
Comprehensive Pain and Spine Specialists, LLC
3570 Briarwood Ln
Muncie, Indiana 47304
(P) (765) 224-6513
(F) (765) 517-6431

Consumer’s Rights And Responsibilities

Name:   Date:                       
Date of Birth: 

Individuals receiving services at Muncie CPSS Office have both rights and responsibilities.  These rights include 
the federal Health Insurance Portability and Accountability Act (HIPAA) privacy regulations.  You may also ask for
a copy of these rights at any time.

Your Rights:

1. The right to be treated with consideration and respect for personal dignity and privacy
2. Services without discrimination of race, religion, sex, ethnicity, age, sexual orientation, disability or 

cultural background.
3. The right to be informed of your condition and proposed treatment .
4. Opportunity to refuse any services after explanation of what the services entails and the expected 

outcome.
5. The right to receive treatment in the least restrictive environment available with reasonable protection 

from harm.
6. The right to file a grievance and do so without retaliation.
7. The right to request a change of provider if there is another provider if available that can address your 

issues. 
8. The right to review and modify my PHI.
9. The right to request a copy of your health care information for as long as the information is retained.
10. The right to request Muncie CPSS Office restrict the use and disclosure of your confidential health care 

information.
11. To receive a copy of the notice of the Muncie CPSS Office's HIPAA privacy practices.
12. To request a list of when and to whom your health care information was released without your 

authorization.

Your Responsibilities:

1. To be considerate and respectful toward staff, and the rights of other clients/patients.
2. To be honest regarding matters that relate to you.
3. To report changes in your condition.
4. To cancel or reschedule your appointment if you know that you will not be able to keep it.
5. To meet financial obligations agreed to with Muncie CPSS Office.

I have read and understand the above Rights and Responsibilities.

Signature of Patient or Legally Responsible Person Date

Name (Please print)

Witness Date
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