
DR. Keith E. Schulz, JR., DC, CCST
12727 W. 14th Ave.
Airway Heights, WA  99001
Ph:  509-244-4818
Fax: 509-244-8945

Chiropractic     Massage     Rehabilitation     Weight Loss
HIPAA - NOTICE OF PRIVACY PRACTICE SUMMARY
-This summary discloses how health information about you may be used. A full notice of your privacy
rights will be provided to you upon your request.
-West Plains Wellness uses health information about you for treatment, to obtain payment for
treatment with your authorization as required, for administrative purposes, and to evaluate the
quality of care that you receive.
-West Plains Wellness values your privacy and will not disclose your personal information without
your written permission, or unless the law authorizes or requires us to do so.
-You have the right to see your medical records at any time. You must provide a written request to
obtain a copy of your medical records. West Plains Wellness reserves the right to charge for these
copies per Washington State Law and will provide copies in a timely manner.
-You may amend your medical records with a written request.
-You may file a written complaint to Chani Brooks and to the Department of Health and Human
Services if you believe your privacy rights have been violated. You will not be retaliated against
for filing a complaint.
-West Plains Wellness must maintain the privacy of protected health information (PHI), provide you
with notice of its legal duties and privacy practices with respect to your health information and
abide by the terms of the notice.
-If you have any questions about your protected health information (PHI), please contact Chani
Brooks at 509-244-4818.
By my signature below, I acknowledge receipt of the Notice of Privacy Practices in one of these
formats:

I have been provided a Hard Copy of the Notice of Privacy Practices (NPP)
I have been given an electronic version sent to my email listed below:
____________________________________________________________________________________
I do not need a copy at this time, but I may ask for one at any time.
__________________________________________________                
Date__________________________________
Signature of Patient or authorized representative

________________________________________________________________________________________________
Printed name if signed on behalf of patient/ Relationship (parent, legal guardian, personal
representative, etc.)

This form will be retained in your health record.



Missed Appointment Policy for ALL West Plains Wellness Services

It is vital to your care that you keep all your appointments, with the exception for emergencies.
Appointment printouts or text/email reminders are provided to help you save the date. If you need
to reschedule an appointment, please call our office and arrange for a make-up appointment. In the
instance of a last minute/rescheduled appointment or a NO SHOW without notice by phone or email
(less than 24 hours of your scheduled appointment time), we reserve the right to charge you a $50
No Call/ No Show Fee for Chiropractic Appointments and Massage Therapy Appointments. If you
accumulate 2 or more no show fees (regardless of reason) for Massage Therapy, we reserve the right
to require payment (a retainer) in advance of your normal fee or billed rate.
We reserve the right to offer/ not offer 2-hour massage sessions at our discretion. If you are
scheduled for a 2-hour massage session, we reserve the right to require payment in advance for, at
minimum, a 1-hour session at your normal rate. If this appointment is cancelled or rescheduled (for
ANY reason) less than 24 hours of your scheduled appointment time, the payment previously made is
non-refundable.
Once you have completed all visits allowed on your claim or referral, and you have successfully
kept all scheduled visits, the retainer previously collected can be refunded or left on your
account as a future credit.

If you are currently being treated under an open Motor Vehicle claim, Worker’s Comp claim, or VA
referral, this fee WILL NOT be billed to your insurance, or on behalf of your claim for Motor
Vehicle Accident and/or Worker’s Comp. You will be personally responsible for this fee, at your
normal massage rate.

Printed Name________________________________________________________
Signature____________________________________________________________
Date________________________________________________________________



I give permission to West Plains Chiropractic (DBA West Plains Wellness) to VERBALLY discuss the
following medical and billing information about me (check all boxes that apply):

Scheduling/Appointment information
Medical information, including my symptoms, diagnosis, medications and treatment plan
Behavioral health information, including my symptoms, diagnosis, medications and treatment plan
Chemical dependency information, including my symptoms, diagnosis, medications and treatment plan
Lab/test results
Billing and payment information
Other (describe):

WPC/WPW has my permission to discuss the above information with:
Name   ■  Street address
City, State, Zip

Home phone
Work phone

Name   ■  Street address
City, State, Zip

Home phone
Work phone

I understand that I have the right to revoke my permission at any time except where WPC/WPW has
already made disclosures in reliance upon this request. I understand that I must notify WPC/WPW in
writing if I want to revoke my permission.

Date

Signature of Patient/Authorized Representative■X
If authorized representative, please sign and attach copies of supporting legal documentation.
Reason patient unable to sign

NOTE: For copies of medical records, contact

—Information sheet on back—
Revised 01022021
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Permission to Verbally Discuss Protected Health Information - Information Sheet



—Completion of this form is optional—

West Plains Chiropractic, P.S. (DBA West Plains Wellness) knows that privacy regulations have an
impact on our customer service to you, especially when it comes to discussing information about you
with family, friends and others you designate who are involved in your care. We have established a
process that allows you to tell us who we may talk with about your medical care. This includes
appointment and scheduling information, lab and test results, treatment information and billing
information.

How can I give others permission to get verbal information about me?
Complete the Permission to Verbally Discuss Protected Health Information form on the reverse side
of this page to let us know to whom we may speak about your information. Check the appropriate
boxes to indicate what information we may discuss. You may also send us a letter with this
information.

How is the information on the form used?
Anytime your designated person calls or makes a request on your behalf, we will verify the
individual has your permission to receive the information and then we will share the information.

What are some examples of when this might be useful?
If an elderly parent wants an adult child to help understand medical treatment instructions
If an adult child is helping with billing questions
If a friend is helping an elderly patient with health issues
If a college student wants information shared with a parent
If an adult child calls to find out his/her parent's appointment time

Can the person I designate also get copies of my medical records?
No, they can only receive verbal information. To get copies of medical records, you must complete a
separate Authorization form available at our clinics, by calling

What if I change my mind?
You can change or revoke (stop) this process at any time by writing to us at the address shown
below. Forms are available at your clinic.

What happens if I don't complete this form?
We will continue to protect your private health information as required by law.

Where do I send the completed form or any changes? Mail to:
West Plains Wellness
Release of Information 12727 W 14th Ave.       ■Airway Heights, WA  99001
OR fax to:
509-244-8945

Call 509-244-4818 with questions.



    Name:_____________________  Date:_______________________ 

 

 

 Rate your level of pain:  1 2 3 4 5 6 7 8 9 10(extreme) 
 How much of your day do you have pain? 10 20 30 40 50  60 70 80 90 100(constant) 
 Pain when at its worst: 12345678910(extreme) 
 Pain when at its best:  12345678910(extreme) 
 My pain started:  gradually    Suddenly 
 My pain has been getting:   Better   Worse   Staying the same 
 Approximate date the pain started:__________________ 
 Activities that make my pain worse__________________ 
 Action that makes the pain better:___________________ 
 Circle those that  describe your pain: dull aching, sharp stabbing, throbbing,  radiating, 

numbness, tingling, tightness,  burning, discomfort, 
 Time of the day the pain is worst:  morning, afternoon, evening, before bed, while sleeping 
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