
GRAND ISLAND CHIROPRACTIC

NffiT-AtrS$ 2283 cRAND TsLAND BLVI
- :li.I*:R.,.Fr;?*rf{f,h GRAND ISLAND, NY 14072

{l l.t I lt ij:pltAC,I.IC (Town Hall Plaza)
(716) 773-2222

FAX (866) 90',t-6t57

PATIENT I-IISTORY (Please Print)
(Please feel free to add information to the bacl< of this sheet)

NOTARO CHIROPRACTIC
IOI58. NIAGARA FALLS BLVD
NIAGARA I'ALLS, NY I4304

(Cbmo Airport Plaza)
{716) 2e8-0368
FAX (866) 907-6rs7

s*-

Sex: M F

NOTARO CHIROPRAC TIC
4754 N. French Road

East Amherst, NY 14051
(The Commons)
(716) 688-881s

FAX (866)907-61s7

Nan'Ie: Date of Birth:
Address:

(Street) (City)
Weight:

(State) (zip)
Marital Status:_*
Social Seculity Nurrber:
FIome Phone:

Height:
Ernail:

Cell Phone: Accepts Text Msg? YES NO
(Please circle which phone number to call for appointrnerrt reminders)
Health Insurance Companv Name: Gror"rp #:
ID #: Family Doctor Name; Phone:
Name of person on insurance:
FIow did you hear about us? (Please explain)
Describe presenting complaint(s) in detail. please indicate the current complaints

image below :
yoLl are experiencing by marking tlre areas on the

Approximate DATE yolrr symptoms BEGAN:
Cive complete description of HOW your symptoms began:

Are you currently working? Yes or No
i'[1' no: Reason fbr urremplovment: _l
OccLrpation & Narne o1'Ernployer: _*_
A cld less ol' Ernployer':
****WERE YOU FIURT AT WORK?YES or NO
'r':k)r<i<WEI{E YOU HURT IN AN AUTOMOIIILE ACCIDENT? yES or NO
would yor"u empioyer be interested in complimentary safety lecture by our doctors?
wor,rld you be interested in a nutritionai program & sr-rpprements?
Flave you EVER seen a Chiropractor? yES or NO
If yes, who?
l-lave yor-r had X-rays, MRI, CT-Scan, Bone Scan, or Blood Work (Please Circle?)

When:Where:
I-lave you EVER been treated
p|esent?

fbr or suspected o1'having cancer in the past or

List ALL rnedications, vitamins, minerals, and herbs vou iutE

I-istALLspecificallergies/reactioristodrLtgs,foocjsoroth@

f-l*;y.", br* in or had ANY accidents or iniuries: yES or NO
lf yes: When Please describe irr detail:

I-lave you had ANY surgeries or fi.actures;
Piease list along with the approxirnate cJate:
FanriIyHistory:P]easelisttheillnessidiseaseanclitieffi

YES or NO

S igrrature: Date:

Phone:Who to contact in case of an Emergency:



{.'I{I RO FR}t(lT'it'

GRAND ISLAND CHIROPRACTIC
2283 GRAND ISLAND BLVD
GRAND ISLAND, NY 14072

(Town Hall Plaza)
(716\ 773-2222

FAX (866) 907-61s7

NOTARO CHIROPRACTIC
10158 NIAGARA FALLS BLVD
NIAGARA FALLS, NY 14304

(Como AirportPlaza\
(7r6) 298-0368

FAX (866) 907-6157

NOTARO CHIROPRACTIC
4754 N. French Road

East Amherst, NY 14051
(The Commons)

(716) 688-881s
FAX (866)907-61s7

Patient Name:

AUTHORIZATION FOR RELEASE OF RECORDS:

To I hereby authorize you to release to GRAND ISLAND CHIROPRACTIC any information including the
diagnosis and records of any treatment or examination rendered to me during my period of treatment.

Date: Signature: Date: Witness:

AUTHORIZATION FOR ASSIGNMENT OF BENEFITS:
I authorize payment of any medical benef,rts to be paid directly to GRAND ISLAND CHIROPRACTIC OFFICE for any service rendered to
nle.

Date: Sisnature: Date: Witness:

NOTICE OF PATIENT PRIVACY
By signing the below, I certify that I have received and reviewed this notice and all of my questions have been answered to my satisfaction in
language that I can understand.

Name(Printed)

S ignature of Legal Representative Relationship
(ex.Attorney-ln-Fact, Guardian, Parent if a minor)

CONSENT TO TREAT
I have received information about my condition and proposed chiropractic treatment program as well as alternative courses of benefits, the ,
risks and the side effects ofthe treatment and consequences ofnot having the proposed treatment. I understand that, as in all health care, in the
practice of chiropractic there are some risks to treatment, including but not limited to muscle strains and sprains, fractures, dislocations, disc
injuries and strokes, I do not expect the doctor to be able to anticipate or explain all the risks. I wish to rely on the doctor to exercise judgment
during the course of the treatments which they feel at the time, based upon what is known, is in my best interest. My doctor has responded to all
of rny requests for information about the proposed treatment. I have, or have had read to me, the above consent. I have also had the opportunity
to ask questions about its consent. By signing below, I authorize treatment.

Date: Signature: Date: Witness:

ACKNOWLEDGEMENT OF FINANCIAL LIABILITY
I understand that I may be financially responsible for any charges incurred at this office, including co-payments, deductibles, all collection
and/or legal fees on any unpaid account referred for collection, and charges denied or not covered by my insurance company. I realize my care
nay be subject to pre-authorization by the insurance company, and I accept any responsibility for charges, which may not be approved. The
insurance company will review anylall documentation submitted by Grand Island Chiropractic for review for rnedical necessity and base their
approval/denial upon this documentation. Insurance policy limitations are per individual insurance policy plans, as are co-payments, co-
insurance,deductibles,referralsetc. Iunderstandthatthisofficeagreestonotifymeifaserviceisnotcoveredandwill notifymeifthe
insurance company does not approve my care as soon as possible. If a treatment plan is approved, this office will make me aware of the
nurnber of office visits allowed. Initial visits may be denied and this may be beyond the office's ability to notifli the patient prior to rendering
acute care, while waiting for the insurance coverage approval. These charges will be the patient's responsibility if denied by the insurance
cornpalFr/.

This office may seek payment from you for any services your health insurance plan determine to be not medically necessary.
I have read and understand my obligations for payment for care in the absence ofinsurance coverage.

DatePrint Name Sigrature


