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Informed Consent to Receive Network Spinal Analysis (NSA) Care 
 
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. The practitioner(s) chooses to practice NSA, as he/she is professionally 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 Guidelines and the Canon of Ethics of the Association for Reorganizational Healing Practice, 
and my doctor(s) has been trained in traditional chiropractic care and certified in the procedures of Network Spinal Analysis (NSA) 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 Entrainments, also called entrainments or Network Adjustments. 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 my care, 
reassessments 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 reorganize 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 redistribution of energy, and the transfer of internal 
information, are also associated with greater wellness, improved quality of life, and increased 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. 

I am aware that the nature of the treatments here at Aloha Sophia Wellness, are considered to be wellness care and not medically necessary. As a result, these services are 
also considered non-covered with Third-Party Payers. Therefore, no claims are ever submitted, nor will claims be provided to me to submit, to these types of insurance 
plans. 

I hereby request and consent to the performance of Network Entrainments, including wellness education and any supportive healing modalities on me (or on the practice 
member named below, for whom I am legally responsible) by the doctor of chiropractic, Sophia Renée Rodrigues, and/or other licensed doctors of chiropractic and 
support staff who now or in the future treat me while employed by, working or associated with or serving as back-up for the doctor of chiropractic, Sophia Renée 
Rodrigues, including those working at Aloha Sophia Wellness, LLC or any other office, whether signatories of this form or not. 

It has been explained to my satisfaction, and I understand that 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. 

I have had the opportunity to discuss with the doctor of chiropractic, Sophia Renée Rodrigues, and/or with other office personnel, the nature and purpose of the Network 
Spinal Analysis (NSA) Care offered in this office. I understand results are not guaranteed and there is no promise of cure. 

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 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 develop new strategies for wellness and spinal and nervous system integrity, as a chiropractor the sole condition of concern is that of 
vertebral subluxation. In NSA 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 nervous 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 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. 
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I further understand and have been informed that there are other treatment options available to me other than the Network Spinal Analysis (NSA) Care provided in this 
office and that I have the right to a second opinion and to secure other options if I have concerns to the nature of my symptoms and treatment options. 

I have read, or have had read to me, the Consent to Receive Network Spinal AnalysisTM (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. 
_______________________________________________________________  
  
Aloha Sophia Wellness Special Notice for Medicare & Insurance Patients 
 
Dr. Sophia and the team here at Aloha Sophia Wellness, are dedicated to providing you with the best healthcare possible, with the goal of helping you reach your optimal 
health and function. For that reason, we will always recommend everything you need for the benefit of your condition and will not make recommendations based only on 
what your insurance will cover. The decision to proceed with care is always up to you, the patient, since your healthcare choices are a personal decision. With that in 
mind, this notice is intended to help you understand what is covered by Medicare, or other Third-Party Payers, in our office, and what may be your responsibility. 
 
Medicare covers ONLY spinal adjustments (chiropractic manipulative treatment), when the doctor feels they meet Medicare’s requirement of medical necessity. At 
Aloha Sophia Wellness we do not perform this type of chiropractic manipulation. Therefore, all services that we deliver here in our office are excluded by Medicare 
because they are ordered or delivered by a chiropractor. They are statutorily non-covered services. This includes those items listed below: 
 
• E/M services (examinations) 
• Network Spinal Analysis treatments 
 
The nature of the treatments here at Aloha Sophia Wellness, are considered to be wellness care and not medically necessary. As a result, these services are also 
considered non-covered with Third-Party Payers. Therefore, no claims are ever submitted to these types of insurance plans. 
 
Remember, in this office it is our policy never to turn any patient away from care due to financial circumstances. We offer options to assist you with your financial 
responsibility and will explain these to you in detail.  
 
We are happy to include you in our practice family. Please let us know if you have any questions related to your treatment here at Aloha Sophia Wellness. 
________________________________________________________________ 
 
Covid-19 Protocol 
 

Please review the following guidelines to keep everyone protected during the COVID-19 Pandemic. We are following EPA guidelines and instituting national and state 

guidelines throughout the entire office, with our cleaning and disinfecting procedures, extensive cleaning after each patient, staggering of appointments by seeing only 

one person or family unit at a time, requiring all to wear a mask, and rearranging our reception area to ensure a safe and clean environment for all. 

   

Here are a few guidelines we ask that you follow to continue to make our office a safe environment to receive your chiropractic care! 

  

 Self-Screening Practices: A few things for you to be aware of BEFORE you come in. 

 Please take your temperature at home before you come in for your appointment. If it is 100.4 or above, call our office and reschedule your appointment. If you 

forget to do this prior to your visit, make sure to ask the front desk staff to take your temperature with our non-contact forehead thermometer. 

 We also recommend that you wash your hands before and after your appointments. 

 If you have traveled off island in the last 14 days or have been exposed to someone with cold or flu-like symptoms in the past week, please call and let us know 

before your appointment. 

 If you have a fever, productive or non-productive cough, bronchitis or a respiratory infection, shortness of breath, sore throat, runny nose, sneezing, 

watery eyes, or sinus pain/pressure not related to seasonal allergies, nausea, vomiting, diarrhea, loss of taste or smell, or fatigue, headaches or 

weakness, call the office before your appointment to reschedule. 

 Remember to bring your face mask and kindly know, your face mask must be worn the entire time you are on the Aloha Sophia Wellness premises.  

 

Appointment Safety Practices: To minimize patient contact and support people in maintaining a safe distance WHILE IN THE OFFICE. 

 Please arrive for your appointment 10 minutes prior to your time and call or text (415) 385-1792 to notify the front desk staff you have arrived. They will let 

you know when the office is ready for entry. Please wait either in your car or wait outside on one of our chairs in front of the office, until the staff notifies you it is 

time to come in. 

 Before you enter the office, put on your face mask and please honor a 6’ distance between yourself, the front desk staff and other practice members, while on 

the premises, at all times. 

 Couples and family units will enter the office together and be seen together and individuals will enter the office one at a time and will be seen privately. 

 Sadly, we request that only “air hugs” and smiles be given at this time. 

 Please minimize your personal belongings to keys & payment only, empty your pockets, removes belts etc. and leave all personal belongings in your 

car including your cell phone and leave your shoes & minimal belongings on the shoe rack outside.     

 Handle payments & scheduling by phone, by securely placing a credit card on file, or by bringing in a check already made out to Aloha Sophia Wellness, LLC, 

or bringing exact cash, in an envelope, and then giving payment directly to Dr. Rodrigues. 

 The front desk staff will be thoroughly spraying and disinfecting the chiropractic tables before each visit, and sanitizing the office after every patient 

interaction, so you don’t have to, and this allows us to standardize our cleaning process. 
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____________________________________________________________ 
 
Notice of Privacy Practices 

Your Rights & Our Responsibilities 
Effective: 02/04/19 

This Notice of Privacy Practices describes how we may use and disclose your Protected Health Information (PHI) to carry out treatment, payment or health care 
operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your PHI. “Protected Health 
Information” is information about you, including demographic information that may identify you and that relates to your past, present or future physical health condition 
and related health care services. Please review it carefully. 

OUR RESPONSIBILITIES: 
By law, we are required to: 
• Keep your health information private 
• Give this Notice to you, and describe our legal duties and privacy practices, and your rights 
regarding your health information 
• If you have a personal representative, such as a legal guardian, we will treat that person as if that person is you with respect to disclosures of your health information. 
• We are required to notify you by first class mail or by email (if you have indicated a preference to receive information by e‐mail), of any breaches of Unsecured 
Protected Health Information (PHI) as soon as possible, but in any event, no later than 60 days following the discovery of the breach. 
• To provide you with notice, such as this Notice of Privacy Practices and abide by the terms of our most current Notice of Privacy Practices; 
• Notify you if we are unable to agree to a requested restriction. 

The effective date of the Notice is printed on the first and last pages. The Notice is posted on our website at 
www.alohasophia.com. You may contact the Privacy Officer to request a copy of the current Notice. See the last page for the Privacy Officer’s phone number and 
address. 

Changes to the Terms of this Notice 
We reserve the right to change our practices and to make the new provisions effective for all your health information that we maintain. Should our information practices 
change; a revised Notice of Privacy Practices will be available upon request. We will not use or disclose your health information without your authorization, except as 
described in our most current Notice of Privacy Practices. If you have limited proficiency in English, you may request a Notice of Privacy Practices in Spanish, or other 
languages. 

When You Receive the Notice 
You will be asked to sign a form to show that you received the Notice. If you do not sign the form, we will continue to care for you, and we will use or disclose your 
health information as needed for treatment, payment or health care operations. 

HOW WE MAY USE OR DISCLOSE YOUR HEALTH INFORMATION 
On the next few pages, we describe the ways we may use or disclose your health information. For each type of use or disclosure, we explain what we mean and give one 
or more examples. We are not able to list every possible example. 

How Your Health Care Information May Be Used or Disclosed 
Medical information, including health history, is collected from you upon your initial visit and on subsequent visits, and is then stored on your health chart and in your 
patient file. 

Your health chart is referred to in this practice as a “travel card” and contains the most relevant information the doctor needs during your visits. While you are an active 
patient, your travel card is stored in an open filing system that is accessible to our staff. This open filing system is off-limits to anyone but our staff. 

Any additional health information or related documents are stored in your patient file. Active and non-active patient files are kept in secured storage and are off-limits to 
anyone but our staff. 

Medical information will be used in the assessment of your condition and in the need for health care or referral purposes. Some of your medical information will be 
transferred to a computer program for the purposes of retrieval, storage, scheduling, billing, and payment purposes. 

The medical information contained on your travel card and in your patient file will be stored by Aloha Sophia Wellness, LLC for a period of no less than seven (7) years. 

Healthcare Treatment 
• We use your health information to plan your care and treatment to serve your health needs. 
• We may disclose your health care information to the other doctors and staff within our practice for the purpose of treatment, payment or healthcare operations. 
• Computerized surface EMG, thermography, or posture analysis programs to assist in patient health care. 
• In addition, we may also disclose your health care information to the person or persons responsible for your health care, such as a parent, other family members or a 
nurse. 
• On occasion, it may be necessary to seek consultation regarding your condition from other health care providers associated with Aloha Sophia Wellness, LLC, or to 
communicate with other providers such as referring physicians. 



Aloha Sophia Wellness, LLC 
4228D North Waiakalua Street, Kilauea, HI 96754 
Phone: 808-828-0418 
www.AlohaSophia.com info@alohasophia.com 

 
Payment 
• The health care we provide is considered Wellness or Preventative Maintenance Care. Most insurance policies are written specifically to reimburse for symptom care, 
meaning sickness care. Therefore, we do not bill any insurance company directly, nor do we provide any itemized billing statement containing health information, that 
your insurance company would need for patient reimbursement of services. However, as a courtesy, we can provide you with an itemized billing statement that will only 
contain the dates of your wellness visits and a listing of charges. 
• In the case a patient submits the itemized billing statement not intended for insurance company reimbursement, and your health insurance requests your health 
information, then your health information may be disclosed to your health insurance company. 
• In the event of an overdue balance, it is our policy to send a billing notice to your primary address on file, or by email (if you have previously given permission to 
receive email communications). This billing notice will contain the dates of your recent visits and a listing of overdue charges. 

Health Care Operations 
We may use or disclose your health information to support our day-to-day activities related to health care. For example: 
• For quality and outcome assessments for improvement of care we render. 
• Communicate with contracted third‐party business associates for services, such as answering services, transcriptionists, record keeping, consultants, and legal counsel. 
• Communicate to you via newsletters, mailings, or other means regarding treatment options, health related information, disease management programs, wellness 
programs, or other community-based initiatives or activities in which our practice is participating. 
• We may use your health information to evaluate the skills of the employees who cared for you. 
• If a translator is needed to help us communicate with you, we may disclose your health information to the translator. 
Compliance with the Law 
• As Required by Law. We use or disclose health information if a law or rule requires or permits the use or disclosure. We will disclose health information to the 
Secretary of the Department of Health and Human Services if the Secretary wishes to check how we are following the law and protecting your health information. 
• Court Orders and Other Legal Proceedings. We disclose health information in response to a court order, discovery request or subpoena, under certain circumstances. 
• Law Enforcement. We may disclose your health information to a law enforcement official for purposes such as identifying or locating a suspect, fugitive, material 
witness or missing person, complying with a court order or subpoena, warrant, summons, and other law enforcement purposes, if authorized under state or federal law. 
• To Avoid Harm. To avoid a serious threat to the health or safety of a person or the public, we may disclose health information to the police or other persons who can 
prevent or lessen the threat. 
• Funeral Arrangements. We may disclose health information about a person who has died to a funeral director, coroner or medical examiner, to help them carry out their 
duties. We may also disclose health information to an executor or administrator of your estate to the extent that person is acting as your personal representative. 
• Military Activity or National Security. We may disclose your health information for military, national security, prisoner and government benefits purposes. We may 
disclose health information about Armed Forces personnel to military authorities. We may disclose health information to federal officials who conduct national security 
or intelligence operations such as protecting the President of the United States. 

Public Health and Safety Issues 
• As required by law, we disclose health information to public health authorities for purposes related to: preventing or controlling disease, injury or disability, reporting 
child abuse or neglect, reporting domestic violence, reporting to the Food and Drug Administration problems with products and reactions to medications, and reporting 
disease or infection exposure. 
• Product Recalls 

Incidental Disclosures 
Aloha Sophia Wellness, LLC maintains an open adjusting room and an open reception area. The doctors or staff may need to discuss an aspect of your health care or 
health care information with you while you are in these areas, such as when scheduling appointments, collecting payment or during your Network Entrainment. While 
these communications are intended to be private, please know that it may not be possible to prevent another patient from overhearing these conversations. If you need to 
have a completely private discussion with the doctor regarding your care, you may request to speak to the doctor in a private room or to schedule a private discussion 
with the doctor, either in person or by telephone at a later time. 

In addition, during your Network Entrainment your travel card will be kept on a table next to you in the open treatment area for the purpose of the doctor recording notes. 
Despite this being an open treatment room, the area is supervised, and the medical information is typically not immediately viewable by other patients. 

As a courtesy to our patients, it is our policy to make a reminder call to your primary phone number in the following situations: 
• After any missed appointments. 
• Prior to any scheduled initial visits, report of findings, SRI or reevaluation appointments 
• Prior to scheduled classes and groups for those who have signed up. 

If you do not answer, we leave a reminder message on your voicemail. Should someone other than you answer without you being available to speak with, we will only 
ask to have you call our office and not relay any other information, unless permission has previously been granted by you on our Use and Disclosure Form. We will 
always clarify to whom we are speaking with on the phone. No personal health information will be disclosed during this recording or message other than a request to call 
our office to reschedule your appointment. 

These courtesy calls are made during normal business hours at the open reception area, and as such these calls may be overheard by other patients in the reception area at 
that time. However, phone conversations will always be kept as private as possible regarding disclosure of your health information. 

If you have given us permission to communicate with you via email or text, we may choose to communicate with you via these outlets, rather than with a phone call, but 
only if you have previously granted us permission to do so. 

We may from time to time offer various classes or groups. Sign-up sheets for these groups will be available to patients at the front reception desk. These sign-up sheets 
will display the name, phone number and email of each person who has signed up. 
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Aloha Sophia Wellness, LLC may maintain a bulletin board or binder for our patients to voluntarily post business cards, event notices, and services provided by our 
patients. Although this information may reveal who is or has been a patient at Aloha Sophia Wellness, LLC, this board or binder does not contain any personal health 
information. However, the information posted is viewable by anyone that comes into the practice. All material posted on the bulletin board or put in the binder is 
reviewed and approved by staff prior to being posted. 

Miscellaneous Correspondences 
When a new patient begins to receive care from Aloha Sophia Wellness, LLC, it is our practice, as a token of gratitude, to give a thank-you card to the patient that 
referred them, if any. 

It is also our practice to send birthday cards to our patients to their address on file near the time of their birthday. 

Change of Ownership 
In the event that Aloha Sophia Wellness, LLC is sold or merged with another organization, your health information/record will become the property of the new owner 

Your Authorization is Required for All Other Uses or Disclosures 
We will not use or disclose your health information for any purpose that is not listed in this Notice of Privacy Practices, unless you have given us a signed authorization 
form. If, after signing the authorization form, you change your mind, you may ask us to stop any future use or disclosure. You must make your request in writing. We 
will honor your request, but we cannot undo any of the uses or disclosures we have already made prior to receiving your request. 

YOUR PROTECTED HEALTH INFORMATION RIGHTS 
You have the following rights with regard to your protected health information: 

• The right to ask us not to use or disclose your health information for treatment, payment or health care operations or request restrictions on certain uses and disclosures 
of your health information. The right to ask us to limit the information we share. You have the right to list individuals who are involved in your care and, as a result, to 
whom PHI can be disclosed; a PHI Use and Disclosure Authorization form will be provided to you. You also have the right to restrict payer access. If you pay for a 
service or health care item out-of-pocket in full, you can ask us not to share that information for the purpose of payment or any operations with your health insurer. You 
must make your request in writing to our privacy office; a Request to Restrict Disclosure to Health Plan form will be provided upon request. 

• The right to ask us to send health information to you in a different way. The right to request confidential or alternative communication. After initialing completing a 
PHI Use and Disclosure Form indicating your preferences for how we will communicate with you, you may request in the future that we communicate with you about 
medical matters in a certain way or at a certain location other than what was previously authorized. For example, you can ask that we only contact you at work or by e‐
mail. You may also request other alternative communications; you must make your request in writing to our privacy officer, a Request for Alternative Communications 
form will be provided upon request. 

• The right to ask to see or get a copy of your health information. Upon request, we will supply you with a Request to Inspect or Copy Patient Information form. The 
form contains the name of our privacy official and his/her contact information. We will provide a copy or a summary of your health information, usually within 30 days 
of your request. We may charge a reasonable fee for cost of labor, postage, and supplies associated with your request in compliance with state and federal laws regarding 
medical records request. 

• The right to ask us to correct or amend your health information. Upon request, we will supply you with the Request to Amend Patient Record Form. You must make 
your request to correct your medical records in writing and explain the reasons for your request. Please be advised, however, we are not required to agree to amend your 
health information. We may deny your request for an amendment if it is not in writing or does not include a reason to support the request. We will respond to your 
request within 60 days in writing. 

• The right to get a list of disclosures of your health information. You may ask us to give you a list of the times we disclosed your health information. A Request for 
Accounting of Disclosure of PHI form will be provided upon request. We will respond to your request within 60 days. We are not required to list all disclosures. For 
example, the list will not include disclosures for treatment, payment or health care operations (TPO). The first accounting of disclosures (Response to Request for 
Disclosure form) you request within any 12-month period will be free. For additional requests within the same period, we may charge you for the reasonable costs of 
providing the accounting of disclosures. 

• The right to a paper copy of this Notice of Privacy Practices at any time upon request. You can ask for a paper copy of this notice at any time, even if you have agreed 
to receive the notice electronically. 

• The right to receive notice of a breach. We are required to notify you by first class mail or by email (if you have indicated a preference to receive information by e‐
mail), of any breaches of Unsecured Protected Health Information as soon as possible, but in any event, no later than 60 days following the discovery of the breach. 

• The right to file a complaint if you believe your privacy rights have been violated. If you believe your privacy rights have been violated, you may file a complaint with 
our privacy officer. We will supply you with a Complaint Form upon request (form contains the name of our privacy official and his/her contact information). All 
complaints must be submitted in writing and should be submitted within 180 days of when you knew or should have known that the alleged violation occurred. 
• You may submit a formal complaint to the United States Department of Health and Human Services (DHHS) Office of Civil Rights, by sending a letter to 200 
Independence Avenue, S.W., Washington, DC 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/ hipaa/complaints/. 
• You will not be penalized or retaliated against for filing a complaint. 

YOUR CHOICES 
This section addresses your choices regarding health information we may share: 
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• Opting In or Out of Emails and/or Texts. You have the right to designate, on our Use and Disclosures Form how you would like us to contact you, including the right to 
opt in/out of emails and/or texts. Emails and texts may be used for one or more of the following purposes: 
o Appointment Reminders 
o Billing updates/information 
o Newsletters or Educational Information 
o Trivia Contests 

• Share information with your family and friends about your condition. You may choose to give permission to allow disclosure of your health information to a family 
member, friend or other person who is involved in your care or payment for your care. This may include, but is not limited to, authorizing your spouse to pay for your 
healthcare services, or asking your spouse to deliver to you acute home care instructions you may need. 

• Disclose your health information when disaster relief organizations seek your health information to coordinate your care. Note: If you are unable to communicate your 
preference, for example if you are unconscious, we may go ahead and share your information if we believe it is in your best interest. 

• Marketing Purposes. We are required by law to receive your written authorization before we use or disclose your health information for marketing purposes. However, 
we may use health information to tell you about health‐related benefits or services that may be of interest to you. 

It is our practice to use the following means for marketing: 
• Patient Appreciation Days or seasonal promotions. 
• Advertising in various print or electronic media, such as on our website, social media, or newspapers 
• Using patient reviews or testimonials (written or video), photographs, and other videos 

Patient information is used and/or disclosed for marketing purposes only after receiving specific authorization from each patient to do so. If you consent to marketing, we 
may send you an email, a letter, post card, or an invitation regarding our various marketing tools. 

If attending classes or groups, patients may be asked to share about their medical or health experiences for the purposes of education, or other group purposes, while 
other practice members are present. Participation in this type of activity during these classes or groups is not mandatory and is only done with your voluntary 
participation. 

• Sale of your information. Under no circumstances will we sell our patient lists or your health information to a third party without your written authorization 

• Spinal Screenings. From time to time, Aloha Sophia Wellness, LLC conducts spinal screenings in public venues, with patient verbal consent, using computerized 
surface EMG that displays the reading on a computer screen. This computer screen may be visible to the public. In addition, a hard copy printout which contains results 
is given to the patient. This information is saved in the computer as a record of the screening 

Privacy Officer 
We are required by law to maintain the privacy of your health information and to provide you with notice of its legal duties and privacy practices with respect to your 
health information. If you have questions about any part of this Notice, or if you want more information about your privacy rights, please contact our Privacy and 
Security Officer, Dr. Sophia Renée Rodrigues, by calling 808-828-0418. If Dr. Sophia Renée Rodrigues is not available, you may make an appointment for an in-person 
conference or by telephone. 

This notice is effective as of February 04, 2019.  

By Signing Below: 
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 
I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have certain rights to privacy 
regarding my protected health information. I acknowledge that I have received or have been given the opportunity to 
receive a copy of Aloha Sophia Wellness’ Notice of Privacy Practices (NPP). I also understand that this practice has the 
right to change its Notice of Privacy Practices and that I may contact the practice at any time to obtain a current copy of 
the Notice of Privacy Practices. Signing the NPP Acknowledgement does not mean that you have agreed to any special uses or disclosures (sharing) of 
your health records. Refusing to sign the acknowledgement does not prevent a provider or plan from using or disclosing health information as HIPAA 
permits. If you refuse to sign the acknowledgement, the provider must keep a record of this fact. 
 
INFORMED CONSENT TO RECEIVE NETWORK SPINAL ANALYSIS (NSA) CARE 
I have read, or have had read to me, the Consent to Receive Network Spinal Analysis (NSA) Care. I agree to receive care, which consists of or 
includes NSA care and wellness education. 
 
SPECIAL NOTICE FOR MEDICARE & INSURANCE PATIENTS 
I have read, or have had read to me, the Special Notice for Medicare & Insurance Patients. I understand the services provided by Aloha Sophia 
Wellness are considered non-covered services with both Medicare and Third-Party Payers. Therefore, no claims are ever submitted or provided, to be 
submitted, to these types of insurance plans. 
 
 
 
COVID-19 PROTOCOL 



Aloha Sophia Wellness, LLC 
4228D North Waiakalua Street, Kilauea, HI 96754 
Phone: 808-828-0418 
www.AlohaSophia.com info@alohasophia.com 

 
I have read, or have had read to me, the Covid-19 Protocol.  I agree to following both the Self-Screening Practices, which include rescheduling 
appointments if I have any of the symptoms listed, feel I might have been exposed to someone sick recently, traveled off island in the last 14 days, and 
the Appointment Safety Practices to minimize patient contact and support people in maintaining a safe distance and  wearing a mask. 
 
PHI USE AND DISCLOSURE AUTHORIZATION 
We have permission to (please check all that apply): 
   Leave messages on home phone or with household members 
   Leave messages on work phone 
   Leave messages on cell phone 
   Confirm appointments or class reminders by            phone  text           unencrypted email 
   Contact you regarding need to update billing information by            phone             text           unencrypted email 
   Send an invoice, purchase receipt, and/or statement by email 
   Send emails with access to newsletters, educational information 
 
If you wish to have your medical or billing information released to family members you must fill out the information and 
sign below. I hereby authorize Aloha Sophia Wellness’ disclosure of my individually identifiable health information to the 
individuals listed: 
Name    
 
Authorization to:

Relationship to Patient                                                    

   Disclose treatment plans and test results  
   Billing information including statement balances 
   Past and future Appointments 
   Receive phone messages and/or email regarding appointments or test results 
   Other                                                                                 
 
This authorization is effective through (check one): 

     /  /   
   NO EXPIRATION unless revoked or terminated by the patient or the patient’s personal representative 
 

PHI USE AND DISCLOSURE AUTHORIZATION 
I understand that I may revoke this authorization to disclose information at any time by notifying Aloha Sophia Wellness 
in writing (Termination of Disclosure Form provided on request). If I choose to do so, I am aware that my revocation 
will not affect any actions taken by Aloha Sophia Wellness until the termination request is received in writing and 
processed. I authorize to disclose.   
 
 
_______________________________________________________    ______________________________ 
Patient Name (Print)                                                                                  Patient’s Date of Birth 
 
_______________________________________________________    ______________________________ 
Patient Signature                                                                                       Date 
 
------------------------------------------------------------------------------------------------------------------------------------ 
 
If signed by a personal representative or legal guardian: 
 
Name of Personal Representative: ______________________________________ __________________________ 
                                                        (Print)                                                                  Date 
 
Signature of Personal Representative: ________________________________________________________________ 
 
Relationship to Patient: ______________________ Driver’s License Number: _____________________ State______ 


