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Client/Patient Testimonial Release Authorization Form
Purpose of Authorization: By signing this authorization form, I am providing Living Well Chiropractic and any subsidiaries authorization to distribute and share my testimonial that I provided.  Sharing my testimonial may include posting the information on the company website, posting the testimonial information on Living Well Chiropractic’s social media pages, including my testimonial on printed advertisements and promotions, and inclusion of my testimonial in published material such as books and articles by Living Well Chiropractic through any form of media (print, digital, electronic, broadcast, or otherwise).  I agree that I am voluntarily sharing my testimonial about services from Living Well Chiropractic and I am not receiving financial remuneration from Living Well Chiropractic for providing my testimonial and allowing them to use my protected health information for marketing or other purposes.  

Right to Revoke: I understand that I have the right to revoke this authorization at any time by providing a written request to Living Well Chiropractic at 2500 Conestoga Ave, Suite 2. Honey Brook, PA 19344.  I understand that if I choose to revoke this authorization, it will become effective on the day that the revocation request was approved by Living Well Chiropractic.  Any prior uses and disclosures of my testimonial with my protected health information will not be subject to the revocation of the authorization.  I understand that Living Well Chiropractic will make its best effort to remove my testimonial and protected health information from Living Well Chiropractic’s website and other social media pages; however, that is not guaranteed and any print items such as books and articles published prior to the approval of the revocation of the authorization will not be able to be revoked.  

Components of my Testimonial: I understand that the client testimonial for Living Well Chiropractic may include my name, location, and information provided to the organization in my testimonial.  I understand that all other protected health information that Living Well Chiropractic creates and maintains for purposes of my care will not be used in my testimonial or for marketing purposes without prior authorization per privacy regulations of the state and/or Health Insurance Portability and Accountability Act (HIPAA).  

I agree and acknowledge that I have read and understood all the elements of this authorization for use of my testimonial.  I understand that I may be identified by my first name and last initial.
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