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

(Town HqllPlaza)
(716) 713-2222

FAX (866) 907-61s7

NOTARO CHIROPRACTIC
IOI58 NIAGARA FALLS BLVD
NIAqARA FALLS, NY 14304

(Cnmo Airport Plnzn)

{716)298-0368
nAX (866) 907-615,

|t*

NOTARO CHIROPRAC TiC
4754 N. Fronch Road

East Anhersl, NY 14051
(The Common9
(7r6) 688-8815

FAX (666)90?-6157

PATIENT H]STORY
(Please feel free to edd

(PIease Print)
information to the back ofthis sheet)

Date ofBil1h:Naraet Sexr M F
AOdfessl

(Srreer) fCitvl tSt"t"> - tz+l
Mh. iLdl SLdtus wpiuhr. upinr",.
sorral 5ecLri.ty N mbefl - - Lrnail:
Hone rnone: _ Cell phone: 

-.-Accepts 
Text Msg? yES NO

(Please circle which phone number to eall for appointmini remindirg
Heaith lnqrrrance Companv Name: Gf^,,n g.

_ranllJ Uoctor Name: phone:
N..rre ot person on ilsurance:
LIow did you hear about us? lplease eiplairl _
Describe plesenting complaint(s) in deiail. please
you are expenencing by nl&rking the areas on the

Appfoximate DATE your symptoms BECAN:
Cive con,plete description of HOW your symptonr. Uegarr

of No

Adlfess of Employel

indicste the current comploints
image below:

Are yolr oufrently wo <ing? yes
tll noi lleason for unemploymenti
Occ!Lpation & Name ofErnployeIt

T AT WORK?YES or NO
TIN AN AUTOMOBILE ACCIDENT? yES orNO

Would your.ernlloyer be iDtetested in complimenlary safety lgcture by our dootors?
Would you be intefested iu a nuiitional program & supplements?
H ave you EVER seen a Chiropfactor? yES or NO
It yes, who?
l iave you had X,rays, MRt, CT,Scan, Bone Scatr, or BlQod Work (Pleas€ Circle?)

Whenl
IIAVe you EVER been r'eated fo. or suipecGiiTluuing canii-in tGfr.t o,
p[esenl?
Lisl ALL medications, vitamins, minerals, and her.bs you tal<e:

List ALL specific atler,gies/,."o"tion. ro dir',g,, food. oioiGii6friidl6ili

lf yesr When
in or had ANY accidents or injLrfies: YIS

Please describe
of NO
in detail:

I lave you had AN Y surgeries or fi.acturcs: yDS or Nd
Please list along with the approximate date:
Family Historyt Please list the illness/disease and the lamily rnember associated:

Sigr6tufe: Datei

Phone:Who to contact in case ofan Emergency;



GRAND ISLAND CHIROPRACTIC
2263 GRAND ISLAND BLVD
CRAND ISLAND, NY 14072

(TownHall Pkzs)
(716)713422

FAX (866) 907-61s7

NOTARO CHIROPRACTIC
10158 NIAGARA TALIf BLVD
NIAGARA FALLS, NY 14304

(Como AirportPllza)
(7r6) 298-0368

FAX (866) 907-6rs7

NOTARO CHIROPRACTTC
4?54 N. rrcnch Road

Esst Amhcrst, NY 14051
(The Comnono
(716) 68E-8Er5

FAX (666)907{rs7

Patient Nam€;

AUTHORIZATION FOR RET,RASIT OF RF]CORDS:

To I hereby aulhorize you to release to GRAND ISLAND CHIROPRACTIC any infomation includine th(

diaglsq! 4dL'Nd! of any treatment or exomination rendered to me during my period of treahent

Date: Signature:-Dat€:- Witn€ss:-

AUTHORIZATION FOR ASSICNMENT OF BENEIITS:
I authorize payment ofany medical benefits to be paid directly ro GRAND ISLAND CHIROPRACTIC OIFICE for any service rendered to

Date:- Signature:-Datel- Wjtness:

NOTICtr OF PATIENT PRIVACY
By siglins Llc Licluw, I corLily that I have reccivod and reviowed this noticc and all offry questions havo b€en answered to my salisfaction in

language that I can understand.

Name(Prinled)- Signalure: Datel- Witn€ss:-

Signalure of Legal Represenlalive Relationship
(ex.Auo reyln'Fact, Guardian, Par€nt if d mjror)

CONSENT TO TRtrAT
I have received irformation about my condition and proposed chiropractic treatmen! prcgram as well as alternative courses ofbenolils, the

risl(s flnd thc si.lc cffects ofrhe treatment and oonsequences ofnot having the proposed ireatmeni. I ondeNtand that, as in all health carc, in th€

praclice olchiropraclic there are some risks to trcqtment, incLudiDgbut not limited to muscle strains and sprains, fraclur€s, dhlocalions, disc

injuries and strokes. I do not expect the doctor 10 be able to anlicipate orexplain all thg risks.I wish to rely on the doctorto exercise judgmenl

during the course ofthe treatmenls which they feel at the time, based upon what is known, is jn my best interest. My dociorias responded to.a

ofmirequests for information about the proposed treatment.l have, or have had read to me, the above consent. I have also had the oPponunit:

to ask questions about its conseni. By siSning b€low, I authorize treatment

Dirlc: Dcl

ACKNOWLEDGf, MENT OF FINANCIAL LIABILITY
I understand that I may be financially responsible for any charges incuned at this office, including co-paym€nts, deductibles, all collection

and/or legalfees on any unpaid accouni referred for collection, and charges denied ornot covered by my insurance company. Irealizemycar

may be sibject to pre-iuth;rization by the insurance company, and I accept any responsibility for chafges. which may not be approved. Tle
insurancc company will review any/all documentation submitled by Grand Island Chiropraclic for rcview for medical necessity and base their

approval/denial upon rhis documenlarlon. lnsurance polioy linrilalions arE per irdividual insurance policy plans, as orc co payments' oo

insurance, deductibles, referrals etc. I understand that this office agrees to noliry me ifa service is not covered and will noliry me ifthe

insu|ance company do€s not approve my carc as soon as possible. Ifa treatment plan is approved, thjs office wiU make me aware oflhe

number ofoffice visits allowed. Initial visits may be denied and this may be beyond the office's abiliry to noti! the pati€nt prior to rendering

acute care, while waiting for the insurance coverage approval. These charges willbe the patienl's responsibilify ifdenied by the insurance

company.
This ofice may seek payment from you for any services your health insurance plan determine to be not medically necessary.

I have read and und€rstand my obligations forpaynenl for care in the absence ofinsurance coverage.

S;gnature Date



NEW YORK IVlOTOR VEHICLE NO.FAULT INSURANCE LAW
ASSIGNMENT OF S€NEFITS FORI\4

(FOR AOCTDENTS OCC.lgltRtNG oN AND AFTER 3/1/02)

lgnor'J hereby assign to , I,Assig,ree..r
lpr.rl -0sp lai o. hea lh ca,e p.ovroe.'ld- el

all rights-Prjvllsges and r€meciles to pEyment for health care servtcos provtded by asslgneo to which I am entig€d underArticrs 51 (the No-Fautt statute) of the Insu.ance Law.

The Asslgnee horeby cartili6s that they havo not received any payment from or on behatf ot tho assignof and sha not pursuepaymgnl diroctly from the Asslgnorforservicos provid6d by sald Asslgnee forlnjurles suslatned due to the molorvehlcls accldentwhlch occurred on'".:"".._-_(P'j"t"*B""|d"t")'notwltnstandinganyothsragreemonttoth6contrary.

Thls agreemont m€y be revoked by the assigng6 when beneflts are not payabte based upon tho assignor's {ack of coveragoand/or vlolation of a potlcy condtdon duo to th€ actions or conduot of the ;sst9nor.

4!I IERSON WHO KNOWNGLY AND. WITH-.INTENT TO DEFRAUO ANY INSURANCE COMPANY OR OTHERPERSON FILES AN APPLICATION FOR..COIMMERCIAL INSURANCE OH 
'A''iiNrCrVEr{r 

OF CLAIIV FOR ANYcor!r"rERcrAL oR pERSONAL TNSURANCE- BjNEFTTS COnreiuHc erui ririi'nrnr_r_v FALSE rNFORrvrATrON,OR CONCEALS FOR THE PURPOSE OF MISLEADING, rruNONrUEirO Ii 
'C6'IiiE 

RN ING ANY FACT IVIATERIAL
I-1:llrg'-A!D ANy pERsoN wHo, rN,coNNEcrorJ wni sucr-r- nppiiiirroru on clArfvr, KNowrNGLyylI-LLol KNowrNGLy Assrsrs, ABETS. soLrcrrs oR coN3priEs rjvii-n- nrornrn ro MAKE A FALSEl5l9!I_gl rltE THEFT, DESrRUCTtOf,l, DaMAGE oR COruvensror,r-oi aNy MoToR VEH|CLE To A LAW
:y_o-l9JyiflAcEfrcy, rHe oepqnrrrii'or uoron viHiCils-oh-rH'r'ri'urnaruce corrpANy, coMMrrs
l$4lqVlqr\ll llsuRANcE Acr, wHrcH ls A cRrME, *,ro sn*i ,iibci rie sue.recr ro A ctvrl pENALry
NOT TO EXCEEO FIVE THOUSAND DOLLARS AHO rUE VNIUE Or iHi S-U-EJE-C' IUTOTOR VEHICLE OR STATEOCLAIII FOR EACH VIOLATION.

(sr0naru16 or par o.t)

(Pnnlpstrents narnt

(Pnnt name ot Provlde4 lSlgnatufe of Provlder)

NYS FORr\,r NF-AOB (Rov. 1/2004)



CIIIROPRA'TIC

GRAND ISLAND CHIROPRACTIC
2283 GRAND ISLAND BLVD
GRAND ISLANDI NY T4072

(Town Hnll Phzr)
(116' 773-2222

FAX (866) 90?-615?

NOTARO CHTROPRACTIC
rOI5E NIAGARA FALLS BLVI)
NIAGAR{ FALLS, NY 14304

(como Airport Plaza)
(716) 2984368

FAX (866) 907-6157

NOTARO CHIROPRACTIC
4754 N. Fr€nch Rord

Erst Anh€rst, NY 1405r
(rhc comnons)

(716) 688-8815
FAX (866)907-6rs7

Name:

Approximate time:

wcB#

Place ofomployment at tim€ ofaccident:

Address:

WORKERS COMPENSATION FORM

Date ofaccident:

Location of accident (city):

Carrier Case #

Phone #

Was this injury repo(ed? Yes or No To Whoml

Was an accident report filled out? Yes or No

Please explain HOW you were injured and WIIAT PART ofyour body was injured:

Have you be€n on compensation for THIS condition before? yes orNo

lfyes. please explaint

For this condition, were you taken to the hospital? Yes orNo

Ifyes, please give name ofhospital

Name all tests & x-rays perfomed and where for this injury:

Please list all doctors treating you for this condition:

Arc you presently working? Yes orNo

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

Ifyes, plcase lisl dates:



Workers' Compensation Covers Chiropractic Care Completely. This shee! is for your prot€ctron

in the event a hearing is necessary. In the eveDt I fail to prosecute the claim for Workers,

Compensation for this condition, or it is d€temined thot there is no oase, I

Agree to pay the heating doctors ofGrand Island Chiropractic and/or Notaro Chiropractic her,fter

usual snd customary fees and any collection fccs plus a 100/0 surcharge for services to the above

claimant in the identified case

Signature: Date:

T€rmination of Car€ Waiver:

I hereby acknowledge and understand that ifl do not ke€p appointment as recommend to me by

my attending Dootor ot this Chiropractic oIIicc, he/she has full and oomplete right to suspend my

personal injury oase with my third party canier and rclinquish and disabilig granted me withiD a

reasonable period of time.

Signature: _

**lfduring the course ofyour case, your insurance company requires you to have an examination

from any other doctor, you must noti8, u6 immediately.

OFFICE USE: Verified



-/ !6[r_ y_":l::.__.,-- Employee Claim1r" b:llt"*u''on, 
., *, ,rll',,,.'1r,1,.1#',1, ,g:l**L',1r,'.1:i,i?5if lX.u,,. o, u ,on ,,,

A, Y0UR INFoRMATION {Employee)
2. Dale of 8irih. _ /__/L Name

3 Ma lng address

c-3
or work-re ated lllness Type or prnl neally. This fom may also be filed oui on" ne ot wl,w.wcb.r'ty.gov.

WCB Cas€ Numbor (ifyou know il)l

4. Socals€curily Number: - 5. Phone Nlnber I )- 6 Cender n |\4ate n Fernal€

7 Wlyou need a tlansator il you have to allend a Board hearn!? L-l Yes LJ No lfyes for whallanguageT

B, YOUR EIVPLOYER(S)

1 Employer wlref nJUred: 2 Phone Number (,-. _ )

3 Your work address

4 Dale you rrerc hred _ I /- b. your suporvsors name

6. Lstnrmes/addresses ofany other employe(s) al the lme ofyour rnjury/ ness

7 Dd yoLr lose lme frcm work €t the othe

C, YoUR JoB on the dato of the inj

1 Whal !|asyo!r job lille of descrp|on?

remploymenl(s)ss a €su tofyour njury/i ness? flyes L,lno
ury or illness

2 Whallypos of aclv los did yoLr normaly perform alwod?

3. Was yourlob? (check ofe) [^] fL,rfmo [,] partTime [_l Seasona l_.] Vounle6f [:] Other

4 Whalwag yoLlfgross pay (belo€ laxet pef pay perod? 5. How cflen wore you pa d?

6 Dd you receve od! ng or {lps in add trof 10 your pay? ll Yes [J No lyos descr be

D. YOUR INJURY OR ILLNESS

l.Daleol nlury or dat€ of onsel ol i fessr / /_ 2.Tmeoftniur\ir [ ] qnl I pw

3 Where did the njury/lness happen? (e g , 1 Ma n Street Poltersvile, at the frontdoor)

4 Was lhsyour usua work location? nYes I No ffno why were yoL] alllr s ocalon?

5 Whalwereyou doing when yoLr were injued or became il? (e.9, unoad n9 a lruck typing a fepofl)

6. How dd the niury/ilness happen? (e g..llripped over a ppe and fe on the lloor)

7. Explan lully lhe nalLr€ ofyourinjury/ilness lslbody paf$ rliected (e g fd sled leit ankle and culto lorehead)

C.3.0 (111) Page I of 2 vrww.wcb,ny gov



Y0UR NAI\4EI

D, YoUR INJURY 0R ILLNESS continued

8 Was an obiccl(o.g fork fl, honmer acid) nvovedinthe njLrry/ilness? nYes nNo lfyes whai?

9. Was lhe nllrry lhe resutoflhe use of operalon ofa censed motol vehic€, [: yes f] lo
lyes, fl yourvence Ll employersvelce l l othervence Lcensepalenumber(fknolfir):

DATE OF INJURYJILLNESSI ] , 
-]

fyoLrr vehic€ was rnvolred gvenameandaddfessolyolrmolorvehcernsuTancecaTref

10. Have you g ven you. emp oyer {or sLrperv sor) nolce of iniury/ lfess? !v.r ! t,to

,! ora y n n wrting Dale notice g ven 

-1 
l--'-tyes notice was g ven lo:

I Doa .o1e,""rol' r.,r)laooe,. ". fo I -- .orr r/e) ).rJ es

RETURN TO WORK

l oid you slop work because olyour njury/ lness? [l Yes onwhaldale?-/ -i-. Il No skrptoseclofF

2. Have you relumed towoTk? f] yrr ]-l to tf yes, on \rhatdare? 

-l-l 
ll regular duty l-J lm te,l outy

3 ll yor.r have @tuned lo work tvho are you wo*ng lor now? ll Same employer Ll Nowomptoytt fl Sefempoyed

4 Whal s yourgfoss pay (belore hxet per pay perod'1 -, How oflen afe you pa d?

F, I\lEDICAL TREATIV]ENT FOR THIS INJURY OR ILLNESS

1 Whalwas lh€ dale olyolrlirsl llealrnenl/ 
-/,,_./.- 

fl None feceved (sk p lo queslon F_5)

2 were you lfeated oi sle? [JY.s [-] lo
3 Wherc d d you rece ve yoLr fi|sl ofl s te med ca lfealmenl lor yo\rr inlury/l hess?

l:l Doctor's offtce -: C nc/Hospilauur!enlCare

llnone recervod fJ Emergency Room

Ll Hospta slay over 24 hous

Narlle aid addrcss where yo! werc lirst lrealed

Plrone Number ( .-)---.-- -
4 Are you 9ll be ng tfealed for th 5 irrjury/i ncss? L] ve" [] lo

Gve lhe name and addross ol the doclo(g)trealng you forlh s iniLrry/llness --. ---'

'Do.or enetoer'a.r,gJlolreri' llotc:a-obocro"r'o o'-l, fFs\ --.] 'e, ll\o
llyes, were voLr lfealed by a doctor? !yB" lf 1p I yes provde th€ names and addresses ot the docto(s)who lreated

you and Colv!PLETE AND FILE FoRll c,3 3 ToGETHER WITH THIS FoR|vll

6 Was the previous njufy/lnoss !4ork felaled?
r 6 'dd ?, . . .^ . a-r inoon, a.fr . l -.^ ,d

tIm nerefv mari..q a cta m tor bene s undsr lhe Workors,Compensation Law lrly sgnaturo aflknrs ihal tho informalion lam provid ng ls true

and a0cucle lolhdben olmy Inowledse and beli0l

ffiftffiii:TiiTsififfi,i# :-- "rr:r
Empoyeessgnalure -_- .-_- PrnlName ,-,-- .-.-.- -.--Dale t---i-
OnbehallolEnrpoyee --, PrnlName .*.- oale I l

An individual nay sisn an bahalt at the enployeo anly I he ot she is \aga\1y artlloind to da sa and the rnptatee is a nilat nantalty itcanPetant at lncapaettaled

,\oleoae o "..o1 edeg, 1..0 _e..J
,:i", -',,eieo;;6,e. ,;e.;:;',., !io: o,,. .o .ppo o qo d ,o c0eo00o L r

S gnalurs of Allorney/Representalive (il anr' Dale ,-i--i
Tle

C'3.0 (1.11) Pag€ 2 of 2

rL(ensed Rrprc, nlr 'Jc 
| !enie No Expirdlon 9rle _i



f-irwr" YORK
._____1 

iTATE

workers'
Compensation
Eoard

Limited Release of Health Information
{HIPAA)

SEte of New york - Wotuets' Conpensalion Eaad
c-3.3

WCB Case No (ifyo! knowit)r

To Claimantr f yoLr rec€ ved l@almenlfor a prevlbus fjury lo the same body pafl or for an Iness srm ar lo the one des(r bed n your (uffpnt
Clam fl ouilhsfom Thsformalowsth€healhcarcpfovrdersyouLslbeowloreeaseheallhcarclnfofm.Lioraboul your prevoL: njLrry/

ilness lo yoLrr employeas wofkem compensalon nsLrrer. The iedefa H PAA a!! lHealh nslfanc€ Porlab iiy afd Accountab ly Act oi 1996)

saysyouhavearghllogelacopyoflhsform lfyoudonotunderslandlhslom,talktoyour egaifepfesenlalve lfyoudonolhavea €ga
represenlalivellreAdvocdlefornlur€dWo/kersatllreWofkersCompensalonBoadconnepyo!Ca 800-580-6665

To Heallh cale Proyider: A copv of this fllPAA'comDlanl feease alows vou lo discose heath ffomnalof li you send recofds lc lhe
ernpoyers workers compensalioil'nsufef n respons€ lo lhs felease also inai copes 10 the Camartts egal reiresenlatve (f ro egal

repfesenlalve s sted beow send copes lo lhe Camanl) Heath care prcvd€n who roeaso records must iollow New York stale law and

HIPM

1lh" -b*
. Volunlary YoLr hea th care pruvde4s)musllie !o! the same care

pryflrefll€ms, and befelh whethefyo! eign thie fom of nol

i. Limited.llg ves youf lreallh caTe provide4s)perni ss on 1! reease of y

those healh records Ihal€re relaled lo lhe prevous lress/cond lon you

. Temporary, I ends when yoLrr cLrTrenl caim foT componsalon 9 €slab thod
or dsalowed and a lappea s are exha!rsled.

r Revocable, Yo! can cafce lhsreeasealanylm€ Tocanc€l sefda ellef
Lo Lh€ Iealtlrudrs provd€(s)Iilcd on llris 

'olr 
Au!,serdauopyuty0Lrl

lellef lo youfemploy€rs wotkefs comp€nsalon nsurerand the WoTkers

Compensator Boafd. Nofer you nay nat cancolthis @lease vilh tespecl lo
nedical rccorls akeady prcvided

. Forrecords only.llg ves yourheath carc provde(s)iGled on this torm
pernrhs on lo gend copies ol your hea th care records lo your enrp oyers
wotkers' cornpensation insurer

Anymedicalrecodsre€ased\./lbocornopadofyoufworkerscompensalonlieandareconldenla!nderlheWofkersCornFensalonLaw

A, YoUR lNF0RMiATl0N (Cla mant)

I Name -, ._-,,.- 2 Socra SecLrrly NLrmbel

3 MalfgAddress

Th s fom does N0T ailo!,! your heallh carc provde(t
lo rc eas€ lh"o fo owfg lypes ofnrformaloJ)

. HlV.relaled lnformallon

.Psycholhefapy notes

.AlcoholiDfug tfealment

. Nlental Hoalth trealmert (un ess you check below)

.Verbal lnlomatlon (lrour heallh cafe Dfoviders mat/
nold scuss your heallh care nformalon wlth anyona)

4 Dale of B dlr:__/_/__ 5 oale of lhe currenl njlry/lness _/___/
6. C!rrenl nl!ry/ln€ss, ncudngal bodlpars njured

7 o. 4" ep'€,e ." €', ,'e" d"ui,">> rd 
,

a) Check herc tl pu allaw yau health carc pravi(let(s)la rcloaso msntal health cate infafination

Y0UR HEALTH CARE P RoVIDER(S) lligt aL healhcareprovdelswholrealedyoulofap/ev/ousrniurytolhe same body parlorsm ar
lln€ss lfmore than 2 provders altach lhe r contacl niormauon to this forrn.)

1 Provder 2. Phoie Number (_)____
l\4a ng Address3

4

6

0lher pro,r der (ilany) 5 Phone Number:(_)_
MalrgAddress

READ AND SIGN BELOW hefeby fequeslthalihe heath care pfovde4sj ist€d above gve my employers \4,o.kerc'compefsalron
nsuTeTcopes ola hea th rerords relaled lo any prevols njury/ lness lo al body parls doscribod above

Cla nanls siqnalur€ (nk on y -' use b ue ballpo nlpen, Ipossibe.)

lflhe cla manl is unab e lo sign,lhe person s gnrn! on h s/h€r befa lmusll oLrlandsignbeow

c.3.3 (12.09)

Sgnalur€ (nk0n1y''use bLle aalponlp€n lpossbl, ) Dale

Vers 6n en espaRol al reve€o de la forma. www,wcb,ny,gov



NOTICE THAT YOU MAY BE RESPONS]BLE FOR MEDICAL COSTS IN THF EVENT OF
FAILURE TQ PROSECUTE, OR IF COIIIPENSA.:TION CLAIM IS DISALLOWED,

OR 'IF AGREEMENT PURSUANT TO WCL 632 IS APPROVED

Yo! may become responsible for the medical costs of treatment for your illness or condition with the
pfovldef llsted beiow if (1) you fail to prosecute the clainr f0r woikers' compensation of (2) it is
deterrnined by the Workers' Compensation Board that lhe iilness of condition which required tfeatment
was not a resull o:f a cornpensable workpiace acoident or ocoupationa dlsease or (j) if an agreemenl s

executed by you and approved pufsuant to Workers' Compensation Law S32 rf which yo! waive youf
right tb l'hedical beneflts faom the workers compensation carrier/seltins!red employer lof
trealmenvservices performed after the date the agreement is approved. lf any of the abov6 evenls
occurs, the provlder may bill you difectly inslead of the employef of lnsurance aarfier, and you will be
fesponslble fof the providef s fees for services rendered

hereby ack0owledge that I have read the above and undersland ihe circumstances undel which I rnay
become responsible for paynrenl

Cla manl's S gnalure Date

cAnnr€n cAgE No (r Known)
ILLNESS

AO0nES€

NSUF,cNcF

Pfovideds Namo and Address

TO THE CLA]|\4ANT

WorkeE Cornponsatron Eoad Regu atron 3 2 5 l23permrlsyolrdoctororlheBpsltofeqles(lhalyousignlnsA.9nolrm Bysgrnqths
notlco you acdnowedge your obligatjon to pay he pfovideas lees lor ho se^,ces yo! rec€ v€ I r ufns oul liar slcf lees aro .oL lga y

r€qLrirod tO & paid by yoLrr omploy€ror its workers compensallon ns!mnc€ carrer and I such l€es are rot cov€red 0y ollror nsurance The

e.fptoyer or cara€r may nol be requ rod to pay the doclois fe€s f fo. exarnpe, you lai lo ijio a cla m lof wo'lers co.npensalon 0r ta lo
no|t yorrr€mploy€r ol y.ur inj!ry or llness or lail to atlend a Board heering I your Employer challeng€s yo|rl nghl to beienls Even if yo!
mske att rEquir€d €ffods to pros€crrlo your c aim the Work6€ Compsnsation Soard may stil lind thstyo! 3r€ nol entltled lo b€nefit! nsuch
cas€s this noti6advises your heslh prcvider thal yo! acknowledge yolr pelslml llabi riy forpaymenl ol his/h€r bl s.

Worker€' ComponsaUon L3w Saction 32
The A-9 notce also covers nstances In lrhch € clamanl wllr an exrsling vald workers compefrsalon case comes lo an atjreenrenl !!ln
hls/herenrployerorltsinslranc€carrersennghs/h€rcaseiiaccordaricewlisecloi32ollhework€rccornpe.saloiLatr A se.l!.
32agreefirenlmayrncodeaprovrsionlrhch.eevesllreempoyerorcarner0r lfre ablrylopayrLrllfe.nedcalb sassocaleow! rre

case Yolr he€tn c€e prcvrder may ask yo! to sEf lhis A-9 folice lo ifsur€ tha( /o! acknowodge yolr psrsona ab r)r ror payr.e.l 01

h vlrer b a fyo! h8vewaNed yolr nght to fullre medca bnefls lrnder a S€clron 32 agreemenl

ll you hav€ any qr.tgsuons, contact yolr anomey or censed hearing rsprcsenlative il yoLr have one Yo(] may aso contacl your loca d sv c1

offce oftie Workers Compensahon Boad

TO THE NEALTN CARE PROVIOER

Th s nolice is rn€snl to advise he wofters compensa Iion cra m a I t th at helshe rnay be respon s b e lor paymenl Fa l!rc ol ll're cla rnaf l lo
s 9n this loni does nol r€ eve he prcvdef of lh€ obrgalro.lo l'earlhe crarmanr rordoes rnegar€ lhe da rnsn|'s respons Dr ry ror p.jy.irenl

l

realed o Lh6 workrnlLrry, or 4)a s€ctron 32 ent i'ollovtns the c€rrier ol liabllity for medical roalrnen t i9 a
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CRAND ISLAND CHIROPRACTIC
2283 GITAND ISLAND BLVD
GRAND ISLAND, NY I4O?2

(loPn H.llPhzr)
(1 t6J 7n-2222

r,^x (866) 90?,6r57

NOTARO CHIROPRACTIC
10I58 NIAGARA FALLS BLVD
NIAGARA TALLS, NY 14304

(Cono Airpor.t Pl.zn)
(?16)298-0368

F X (866) 907-6157

NOTARO CT{IROPMCTIC
4?54 N. Fr€nch Rord

East Amh€Nt, NY 1405I
(rhe commo.s)

(?t 6) 688-8815
FAX (866)907-6r57

'IHOMAS J, NOTARO, D.C.
ANDREW C. LiREEN, D.C.
MICIIAEL C. I]AASE, D.C,

CUR IS GORDON, D,C,
JACK SAIA, D,C.

ANTHONY BUSCAGLIA, D.C,
MEGAN LAFAVE, D,C,
N]CHOLAS ]IYAN, D,C,

INFORMAT]ON ITEGARDINC WORI(ERS' COMPENSATION & NO-FAULT
INSURANCIr

This office has oslablished a Wor'lccrs' Compensatiou/No-|ault case for you. You MUST
maintain the prescfibed schedule ofvisits in orclcr lo| urs to keep your aase active, Ifyou miss an
appointnent, it is fcquircd thal you call and rescheclule youl appoinlment, MISSED
APPOINTMEN'lS- more than three wilhout noticc will resull in thee suspension ofyour case

IT IS VERY IMPOR'I'ANT 'iT) NO]]FY ]].'I[ Ii'II.ONT DESK OF THE FOLLOWING:
I , Whgn you rcturn of are tol(gr1 ofl work. Aftgr you relum to wolk, you are still covered under

Workers' Compensation/No-Fault and should continue to schedule appointments.

2. When you lecelve notillcation l0 sca an Indepcndeul Exaniner or al]y othgr aoffespondenoe
from the insLrfrIce carricf.

3. When you fcceive notica lhal 1he insurince cLrDiel will no longer pay for your treatment,

4. When yoLr reccive an assignccl Workofs' Compcnsaliol numbcr fiom the Workers'
Compensation lloard.

PLEASE NO'llj

Under Workers' Con-rpensation ancl No-FarLlt yoLL are entilled to mileage reimbusement. YOU
MUST KEEP l RACK OF YOUR OIjFiCE VISITS and mail them to your insurance carrier.
Our oifice will gladly flunish you with e nileage form or make copies ofyour lile if you need

them. WE WIl,l- NOT FURNISH THE VISIT DATES FOR YOU FOR ANY REASON.
PLEASE KEI]P TRAC]K OF I]'IEM TO RECI]IVE YOUR REIMBURSEMENT,

Patient
Witness

Please inir.rl hc|r t. at f.ir ur .1u.. :rnd ll..:c rc.rrr



NOTIFICATION CONSENT:

Notaro Chiropractic will now be sending reminder
texts and calls fbr your convenience on upcoming

appointments as friendly reminders.

Notaro Chiropractic will also be sending emails
monthly for our new monthly promotions on supplies.

*By signing this form, you agree to receive text
messages, phone calls and emails regarding

appointments and promotions.

Thank you.

Signature:
Date:


