
PATIENT NAME ________________________________

I acknowledge that I have received a copy of Reaves Chiropractic Notice of Privacy 
Practices regarding patient privacy rights.

_________________________________________________________________ 
        Signature           Date

CONSENT FOR ADDITIONAL  PHI DISCLOSURES

Reaves Chiropractic may disclose information concerning my diagnoses or 
treatment to the following persons or offices:

_____________________________________________

_____________________________________________

________________________________
       Signature

________________
       Date
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