
ffi
cHrR0{,r&$0TIc

PATiENT HISTORY (please prinr)
(Please feelfree to add information to ttre bacl< of this shoet)

Name:

G^RAND ISLAND CHIROPRACTIC
2283 CRAND ISLAND BLVD
GRAND ISLAND, NY 14072

(Town Hall plaza)
(7t6) 773-2222

rAx (866) 907-6rs7

NOTARO CHIROPRACTIC
IOI58 NIAGARA FALLS BLVD
NIAqARA FALLS, NY t4304

(Cbmo Airport ptaza)

{716) 2e8-036S
FAX (866) e07-6rsl

lP

Sex: M F

NotfARo cnrnopRac ric
4754 N, French Road

,Eiast Amherst, Ny 14051
(The Commons)
(716) 688_881s

FAX (866)907-61s7

Date of Birth:Address:

(Srreet)
Marital Status:

(City)
Weight:

(State) (zip)
Social Security N;mber; Ernail;

-- Cell Phone:

Height:

Home Phone:' ----::-:-l -;" "'""1: -:-%AoPePts
$l:1i.,:,j:I:1,:lt-n:,ne number to calt f". 

"pporrtm.nr "minoers)

Accepts Text Msg? yES N0
Health Insurance Cbmpany Name:In #,tu n.lf o,_lFamily Doctor Name:
r\ame oI person on insurance:
How did you hear about us? (ffi
Describe presenting compraint(sl in aef,lJ. ilr..* i"ai.rte tr" current cofipraintsyoLr are experiencing by marking the areas on the image below :

Approximare DATE youjr sympromJEECaN,
Cive complete description of AOW,"*,r,"Otom Urg*
A,re you currenrly working?--GEfo*[f no: Reason for unemp,loyment;r'u, r\sason ror unemFrloyment; I
occirpation & Name of Ernployer: 

--
Address of Employer; _**X',WERE YOUHURTffi
E**'.WERE YOU. HURT iN AN AUTOMOBILE ACCIDENT?
y::l j*:.."rr:{;r;:;,;#;;"#;iffi fti.! i.F,Tl[,,,*,ii'.;i),o.
y"::' 

: i:: J: : 1.,.',,, 1 
il', J;fi # J "#j;lffif#li:il ffll" 

b v o ur d o cr o rs ?

Have you EVER seen a Chiropractor? G! or NOIf yes, who?

Group #:
Phone:

il,i,'r:Jt'had 
X-iaYs' MR lru,,el[F?)Where:

When:

l,:::,,'1;, 
EVER ue.n trea@rrirr..*"firh, p*t *plesent?

L ist ALL .eAicatio,l{ uiE

List ALL rpe.ific-llrffi 
rr, ).ffi

Flave you been in or truO e ilf'yes: When Please describe in detail:

l-lave you had ANyiurgeries o,.f:ructro.i YES or NO
Please list along with the approximate daie:
JFamily History:Please list-tire illness/diseur. unaT.Eilltv,u"b.r;rrrl.t.d
wlto r0 contact ln case of an Emergency:

llignature:
Date:



GRAND ISLAND CHIROPMCTIC
2283 GRAND ISLAND BLVD

il GRAND ISLAND, NY 14072
(TownHall Plnza)
(716) 773-2222

FAX (E66) 907-6157

I\IOTARO CHIROPRACTIC
IOI58 NIAGARA IIALLS BLVD
NIIAGARA FALLS, NY 14304

(Como Airport Plaza)
(716) 298-0368

FAX (866) 907-6157

I\IOTARO CHIROPRACTIC
' 

4754 N. French Road
East Amherst, NY 14051

(The Commons)
(7r6) 688-8815

FAX (866)907-61s7

Patient Name:

AUTHORIZATION FOR RELEASE OF RECORDS:

I1m_-,Iherebyauthorizeyoutore|easetoGRANDISLANDcHIRoPMcTICranyinformationincludingthtdtagnosis and records of any treatment or examination rendered to me du'ing my period of'treatment.

Signature:_Date;__ Witness:--
AUTHORIZATTON FOR ASSIGNMENT OF BENEFITS:
I authorize payment of arry medical benefits to be paid directly to GRAND ISLAND cHIRopRAcTIc oFFIcE {'crr any service rendered to
me.

Signanrre: Witness:

NOTICE OF PATIENT PRIVACY
By signing the below, I certiS that I have received and reviewed this notir:e and all of my questions have been ansvyered to my satisfaction in
language that I can understand.

Name(Printed)__ Signature: Date:__ Witnerss:

Signature of Legal Representative Relationship
(ex.Attorney-ln-Fact, Guardian, parent if a minor)
CONSENT TO TREAT
I have received informatirln about my condition and proposed chiropractic treatment program as well as altemative courses of benefits, the
risks and the side effects 0f the treatment and consequences of not having the proposid tieatment. I understand thal;, 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 anticifate or e:<plain all the risks. I wish to rely on the <loctor to exercise judgment
during the course of the treatments which they feel at the time, basecl upon what is known, is in my best interest. My doctor has respondld to a
of my requests for information about the proposed treatment. I have, oi ha,ve had read to mer, the uboue ,onsent. I harve also had the oppornrnit'
to ask questions about its consent. By signing below, I authorize treatment,

Date: Signature: Dtate: Witness:

ACKNOWLEDGEMENT OF FINANCIAL LIABILITY
I understand that I may be financially responsible for any charges incurred at this office, including co-payments, decluctibles, all collection
and/or legal fees on any unpaid account refened for collection, and charges denied ornot cqyereO Uy myinsurance gompany. lrealizemy car
may be subject to pre-authorization by the insurance company, and I accept any responsibility for .harges, which may not be approvea. itre
insurance company will review anylall documentation submitted by Grand Island ihiroprac,tic for reviiw for medicai necessity ind base their
approval/denial upon this documentation. lnsurance policy limitations are per individual insurance policy plans, as are co-payments, co-
insurance, deductibles, relierrals etc. I understand that this office agrees to noti$ me if a service is not covired anrJ rvill noiify me if the
insurance company does not approve my care as soon as possible. It'a treatment plan is approved, this office will nrake me aware of the
number of ofhce visits allowed. Initial visits may be denied and this may be beyond the office's abilify to notify the patient prior to rendering
acute care, while waiting lbr the insurance coverage approval. These charg;es will be the patient's responsibilify if'rtenieO bythe insurance
company.
This office may seek payment from you for any services your health insurance plan determine to be not medically ngcessary.
I have read and understand my obligations for payment for care in the absence ofinsurance coverage.

Print Name Signature Date



NEW yoRK MoroR.vEl_llclE No-FAULT th,suRANCE LAWASSTcNMENT oF eENerirs FORM

(FOR ACCTDENTS OCWITRtNc oN AND AFTER 3t1toz\

(Prinl patient's nan"ie)
("Asslgnor") hereby assign to, ('Assi.-::--- . '.. - %, ('Assignee,')

lrnnr nospitat or health care provideiffiei
lH:'Jf,i["J'i,:?Jllff;,X,":J:,:ill?::TH* "u,'u ""*r,i; ;;;il;"::il:".i::ilHT]i:?t t,ed under

, rvr rtggtArticle 51 (the No-Faurt statute) 
"r,rrill""-nce Law.

I!i$!11i"lff1::l.;i'n:,lr::?;If;il:'ff;,#j ff:j,:'[jll^"::,:r rp,or the Assisnor and sha,, not pursuei:il:'Ti fl [: ll J;T,'':: ff :i:T; 
ro i s e rv c os p ;;;il il $;'ffJ; [J[J : jl n: T :1"',n fiil iffJ :, :i;l

(Print accident date)
not wlthstanrilng any other agreemun, to ir,u ,ontrary,

1niiffi
(Slgnature 6i Prti6it)

(Address of Paiinntt

-

(Date of signature)

I

% tprffi
(Signature or pr6videij

(Date of stgnatuiej

(Address of ProviOeil

NYS FORM NF.AOB (Rov. t/2004)

Iffffi:li#I?,r;?:5:,iiln;;?il:::,i,"T"Tffin::::;,tr:::l;ff:"'upon the assisnors,ack of coverase

lIJ-lERSoN wHO KNoWINGLY AND- wtrH rNrENr ro gF$.4!g ANy rNsuR4llcE coMpA^fy oR orHERPERS.N FltEs AN-APPLlcAnoN ;;i g-o!4Mii#rnr.'irusuieNci i;ri'e"ii4lervrENr oF cLr\rM FoR ANy
coMMERcIAL oR P€RsoNAf irlcun-nrucE BENi;#iiii^nal,rrruc nrui rvriienrnr-r-v FAL'EiJ'nonMerror{,oR coNcEALs FoR *re cunFo6'e'bn 

lli*rooi*cl-lrv.lonryreiro^i'ciiilb-ERNTNG ANy FAor MATERTALrHEREro' AND ANY pensot'i wHo, llgortrnEcib;i *'t sucH 
^pFiilirlaf oR cLArM, KNowrNGLyMAKES oR KNowtNGLy Assisii,iB.FJS, sofrciii,ot_c_oruserne,s wiii.4NorHER ro rurrxe A FALsEREP'RT oF rHE r!5fl, eesiCubiibr, oartrace on cgNy5lsicir.r-oi'i*_v moroR vEHfcLE ro A LAW

ENF'R.EMENT AcEN-cv' rHi ijiiiiiirvreu oF rvroioh v5Hrcr-es-on aH rrus-u.ryeNcE coMparuy, coruMrrsA FRAUDULENT fNs.uRAnce aci, i,viicn-rsa gryrvrliiJosnnfi ei.bci ae,suEJEcr ro A crvrL pENALry
il;il?51t1?;ilYsrl+?"T,*rj'oiiilens aruo itiveiLe or rxetiGJJcr MoroR vEHrcLH oR srArED

Page 3 of 3



NHIROPRACTIT:

GRAND ISLAND CIIIROPRA CTIC
2283 GRAND TSLAATD BLVD
GRAND ISLAND, IiY 14072

(Town Hall PlazaL)
(716) 773-2222

FAX (866) 907-61t57

NOTARO CHIROPRACTIC
IOI58 NIAGARA FALLS BLVD
NIAGARA FALLS, NY 14304

(Como Airpor,t Plaza)
(716) 298-0368

FAX (866) 907-6157

NOTARO CHIROPRACTIC
4754 N. French Road

East C,,mherst, NY 14051
(The Commons)

(716) 688_881s
FAX (866)907-61s7

Name:

Approximate time:

WCB#

Place of employmerrt at time ollaccident:

Address:

\\/ORKERS COMPENSATION FORI\T

Date of accident:

Location of accident (city):

Carrier Case #

Phone #

Was this injury reported? yes or No To Whom:

Was an accident report filled out? yes or No

Please explain How you were injured and wIIAT PART of your body was injured:

Have you been on compensation for THIS condition before? yes or l{o
If yes, please explain:

For this condition, were you taken to the hospital? yes or No
If yes, please give name of hospital

Name all tests & x-rays performed an<i where for this injury:

Please list all doctors treating you for this condition:

Are you presently working? yes or No

Have you lost time from work due to this injury? yes or No

Ifyes, please list dates:



Workers'

in thd event a

Compensation for

AseQ to pay the

usual and custom

claimEnt in the i

Signafure:

Termination of

I heregy

my athnding

persoqal injury

reasonable period

SignatUre:

**If dqring the

from alry other

OFFICE USE: V

i

Covers Chiropractic Care Completely. This sheet is forlyour protecfiion
is necessary. In the event I fail to prosecute the plaim for Workers,
condition, or it is determined that there is no case. I

doctors of Grand Island Chiropractic and/orNotaro Chifopractic hQr/her
llees and any collection fees plus a l0% surchargo for servlcps to the above

and understand that if I do not keep appointrnent as recom{rend to me bv
'at this chiropractic office, he/she has full and corrnplete righ{ to suspend my
with my third party carrier and relinquish and disability grantFd me withihr a

ofyour c&se' yollr itrsurance company requires you to have [n examination
, you must noti$/ us immediately.



Empfoyee Cfaim
Iifafe of /Vew Yoik. W6rkers, Compensatian Board c'3

5;,i,:"til.,lt[lT gtr?,,y"p:y::$:i!:;-r".li:4,, o.,,li, o,cause of a work injury

WCB Case Number (if you know it);

or rvork-re rated iilness,Type or print neafly, 
'This 

form rnay arso oe iiireo ;ri.;ril ;il].w.wcb,ny,gov

A, YOUR INF0RMATION (Emptoyee)
1. Name 2 Dato nf Rirth. t-, ysrw vr y, t, ti , I

3 Mailing address:
Numbef and Box/Apartment No

Slale Zrp Code
4. Social Security Number:-"' _. - S, phone Number: (_)_--- 

6, Gender: I Uate ! Femaru
7' will you need a translator if you have to attend a Board hearing? ! yes t] ruo lf yes, for what language?B, YOUR EMPLOYER(S)

1 Employer when injured: 
-* _* z, phone Number: ( )

3. Your work address: ---_
Nunrber and Street

4 Date you were hired: ____/-._.-/____ 5, your supervisor,s name:

6' List names/addresses of any other empl'yer(s) at the time of your injury/iilnessr

Zip Code

c,
7. Did you lose time from work at the other emproyment(s) as a resurt or yoriinl*yirrnurrt-m; nC
YOUR JOB on the date of ther injury or illness
1 What was your job tifle or description? _
2. What types of activities did you normally tlerform atwork?

3 Was your job? (check one) f_] f utt firrre f pu,t timu L-l Seasonat [_J Volunteer [f Otn.,
4 What was your gross pay (before taxes) per pay period? - 5, How often were you paid?

6 Did you receive lodging or tips in arjditjon to your pay? [.] Ves I no lf yes, des<;ribe:

D. YOUR INJURY OR ILLNESS
'1 Date of injury or date of onsel of illness: ___/--/_-_- 2, Time of injury: f] n1,f f pU

3, where did the injury/illness happen? (e,g,, 1 Main street, pottersviile, at the frontdoor)

4. Was this your usual work locatjon? f y,:s I No lf no, why were you at this location?

5 Whatwere you doing when you werc injurerd or became ill? (e.g , unloading a truck, typing a report)

6 How did the injury/iilness happen? (e.g. r tripped over a pipe and feil on the floor)

7, Explain fully ther nature of your injury/illness; list body parts affected (e g., twisted left ankle and cutto forehead):

TIE V\/ORKERS'COMPENSATION BOARO EMPIOYS AND SERVES PEOPII;
WITH DISABITITIE$ WITHOUT DISCRIMINATION

C.3,0 (1.11) Page 1 of2
www'tucb.ny,gov



YOUR NAME;--mi 

- 

---- tr---_..- *t__--D, YOUR INJURY 0R TLLNES$i con{inued
D,ATE 0F INJURY/ILLNESST __*_ */____1

8. was an object (e.g,, forkrift, hammer, acid) involved in l,he injury/ilrness? fJ yes f] no rf yes, wrrat?

9 Was the inlury the result of the use or operalion of a licensed rnotor vehicle? I yus fl ruo
lf yes [l your vehicle [--] etp oye/s vehicle [j otner tui,rl- ,rrnr,, prare number (if known)

lf your vehicle was involved givrl namr; and address of your motor vehicle insurance 0arrier:

10, Have you given your employer (or supervir;or) notice of injury/illness? f] yes [ ruo
lf yes, notice was given to: I orally fJ in writing Date notice given: ---,/--/--.

1 1. Did anyone see your injury happen? f I Ves f] frf o I Unknown tf yes, tist names

E, RETURN TO WORK

1 Did you stop work because of your injury/illness? [] ,/es, 
on what date? _l__ _l* _,- [_] f,io, skrp to Section F:,

2 Have you re;turned to work? [--] ym f] rrro lf yes, on what date? --_---t.-.-*_t*---- [J regular duty Ij timlted duty
3, lf you have returned to work, whcr are you lvorking for now? l] Sur. employer [] lew employer I Setf emploved

4 Whatrs you'gross pay (before taxes) pr;r pay period? /-1ow often are you paid?
MEDICAL TREATMENT FOR THIS INIJURY OR ILLNESS

1 What was the date of your first treratmen;? __.--/__*i n
2. Were you treated on site? [l yes f] no

None received (skip to qur:stion F-S)

3. where did yr:u receive your first o1f site rnecjical treatment for your injury/illness?

L__r u0ctors Ofitce I C iniclHospital/Urgent Care

F.

[] none received fl Emergency floom

I Hospital Slay over 24 hours

Name and e ddress where you werre first treated:

Phone l,lurnber: (__)__
4 Are you still being treated for this injury/it nerss? [ yes [_] ruo

Give the nanre and address of the doctoris) treating you for this injury/illness

Phone l'lumbel (_ . *)
5. Do you remember having another injury to the same body parl or a similar illness? I yes f] ruo

lf yes, were you treated by a dock,r? [-]'rer I ruo lf yes, provide the names and addresses of the doctor(s) who treated
you and COIVIPLETE AND FILE f:ORM 1.3,3 TOGETHER W|TH TH|S F0RM:

6 Was the previous inlury/ittness worl, *lrt,dt--.y* nlto-*--
l{ yes, werg you working for the sarne employer thatyou work for now?

I am herebv makinrr a claim for benefits under the Workers' Conrpensation Law, My signature affirms that ttle iilirrrrtidT.r prvfih.'g r tr*and accuraie to thd'best of my knowledg:, anO Uetlei. 
-

Employee's Signature: Print Name:_ _-__ Date: I I

0n behalf of Employee:.-._ ____ print Name:__._.__ -__-. Dale. I I
An individual may sign' on behalf of the employee only ;f 

het or she is legally authorized to do so and the emplc,yee is a minor, ni:iiU1'iitiiii";;;l;;ui;itlnf
I cerlify to the best of rny knowledge irformalton anc belref, formed afler an inquiry reasonable under the crrcumstances, that the allegatrons ano olher factualmatterbassertedabove6aveevrdehtiarySupp0rt,orareii<e|ytonavi!6i;ioeniiaiy";;ipdi;ie;;ieaioiia'oie

Signature of Attorney/Representative (if any); __-_ Daio l l

Prinl Name. --*_ Tltle

lD No,, if any: R

C.3,0 (1.11) Page2of 2

lf Licensed Represenlative, License No Expiration Date: ___*_/___=/



(-Ntw
YORK

4____\ 
9TATEv

Workers'
Compensation
Board

WCE| Case No, (if you knc'w it)

This release is

A, YOUR lNFORN|AT|ON (Ctaimant)

Lirn ited Rek;aserofff ealth f nfo rmation
Sfafe of ilew York - Workers,Compensatictn Board

G-3.:3i

To cf aimant: lf vou received treatmenr: for a previous injury lo, the same body parl or for an illness similar to the one described in your currentclaim filloutlhisform This form allo',','s ihiriuirir, iire'pi6tli;;y;, ftibilofr'to,etease nbartir'ciie iirrormarion aboutyour pr*vious rnlury/illness to your employer's workers' compensaiion insurer.'The fedeial rirpnn 6w (Health Insurance ponabitity and Accountability Act 0f 1gg(j)says you have a right to get a copy of this forn lf you clo not understand tnis ioim talk to your legat representatrve lf you do n.t have a tegalreptesentative,the Advocate for Injured'/votke's atfhe workers'compeniaiion aoaro can nip ,,ortair,boo-seo.ooos
To Health care Frrovider;j^l9P{^glllis llPl\A'compliant release allows you. to discrose health inform,atron lf you send rr:c;ords to thr;emptoyer's workers'compensation'insurer in response'io this;el;;;e; i!, i,rir;od6;li;id;orirr"ri! legal represen161jy6. (lf no tegatrepresentative is risted berow, send copies to ther craimant,) neartn caie proviiers wno rererass 1ssr,6s must folrow New york staie raw anclHIPM,

o Voluntary, Your health care provrder(s) must grve you the siame care,
payment terms, and benefits, whetherr you : igii th js form or nor,

o Limited,ltgives your health care provider(sr)permissron ro release onrv
those health reoords that are rerated r.o the lir6vious irrnrril,,onJiiin v,iu
describe below

r Temporary, lt e'nds when your current clainr for compensatron rs established
or disallowed and all appeals are exhausteq.

r Revocable, You can cancelthis rerease at any time. To cancer, send a letter
to the health care provider(s) listed or: this f.rrir, Also, send a copy of your 

-

letter to your enrploye/s workers' compensation insurer and the workers,
compensation tloard, Nore you may' not cancerrhis releaser with respect to
medical records already provided.

o For records only, ltgives your hearth care provide(s)risted on this form
permrssron t0 s€nd copies of your health care records to your employe/s
worKers' compensation insurer,

This form does NOT allow your health care
to release the following types of informatjon

o HIV-related information

r Psychotherapy notes

r Alcohol/Drug treatment

o Mental Health treatment (unless you che,:k, below)

o Verbgl information (vour healtn care provioers mav
not 0lscuss your health care informat,on witir anyonb)

1. Name
2. Social Security Number

3 Mailing Address:

4. Date of Brrth: I t 6 )ate of the currernt injury/illness: _*-_/_*_/
6, Current injury/illness including all body par:s injured

7, Your legal representative's name ani addr:ss (if any)

I CHect here if you allow your health care provider(s) to release mentat heatth care inforn,,ation

B' YoUR HEALTH cARE PRoVIDEFI(s) (L st all health care providers who treated you for a previousinjury ro rne same body pari or similarillness. lf more than 2 providers attach'therr,rontact information to tiris torm,)
1, Provider

2. Phone Number: (--..-)
3. Mailing Address:

4. Other provider (if any):_---=-- __
6 Mailing Address ___

6 Fhrrno Nlr rm har' I,!e,,,wwi. r )

c' READ AND slGN BELoW, I hereby recuestthatthe health care provider(s) listed above give my employe/s workers,compensatron
tnsurer copies of all health records relerted to any previous inlury/lllness, io all body parts, rlescribdd above

CCnanti srgnature 0* orlr- 
^r 

on aroalp.,rtl*,rlip0ssr6lil)

lf the claimant is unable to sign, the penion signing on his/her behalf musr fill out and siqn below

Dale

Y our naTne

c-3,3 (12.0e)

-nria|oiCFp rcTliilmanr ----'Srgn;luitm[0nf.:uCTt- 

--pen;-iipc,ssr6je]---Dare 

-

\/ersiorr en espafiol al reverso de la forma.
www,wcb,ny,g?v



NorlcE THAT YO9-lryllY-BE RESPOI{SIBIE FOR MEDTCAL cOSTS lrN THE EVENT OFFAI L U R E T e p R o rs E c u'r; E, b o, f-q onte E;l iri,f.i 6 ru c; ur wn sb r dn r- r- o wE D,OR]F 49!1EEryTT'PUiiISLA--|iTTO friui S32 IS APPROVED

You may become responsible lor trle medical costs of treatment for you irr*r, oi*ffi; *th tt ;
!:?J|ffil#tfy,P:'?^y^jJ-!1) I:,:j:l^p,^?,0^r::-1tu. tne crarin ioi '^,.iirliu, ,o,rpensation or (2) 1 is

ADDRESS

I hereby acknowlerige that I have read the above and understand the circumstances under which I maybecome responsible for payment.

Claimant's Signature

Providefs Name and Address

determined bv the workers; compensation Board tnaiirre iltness o,, .onoidon"iJnlli"rfi;;Hir::|jlj;was not a result of a compensalrle raronkplaee acoident or occupritionial disease or (3) ii ;; ;;rerjment is;executed by you ilnd approved pursuant to wc,rkers' Compensation Law $32 in which you waive yourright t0 'fi'bdical benefits frcim the workelrs' compensation carrierTself-insured emprcyer fortreatmenvservices performed alrter lhel, date the. .grurrunt is approved. lf any of the aborr,e eventsoccurs' the provider may bill yor,r dirrlctly instead oi tne ernployei 
'or 

insurance rlarrier, and y.rr will beresponsible for the provider's fees for sraryices relndered.

WgB CASE NO. (tt Known) CARRIER CASH NO. (lr Krrown) OATE OF INJURY INJURED F'ERSON'S
soc, {iE:c. No.

TO TFIE CLAIMANTrv IntruLAtM Nl -

gifT.:'#^utr*Tt"::,ijff:1,*"1.:]l;t.:: 
f11,:,1o.1-1io.1to1or rheiap,sr ro requesuhar you sisn this A-e norice By sisnrne tr,is /notice, vou acknowlodoe vour obligation to piiry the pn:vider's fees for tr,u ru"iiur y;r-;;,, iil,1r,..iri ;;;';;;;'1[, :i."Xii ;n:il;feotJirAd th M nnid hi7 vnr rr omnlnr t6r ^r 

'trd \,,^^,^.^l
:T:[y]."Xt*:tf,:Tll].I.j::,1r.:?11<eJ3 clnrgelsarion insuran* ,u'.,iuiu.'ij,r ,;;;;;.; ;;; not;;;;;;;#i.:,l,,,ll""ii] 

i

:Iflif:,.r::,,ffj.i:v-j::,,f,:::,1:11: pj,yj,.^gi"j"rs foes if, ror oxample, you rair ro nre a 
"rui, 

iol'ilrr;r;;;;;ilri"^"i7n,,',i
"J 

l,l,.'nl'ni ilJ;;ii."i# ;i;,j;makA ell reotlirerl effartq t^ nr^ea^r rla rrnr rr alaiz- fh^ rAr,^-r-^-r  ---^---r.:1l"",lHlH:f,p:lli:_':^.:p l?:l:!l1l tho wrrkers,compensauoi a.i,'o ;;[,jiiil rh;l ilJ;;,;iil:ril"dilil;"0il.,il,:#;cases, this notice advises your heaith provider that yc)u acknowledger yorr puqonrr f"oirny ]"r p"vr".t'"t hivher bills

Workers' Componsation Law Section 32
T'he A-9 notice also covers instances in which a clirimant with an existing valid workers' compensation case comes to an agroern(:nr witn Jhis/her employer or its insumnc,e carrier settlint3 his/her case in accordanc€ with Section 32 oi tne workers, cornpensation tr* "),''5"ri,"',., 

I32 agreement may include a provision which relieves the employer or earrie( of the tiabrlrfy to pay future medic€l brlls assocrarec vvrur (ne 
i

fj:^, Lli,l:?T:T.L::1f^i 1L^".t*.vou to silln this A'9 nolice to insure r,har you acknov\/ledge your personar rrabrliry ror payrnenr or Ii his/her bills if you have waived your nght to futurc. rnedical benefits under a Sectjon 32 agreement

lf you have any qqpsuons, contact your attome)' or licensed hearing representative, if you have one, you may alrso contact your local districtoffice of the Workers' Compensation Board.

TO THE HEALTH OARE PROVIDER
This notice is meant to advise the workers' conlpensittion claimant Lhat he/she may be responsible for payment. Failure of the ctarn)ant to
sign this form does not relieve the provider of the' obligirtron to reat the clarmant. nor does ir negare the clatrnant,s responsrbility for pav,nrenl

i You wili also bo notified if the claimant submits it Sgclion 32 Agreemont with the Board for approval. Do not bill the claimant untess €rnd untrl
you receive a Board docision finding that 1) clainrant failed to pros€cute tho claim, or 2) the claim is denied, or 3) fle treatrnent is nor c€usa1y
re/ated to tio work or 4) a Section 32

Pfsrc.lbsd by Chrl.
the carrier of for medical treatrnent is



-W Kffiffi 3ri$3i$i$ilir1"'1ff "''
{: rr r,g- r,r A c1r } (,) ri:;ir\ir::\in1,

FAX (866) 9A7-6ti\7

NOTARO CHIROPRACTIC
IOI58 NIAGARA FAI.,LS BL'YD
NIAGARA FALLS, NY I43O}4

(Como Airport plaza)
(716) 2e8-0368

FAX (866) 907-61s7

,

NOT/iRO CHIR0|,RACTIC
47!t4 N, French lRoad

Easl; Amherst, I'il/ 14051
('[he Commo,ns)

(716) 688_8Bls
FAX (866)907_(ils7

,frIOMtAS 
J. NOTARO, D.C.

ANDRJIW C, GREEN, D,C,
MICHAEL C, BAASE, D.C.

CTIRTIS GORDON, D.C.
JACK SAIA, D.C.

,{]VT}IO NY BUSCAGLIA, D.C,
MEGAN LAFAVE, D.C.
NICI-IOLAS RYAN, D.C.

INFORMATION REGARDN,IC; WORI(]]RS' COMPENSATION & NO-F,AULT
INSUMNCE:

This office has establisherJ a Vy'orkers' Compensation/No-Fault case for you, you MUST
maintain the prescribed sr;heduler of visits in-orclel for us to keep you, ,urc active. If you miss anappointment, it is requirerC tha'; you call and reschedule your appointment. MISSED
APPOINTMEN'IS- more than tirree without notice will'result'in thee suspenrion of your case

IT IS VERY IMPORTAI'Jr r(l NorlFlr rHE FRoNT DESK oF THE FotLLowrNG:
I ' When you return or are taken off worrk., After you return to work, you alisllll_goveled underWorkers' Compensation/No-Fault anLcl shoulcl continue to schedule appointments.

2' When you receive notificalion to see an Inclependent Examiner or any other correspondence
from the insur;lnce carrier',

3' When you receive notice thLat the insr.ilance carrier will no longer pay for your treatment,

4' When you receive an assigtterj Workers' Compensation number from the Workers,
Compensation Board.

PLEASE NOTEI

Under Workers' Compensation arrd No-Fault you are entitled to rnileage reinLbursement. yOU
MUST KEEP TRACK oF YOUR OF'FICII vistrs and mail them to lour insurance carrier,our offrce will gladly furn.ish you with a mileage form or make copies of your file if you need
thEM. WE WIL], NOT FLIRNIS}-I THE \/ISII-DATES FoR YoU FoR ANy REASoN.
PLEASE KELiP TRACK OF 

.f 
iIJM T'O ]RECEIVE YOUR REIMBURSEMI]NT,

Patient
Witness

Please initial here that you unde:rstand these terms


