BACK TO HEALTH CHIROPRACTIC
KEBBY MARGARETICH, D.C.
652 SOUTH AUBURN STREET

GRASS VALLEY, CA 95945

(530)-273-4102 P
(530) 273-6826 F

dockebby@gmail.com
NOTICE OF PRIVACY PRACTICES 

All information obtained from you by this office is protected and kept confidential. Every reasonable measure to prevent unauthorized disclosure of your health information is practiced. 

USES AND DISCLOSURES

1.
Your protected health information is accessed and used for healthcare related purposes only.

2.
Your protected health information is never sold, rented, transferred, exchanged, and/or used for non-healthcare related purposes marketing activities without your written authorization. 

3.
Your protected health information is disclosed to third-party entities without your written authorization for purpose of treatment, to obtain payment for treatment, and for healthcare operations. 

CERTAIN CIRCUMSTANCES

Your protected health information can be disclosed without your written authorization in certain limited circumstances. 

1.
Medical emergencies

2.
In situations required by law

3.
Individuals involved in your care. 

4.
When requested by a law enforcement agency

For any purpose other than treatment, obtaining payment, healthcare operations or certain circumstances. We will ask for you written authorization to disclose protected health information, you can revoke that authorization in writing at any time. 

PATIENT RIGHTS

1.
You have the right to request in writing to inspect and/ or receive a copy of your health information. 

2.
You have the right to request an alternate means or location to receive communications regarding your health information. 

3.
You have the right to request in writing to amend, correct, or delete any recorded healthy information within our possession

4.
You have the right to request in writing to restrict some of the uses and disclosures of your health information

5.
You have the right to request in writing an accounting of certain disclosures of your health information that were made by this office. 

*Conditions and limitations may apply; obtain additional information from front desk.

Changes to this notice: We reserve the right to change practices and the conditions of this notice at any time and without prior notice. In the event of changes, and update notice will be posted and a copy will be sent to you. 

I, __________________________________________, have had full opportunity to read and consider the contents of you Notice of Privacy Practices. I understand that by signing this consent form. I am giving my consent to your use and disclosure of my protected health information to carry out treatment, payment activities and healthcare operations. 

Signature____________________________________________________ Date____________________________

If this consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal representative’s name___________________________________________________________

Relationship to the patient _______________________________________________________________

I authorize Dr. Margaretich and staff to communicate with _________________________________________________









Spouse/Partner or Guardians 

about my protected health care information.

Signature ___________________________________________________ Date __________________________ 

