
Bara Family Wellness Center
3532 Independence Drive

Homewood, Alabama 35209
205-879-5799

THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION 
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS 
TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY

In the course of your care as a patient at Bara Family Wellness Center we may use or disclose 
personal and health related information about you in the following ways:

 Your personal health information, including your clinical records, may be disclosed to 
another health care provider or hospital if it is necessary to refer you for further 
diagnosis, assessment or treatment.

 Your health care records as well as your billing records may be disclosed to another 
party, such as an insurance carrier, an HMO, a PPO, or your employer, if they are or may 
be responsible for the payment of your services.

 Your name, address, phone number, email address and your health care records may be 
used to contact you regarding appointment reminders, birthdays, special events, 
information about alternatives to your present care, or other health related information 
that may be of interest to you.

If you are not at home or work to receive an appointment reminder, a message may be left on 
your answering machine.  Further, you have the right to inspect or obtain a copy of the 
information we will use for these purposes.  You also have the right to refuse to provide 
authorization for this office to contact you regarding these matters.  If you do not provide us with 
this authorization it will not affect the care provided to you or the reimbursement avenues 
associated with your care.

Under federal law, we are also permitted or required to use or disclose your health information 
without your consent in these following circumstances:

 If we are providing health care services to you based on the orders of another health care 
provider.

 If we provide health care services to you in an emergency.

 If we are required by law to provide care to you and we are unable to obtain your consent 
after attempting to do so.

 If there are substantial barriers to communicating with you, but in our professional 
judgment we believe that you intend for us to provide care.

 If we are ordered by the courts or another appropriate agency.

Any use or disclosure of your protected health information, other than as outlined above, will 
only be made upon your written authorization.

We normally provide information about your health to you in person at the time you receive 
chiropractic care from us.  We may also mail information to you regarding your health care or 



about the status of your account.  If you would like to receive this information at an address other 
than your home or, if you would like the information in a different form please advise us in 
writing of your preferences.

You have the right to inspect and/or copy your health information seven years from the date that 
the record was created or as long as the information remains in our files.  In addition, you have 
the right to request an amendment to your health information.  Requests to inspect, copy, or 
amend your health related information should be provided to us in writing.

We are required by state and federal law to maintain the privacy of your patient file and the health 
protected health information therein.  We are also required to provide you with this notice of our 
privacy practices with respect to your health information.

We are further required by law to abide by the terms of this notice while it is in effect.  We 
reserve the right to alter or amend the terms of the privacy notice.  If changes are made to our 
privacy notice we will notify you in writing as soon as possible following the changes.  Any 
change in our privacy notice will apply for all of your health information in our files.

Information that we use or disclose based on this privacy notice may be subject to re-disclosure 
by the person to whom we provide the information and may no longer be protected by the federal 
privacy rules.

If you have a complaint regarding our privacy notice, our privacy practices or any aspect of our 
privacy activities you should direct your complaint to: Stanley J. Bara III, D.C.

If you would like further information about our privacy policies and practices, please contact: 
Stanley J. Bara III, D.C.

This office utilizes an “open-care” environment for ongoing patient care.  “Open-care” involves 
several patients being seen in the same room at the same time.  Patients are within sight of one 
another and some ongoing routine details of care are discussed within earshot of other patients 
and staff.  This environment is used for ongoing care and is NOT the environment used for taking 
patient histories, providing examinations or presenting reports of findings.  These procedures are 
completed in a private, confidential setting.  The use of this format is intended to make your 
experience with our office more efficient and productive as well as to enhance your access to 
quality health care and health information.  If you choose not to be seen in an “open-care” 
environment, other arrangements will be made for you.

This notice is effective as of ________________________.  This notice, and any alterations or 
amendments made hereto will expire seven years after the date upon which the record was 
created.  My signature acknowledges that I have received a copy of this notice.

_________________________   _________________________   ___________________
Printed name                              Signature                                     Date

If you are a minor, or if you are being represented by another party:

_________________________   _________________________   ___________________
Personal representative             Signature                                    Date

Description of authority to act on behalf of the patient:

________________________________________________________________________



NETWORK SPINAL ANALYSIS (NSA)

Consent Form

I hereby request and consent to receiving spinal care, including wellness education in this office by a chiropractor(s) who 
provides Network Spinal Analysis (NSA) Care, a low force approach which has unique outcomes and clinical results. This 
practitioner(s) chooses to practice NSA, as he/she is profession ally and personally confident in regard to the safety and 
effectiveness of this form of care.

This office provides care in accordance with the Council on Chiropractic Practice Guidelines and the Canon of Ethics of the 
Association for Network Care, and my doctor(s) has been trained in traditional chiropractic care and certified in the procedures 
of Network Spinal Analysis Care.

The purpose of this consent form is to help me better understand the nature of the services offered in this office and our mutual 
responsibilities. This fosters a more effective relationship and avoids misunderstandings regarding expectations. Having well 
understood expectations is anticipated to promote a greater sense of safety and healing.

NSA does not attempt to manually, or by instrument, manipulate spinal fixations structurally (often associated with a snapping 
or popping sound), nor does it directly treat painful areas of the spine and body.  Instead, by enhancing my body’s awareness 
of itself and specifically my spine, I understand I can develop new strategies for healing, adapting to stress, and 
experiencing wellness. These strategies promote spontaneous self-correction and self-regulation of spinal tension patterns 
and healing.

NSA consists of gentle touch contacts along the neck and back to achieve greater communication between the brain and body, 
and new sensory and motor strategies. NSA adopts an approach associated with somatic (body/spinal awareness) training. 
There is a body of research characterizing NSA care and documenting its unique and significant wellness benefits. I understand 
I may obtain copies of published research articles and/or abstracts in this office.

I am aware that I will be receiving gentle touch Network adjustments, also called entrainments. Assessments of my progress 
will include monitoring of my spine and body awareness, responsiveness to inner rhythms, tension, and ease patterns. At 
regular intervals, following commencement of care, re-assessments will be performed. These will include my personal 
perception of my wellness and my awareness of my spine and body-mind changes. My chiropractor(s) will report to me the 
improvement in my spinal and nervous system integrity and my ability to self-regulate tension and to re-organize my spine.

NSA is advanced through a series of Levels of Care. Each Level of Care involves the development of new and unique 
spontaneous spinal wave motions, other body movements, and oscillations. These waves, which are suggested to be associated 
with the greater spinal stability, the re-distribution of energy, and the transfer of internal information are also associated with 
greater wellness, improved quality of life, and in creased life enjoyment.

I also understand that, in addition to NSA care and wellness education, my practitioner(s) may perform additional examinations 
or assessments and offer health/spinal care or advice that is consistent with my individual needs.



Please Read and Sign the Following:

It has been explained to my satisfaction and I understand that the care offered at this office is not a form of or replacement for, 
the diagnosis or treatment of any symptom, disease, or malady. Instead, it is a form of wellness care and self-education that 
empowers my connection with my body-mind and develops new strategies for spinal and nervous system integrity and 
wellness. It develops new capacities in my body for the identification of spontaneous release of, and redirection of tension, 
including those that are unique to NSA care.

It is common for people receiving NSA care to breathe more deeply and more fully, engaging the spine with their respiration, 
to spontaneously adapt postures that release or redistribute tension, to bust stress, and to experience more of their inner life 
energy. I understand it is common to experience a wider range of motion and emotion during care. It is common, as care 
progresses, to find new options in the body and in life, which often lead to significant life changes.

This form of care is NOT suggested for those individuals who wish to remove a symptom or condition without the 
occurrence of other fundamental changes in their lives. The care in this office often promotes significant changes in health 
choices, lifestyle, experience of the body-mind, emotion, and consciousness.

Rather than attempting to simply return me to my previous state minus a symptom, this chiropractor instead chooses to help me 
achieve new levels of wellness and life potential that I may never have had before.

Although in this office we seek to help you develop new strategies for wellness and spinal and nerve system integrity, as a 
chiropractor the sole condition of concern is that of the vertebral subluxation. Our insurance carrier requires that the following 
information be given to you and signed by you prior to commencing care.

In Network Care, we categorize these subluxations into two categories, a structural segmental distortion and a spinal cord/nerve 
elongation or stretching. Through the gentle force applications at the spine to enhance spinal and nerve system integrity, 
subluxations are corrected. This is the only condition that we address in our office.

The only condition we offer to diagnose and correct is the vertebral subluxation and loss of spinal and neural integrity in 
relationship to this. We do not offer to diagnose or treat any other condition, disease, or symptom. If during the course of our 
spinal assessment/examination we encounter non-chiropractic or unusual findings, we will advise you of this. If you desire 
advice on further diagnosis or treatment of this condition, situation or circumstance, we will recommend that you seek the 
services of another health care provider whose practice is geared towards such differential diagnosis and treatment.

I have read, or have had read to me the CONSENT TO RECEIVE NETWORK SP1NAL ANALYSIS (NSA) CARE and 
understand that the care in this office is different from what many consumers may expect from chiropractors practicing 
manipulative therapy. I agree to receive care, which consists of or includes NSA care and wellness education. I understand 
that I am not passive in this process, but that I am an active participant in my care and in my healing.

________________________________________________

            PRINTED NAME OF PRACTICE MEMBER

________________________________________________ ___________________

            SIGNATURE OF PRACTICE MEMBER DATE

________________________________________________

                   PRINTED NAME OF WITNESS

________________________________________________ ___________________

                      SIGNATURE OF WITNESS DATE

Copyright 2004 Wise World Enterprises, LLC All Rights Reserved


