
Muscle Works,Inc.
Authorization for Use or Disclosure of Information

for Purposes Requested by Chiropractor (3/03)

In this document, "I" and "my" refer to the patient.
and "Chiropractor" refers to Paul Guerrero. D.C.

I hereby authorize Chiropractor to (check those that apply):
use the following protected health information, and/or
disclose the following protected health information to the follou'ing er.rtit)

Information to be used or disclosed:
Date of service:
Type of service:
Level of detail to be leleased:
Orisin of infolmation:

This protected health infolmation is being used or disclosed for the fbllowing plrrpose s:

This authorization shall be in force and effect until
at which time this authorization to use or disclose this protected health infbmration e spircs.

I understand that I have the right to revoke this authorization, in writing. at anl' timc b1' scncling
such written notification to the Privacy Officer of the Chiropractor, at 707 Escondido Avc. Sr-rile
108 Vista, CA 92084 or410 S. GlendoraAve. Suite 130 Glendola, CA 91741. I nnclerstancl
that a revocation is not effective to the extent that Chiropractor has relied on the use or clisclosul'e
of the protected health information. I understand that information used or disclosecl pLtrsuattt to
this authorization may be subject to re-disclosure by the recipient and uray, uo Iotrge r bc
protected by federal or state law.

Chiropractor will not condition my treatment, payment, enrollment in a irealth plan. or cligibilitv
for benefits (if applicable) on whether I provide authorization for the requestec.l Llse or ciisclosLrrc.

I undelstand that I have the right to inspect or copy the protected health inforuratiott to bc Ltsccl ot'

disclosed as permitted under federal law (or state law to the extent the state lan'ltroviclcs greatcf

access rights) and/or to refttse to sign this authorization.

Sisnature of Patient or Personal Representative Plinted Nanre o1' I)at icnt

Date of Signing


