




 
 
 

Patient Authorization for Use and Disclosure of Protected Health 
Information 

 
 
 

By signing, I authorize Moon Chiropractic to disclose certain protected health information 
(PHI) about me for the following purposes only (please read and check boxes): 

 

□ Confirmation calls for appointments 

□ Email reminders for upcoming events 

□ Newsletter via email 

□ Other _____________________________ 

 
 
 

Signature: _________________________________________________________ 
 

My signature below acknowledges that I have been offered to receive 
a copy of the Practice’s Privacy Notice that has an effective date of 

April 3, 2003. 
 
 

I have the right to revoke this authorization in writing except to the 
extent that the practice has acted in reliance upon this authorization. 
My written revocation must be submitted to the Privacy Officer at: 
Moon Chiropractic, 410 Rouser Road, Moon Township, PA 15108 

 
 

Signed by: ______________________________ ___________ ____________________ 
                    Signature of Patient or Legal Guardian                Date                     Relationship to Patient 

 
 

_____________________________ __________________________________________ 
    Print Patient’s Name                                     Print Name of Legal Guardian if applicable 

 
 
 

 
 
 
 
 
 



 
 

Moon Chiropractic Patient Policies 
 
 

1. Your Treatment- Please follow the treatment plan prescribed to you by Dr. Spiropoulos. Your plan 
is basked on your condition and our ability to treat that condition. If you wish to achieve optimal results, 
you will need to come to your visits, perform your exercises and do your home care. We will give you 
110%. We expect the same effort from our patients. If your condition would change, please alert the 
front desk staff so that Dr. Spiropoulos can properly examine your condition. 
 
2. Appointments- We respect the busy lives of our patients and we give our best to honor their 
appointments with punctuality. We ask that our patients have that same respect for our schedule. We 
respectfully ask that you come to your appointments on time and that if you need to cancel your 
appointment, please do so 24 hours prior to that appointment time. We do understand that things come 
up from time to time with family and work. 
We understand that short notice cancellations will occur. We simply ask that they do not become 
habitual. 
 
3. Cell Phone Usage- We ask that you refrain from cell phone use after leaving the front reception area. 
Cell phone use can have a negative effect on our therapy machines and they disturb the relaxed 
atmosphere of our facility. Please turn your phone off. Thank you. 
 
4. Financial Services- If you have any changes to your insurance during your treatment, it is imperative 
that you alert the front staff. We always want to know what is covered under your plan as it helps to 
eliminate billing mishaps. We ask that each patient make payment upon receiving services. Financial 
arrangements may also be made with our Billing Department. 
 
Thank you for choosing Moon Chiropractic for your healthcare needs. Our goal is to exceed all of your 
expectations, both on a healthcare and customer service basis. In order to do this, we ask you to please 
be compliant with the above policies. 
 
It is our primary goal to make sure that you have an extraordinary experience at our facility. We feel 
very passionate about the positive impact that chiropractic care will have on your life. We depend on our 
patients to spread the word about our commitment to their care. Please, tell your family and friends 
about your experience and encourage them to use our facility when they need us. We truly appreciate 
your referrals! 

 
 
 
 

________________________________________________                   ___________________   
Patient Signature                                                                        Date 
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