoroughly read this waiver and release and fully 
understand it is a waiver release of liability. By signing this  document, I am waiving any  
right  I, or my  heirs  and/or assigns, may have to  bring   any  and  all  legal   actions   or  
assert  any  and  all  claims  against Dr. Alexander Leybovich.  I represent and warrant I am 
signing this agreement freely and willfully and not under fraud or duress. 
 
I have read and understand this document: 
 

_________________________    __________________________     ________________________ 
          PRINTED NAME                        SIGNATURE                                   DATE 
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Dr. Alex Leybovich
870 N. Coit Road Suite #2651

Richardson, TX 75080
Phone 972-664-9089

HIPAA NOTICE OF PRIVACY PRACTICES
("Notice")

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

The Chiropractic Practice Covered By This Notice
This Notice describes the privacy practices of Dr. Alex Leybovich ("Chiropractic Practice").
"We" and "our" means the Chiropractic Practice. "You" and "your" means our patient.

How to Contact Us/ Our Privacy Official

If you have any questions or would like further information about this Notice, you can either write
to or call the Privacy Official for our Chiropractic Practice:

CHIROPRACTIC PRACTICE NAME: A-Care Chiropractic & Acupuncture

PRIVACY OFFICIAL: Dr. Alex Leybovich

MAILING ADDRESS: 870 N. Coit Road Suite #2651
Richardson, TX 75080

EMAIL ADDRESS: acarechiropractic@gmail.com

PHONE NUMBER: (972) 664-9089

Information Covered By This Notice

This Notice applies to health information about you that we create or receive and that identifies
you. This Notice tells you about the ways we may use and disclose your health information. It
also describes your rights and certain obligations we have with respect to your health
information. We are required by law to:

-   Maintain the privacy of your health information;
-   Give you this Notice of our legal duties and privacy practices with respect to that

information; and
- Abide by the terms of our Notice that is currently in effect.

Our Use and Disclose of Your Health Information Without Your Written Authorization

Common Reasons for Our Use and Disclosure of Patient Health Information

Treatment. We will use your health information to provide you with chiropractic and/or acupuncture,
therapies, treatment or services. We may disclose health information about you
to chiropractic specialists, attorneys, physicians, or other health care professionals involved in your
care.
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Payment. We may use and disclose your health information to obtain payment from health
plans and insurers for the care that we provide to you.

Health Care Operations. We may use and disclose health information about you in connection
with health care operations necessary to run our practice, including review of our treatment and
services, training, evaluating the performance of our staff and health care professionals, quality
assurance, financial or billing audits, legal matters, and business planning and development.

Appointment Reminders. We may use or disclose your health information when contacting
you to remind you of a chiropractic appointment. We may contact you by using a postcard, letter,
voicemail, or email.

Treatment Alternatives and Health-Related Benefits and Services. We may use and
disclose your health information to tell you about treatment options or alternatives or health-
related benefits and services that may be of interest to you.

Disclosure to Family Members and Friends. We may disclose your health information to a
family member or friend who is involved with your care or payment for your care if you do not
object or, if you are not present, we believe it is in your best interest to do so.

Less Common Reasons for Use and Disclosure of Patient Health Information

 The following uses and disclosures occur infrequently and may never apply to you.

Disclosures Required by Law. We may use or disclose patient health information to the
extent we are required by law to do so. For example, we are required to disclose patient health
information to the U.S. Department of Health and Human Services so that it can investigate
complaints or determine our compliance with HIPAA.

Public Health Activities. We may disclose patient health information for public health activities
and purposes, which include: preventing or controlling disease, injury or disability; reporting
births or deaths; reporting child abuse or neglect; reporting adverse reactions to medications or
foods; reporting product defects; enabling product recalls; and notifying a person who may have
been exposed to a disease or may be at risk for contracting or spreading a disease or condition.

Victims of Abuse, Neglect or Domestic Violence. We may disclose health information to the
appropriate government authority about a patient whom we believe is a victim of abuse, neglect
or domestic violence.

Health Oversight Activities. We may disclose patient health information to a health oversight
agency for activities necessary for the government to provide appropriate oversight of the health
care system, certain government benefit programs, and compliance with certain civil rights laws.

Lawsuits and Legal Actions. We may disclose patient health information in response to (i) a
court or administrative order or (ii) a subpoena, discovery request, or other lawful process that is
not ordered by a court if efforts have been made to notify the patient or to obtain an order
protecting the information requested.

Law Enforcement Purposes. We may disclose patient health information to a law
enforcement official for a law enforcement purposes, such as to identify or locate a suspect,
material witness or missing person or to alert law enforcement of a crime.

Coroners, Medical Examiners and Funeral Directors. We may disclose patient health
information to a coroner, medical examiner or funeral director to allow them to carry out their
duties.

Organ, Eye and Tissue Donation. We may use or disclose patient health information to organ
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procurement organizations or others that obtain, bank or transplant cadaveric organs, eyes or
tissue for donation and transplant.

Research Purposes. We may use or disclose patient health information for research purposes
pursuant to patient authorization waiver approval by an Institutional Review Board or Privacy
Board.

Serious Threat to Health or Safety. We may use or disclose patient health information if we
believe it is necessary to do so to prevent or lessen a serious threat to anyone's health or
safety.

Specialized Government Functions. We may disclose patient health information to the
military (domestic or foreign) about its members or veterans, for national security and protective
services for the President or other heads of state, to the government for security clearance
reviews, and to a jail or prison about its inmates.

Workers' Compensation. We may disclose patient health information to comply with workers'
compensation laws or similar programs that provide benefits for work-related injuries or illness.

Your Written Authorization for Any Other Use or Disclosure of Your Health Information

We will make other uses and disclosures of health information not discussed in this Notice only
with your written authorization. You may revoke that authorization at any time in writing. Upon
receipt of the written revocation, we will stop using or disclosing your health information for the
reasons covered by the authorization going forward.

Your Rights with Respect to Your Health Information

You have the following rights with respect to certain health information that we have
about you (Information in a Designated Record Set as defined by HIPAA). To exercise
any of these rights, you must submit a written request to our Privacy Official listed on
the first page of this Notice.

Access. You may request to review or request a copy of your health information. We may
deny your request under certain circumstances. You will receive written notice of a denial and
can appeal it. We will provide a copy of your health information in a format you request if it is
readily producible. If not readily producible, we will provide it in a hard copy format or other
format that is mutually agreeable. If your health information is included in an Electronic Health
Record, you have the right to obtain a copy of it in an electronic format and to direct us to send it
to the person or entity you designate in an electronic format. We may charge a reasonable fee
to cover our cost to provide you with copies of your health information.

Amend. If you believe that your health information is incorrect or incomplete, you may request
that we amend it. We may deny your request under certain circumstances. You will receive
written notice of a denial and can file a statement of disagreement that will be included with your
health information that you believe is incorrect or incomplete.

Restrict Use and Disclosure. You may request that we restrict uses of your health information
to carry out treatment, payment, or health care operations or to your family member or friend
involved in your care or the payment for your care. We may not (and are not required to) agree
to your requested restrictions, with one exception. If you pay out of your pocket in full for a
service you receive from us and you request that we not submit the claim for this service to your
health insurer or health plan for reimbursement, we must honor that request.

Confidential Communications: Alternative Means, Alternative Locations. You may request
to receive communications of health information by alternative means or at an alternative
location. We will accommodate a request if it is reasonable and you indicate that
communication by regular means could endanger you. When you submit a written request to
the Privacy Official listed on the first page of this Notice, you need to provide an alternative
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method of contact or alternative address and indicate how payment for services will be handled.

Accounting of Disclosures. You have a right to receive an accounting of disclosures of your
health information for the six years prior to the date that the accounting is requested except for
disclosures to carry out treatment, payment, health care operations (and certain other
exceptions as provided by HIPAA). The first accounting we provide in any 12-month period will
be without charge to you. We will charge a reasonable fee to cover the cost for each
subsequent request for an accounting within the same 12-month period. We will notify you in
advance of this fee and you may choose to modify or withdraw your request at that time.

Receive a Paper Copy of this Notice. You have the right to a paper copy of this Notice. You
may ask us to give you a paper copy of the Notice at any time (even if you have agreed to
receive the Notice electronically). To obtain a paper copy, ask the Privacy Official.

We Have the Right to Change Our Privacy Practices and This Notice

We reserve the right to change the terms of this Notice at any time. Any change will apply to
the health information we have about you or create or receive in the future. We will promptly
revise the Notice when there is a material change to the uses or disclosures, individual's rights,
our legal duties, or other privacy practices discussed in this Notice. We will post the revised
Notice on our website (if applicable) and in our office and will provide a copy of it to you on
request. The effective date of this Notice (including any updates) is in the top right-hand corner
of the Notice.

To Make Privacy Complaints

If you have any complaints about your privacy rights or how your health information has been
used or disclosed, you may file a complaint with us by contacting our Privacy Official listed on
the first page of this Notice.

You may also file a written complaint with the U.S. Department of Health and Human Services
Office for Civil Rights.

The privacy of your health information is important to us. We will not retaliate against you in any
way if you choose to file a complaint.

______________________________________
Printed Name of Patient

______________________________________
Signature of Patient

______________________________________
Date
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