
Appointment Reminders and Health Care Information Authorization 
 
 

The following office procedures allow Shrewsbury Family Chiropractic to operate in an efficient manner 

and allow us to support our practice members/patients with their care.  By signing below, you are giving 

us authorization to follow through with these procedures.  Should you desire something not be done, 

place a line through anything you refuse and initial. 

 
• We may need to contact you by telephone at home or at work regarding appointments and other matters related 

to care in this office. We also offer an option for text messaging. If you are interested in text messages please fill 

out this portion of the form.  Cell Phone Number:                                 Cell Phone Carrier: 

Authorization Signature: _________________________________________________ 

 

 

• We may need to leave a message with another person (e.g. spouse, co-worker) or on an answering 

machine/voice mail at home or at work regarding appointments and other matters related to care in this office. 

 

• We routinely have mailings (including email) from our office sent to you at your home or email address. 

 

 

You have the right to refuse any part of this authorization without affecting your care or the relationship 

with anyone at Shrewsbury Family Chiropractic.  

 

This authorization may be revoked by you at any time.  Revocation may be accomplished by advising us 

in writing of your desire to withdraw your authorization.  Please allow a reasonable processing time for 

the change in our system to be completed. 

 

Your signature indicates your authorization of these activities (unless crossed out and initialed).  This 

notice is effective as of the date below and expires seven years from the date you last received services in 

this office.  
 

 

            

Patient name printed      Date 

 

            

Patient Signature      SFC representative 

 

        

Personal representative printed     

 

            

Personal representative signature    SFC representative 

 

              

Description of personal representative’s authority to act for the patient/practice member (i.e. relationship).  

 
 

Shrewsbury Family Chiropractic 

6 Hascall Street 

Shrewsbury, MA 01545 

 

 

 

 

 

 

 

 

 



 

 

 

Privacy Notice Acknowledgement 
 

WE AT SHREWSBURY FAMILY CHIROPRACTIC ARE VERY CONCERNED WITH PROTECTING YOUR PRIVACY, 

ESPECIALLY IN MATTERS THAT CONCERN YOUR PERSONAL HEALTH INFORMATION. IN ACCORDANCE WITH 

THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996 (HIPAA), WE ARE 

REQUIRED TO SUPPLY YOU WITH A COPY OF OUR PRIVACY POLICIES AND PROCEDURES. WE ENCOURAGE 

YOU TO READ THIS DOCUMENT CAREFULLY, FOR IT OUTLINES THE USE AND LIMITATIONS OF THE 

DISCLOSURE OF YOUR HEALTH INFORMATION AND YOUR RIGHTS AS A PRACTICE MEMBER/PATIENT.  IF 

YOU EVER HAVE ANY QUESTIONS OR CONCERNS REGARDING THE USE OR DISSEMINATION OF YOUR 

PERSONAL HEALTH INFORMATION, WE WOULD BE HAPPY TO ADDRESS THEM. 

 

I ACKNOWLEDGE THAT I HAVE RECEIVED A COPY OF   SHREWSBURY FAMILY CHIROPRACTIC’S NOTICE 

OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION. 

 

 

_________________________________________  ________________________ 
PATIENT NAME PRINTED      DATE 

 

 

_________________________________________  ________________________ 
PATIENT SIGNATURE      SFC REPRESENTATIVE 

 

 

_________________________________________  
PERSONAL REPRESENTATIVE PRINTED 

 

 

_________________________________________  ________________________ 
PERSONAL REPRESENTATIVE SIGNATURE    SFC REPRESENTATIVE 

 

 
             

Description of personal representative’s authority to act for the patient/practice member (i.e. relationship).  

 

 

 

 

 

 

 

 

 
SHREWSBURY FAMILY CHIROPRACTIC 

DR. BRIAN J. MAHER & DR. LAUREN E. HAMM 

6 HASCALL ST.  SHREWSBURY, MA  01545 

508-845-2778 

 


