
CRAND ISLAND CHIROPRACTIC
?2E3 CRAND ISLAND BLVD
GRAND ISLAND, NY 14072

(Town HallPlaze)
l7 t6) 713-2222

rAx (866) 907-61s7

PATIENT HISTORY (Please Pdnr)
(Please feel free to edd inlormation to the baok ofthis sheet)

NarEel Date ofBirthi
Address:

NOTARO CHIROPRACTIC
IOI58 NIAGAM TALLS BLVD
NIAqARA FALLS, Ny 14304

(Cimo Airport Plozn)

{716) 298-0368
FAX (866) 907-615?

NOTARO CHIROPRACTIC
4754 N. French Rosd

East Arnherst, NY 14051
(rhc commons)

(716) 6881815
FAX (866)907-6157

Sexr M F

csrRo.PRActtc

Marital Statusr
(City)

Weight:

Health Insurance Company Name:
Family DoctorName:

Name ofperson on insurancel

Approximate DATE your symptoms BEGAN:
Cive complete description of HOW your symptoms bggan:

Flow did you hear about us? (Please explain) _
Describe presenting complaint(s) in deiail. ptea;;;i;;;;'lhs currenr complainrs
) ou are experienoing by marking rhe areas on the image below :

(Sheet) (Stete)
Height: _

(zip)

Social Security Number: _-_-_ Email:Social Security Number: _-_-_ Email:
Home Phone: C"tt phon., @
(Please circle which phone number to aall for appointment reminders)

Group #r--
Phone:

Are you currently working? Yes or No
*lfnor Reason for unemployment; _
Occlrpation & Nane oiEmploycrl
Address of Employer:
*+**WERE YOU HURT AT WORK?YES or NO
*'i**WERE YOU HURT IN AN AUTOMOBILE ACCIDENT? yES or NO

Have you EVER seen a Chiropragtor? yES or NO
lfyes, who?

Would your employer be interested in complimentary safety lecture by our doctors?
Would you be interested in a nutritional program & supplements?

Have you had X-rays. MRI, CT-Scan, Bone Scan, or Blood wor[@Gaseiiiiiilwherer when;
Have you EVER been treated for or suspected ofhaving cancer in the pist orpresent?_
List ALL medications, vitamins, minerals, and herbs you takei

List ALL specific allergies/reactions to drugs, foods or other substances you havJ:

Flave you been in or had ANY accidents or iniuries: yES or NO
lf yes: When Please describe in detail:

l lave yolr had ANY surgeries or fracturcsj
Please lisl along with [he approximate datc.
Family History: Pleas€ Iist the illness/disease and the family member associaiJJ:

YES or NO

SignatLrre: Datei

Phone;Who to contact in case ofan Emergency:



GRAND ISLAND CI{IROPRACTIC
2283 CRAND ISLAND BLVD
CRAND ISI,AND, NY I4O?2

(IownH!llPhzr)
11t6\ 773-2222

' FAX (866)907-615?

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

(Cono Alrport Plazr)
(716)2984368

rAx (866) 907.6157

NOTARO CHIROPRACTIC
4754 N. French Road

East Anherst, NY 14051
(TheCommons)

(716) 68E-EEI5
rAx(866)907{rs?

Patienl Name:

AUTHORIZATION FOR RELEASE OF RECORDS:

To . I hereby authorize you to rclease to GRAND ISLAND CHIROPRACTIC any informalion includine th(

diAg!9!i!-gUdIgo@ ofany tr€atment or examination rendered to me during my period of teatment.

Date:- Signaturel-Dater- Wimess:

AUTHORIZATION FOR ASSIGNMENT OF BENEFITS:
I aurhorize paymenr of any nedical benefits to be paid dircctly to GRAND ISLAND CHIROPMCTIC OFFICE fo. any service reddeted to

Date:- Signaturel Dater- Witnessr-

NOTICE OF PATIENT PRIVACY
By signing the below, I certiry that I bave received and reviewed this notice and all ofmy questions have been answered to my satisfaction in

language that I can understand.

Name(Printed)- Signature:-Date:- Wimess:-

Signature of Legal Representative Relationship

CONSf,NT TO TREAT
I have received information about my condition and proposed chiropmctic treatmenl progFm as well as altemative courses ofbenefits, the

risks and the side effects ofthe treatment atld consequences of not having the proposed ueatment. I understrand that, as in all health care, in the

practice of chiropractic there arc some risks to featment, including but not limited to muscle sfiains and sPrains, factures, dislocations, disc

injuries and strokes, I do not expect the dootor to be able to anticipate or explain all the risl6. I wish to rely on the doctor to exefcise judgment

d;ring the cous€ ofthe treafin;n$ whioh they feel at the time, based upon what is lslown, is in rny best interest. My doctorias responded to.a

of mirequests for information about the propos€d treatment. I have, oi have had read to me, the above consent l have also had the opportuni!

to ask questions about its consent. By signing below, I authorize treatinent.

(ex.Attom€y-ln-Fact, Guardian, Parent if a minor)

Date: Signature: Date: Witness:_

ACKNOWLEDGEMf, NT OF FINANCIAL LIABILITY
i una"rsiana *rur I mayte financially responsible for any charges incured at this office, including co-Paymonts, deductibles, all collection

ana,toi tegal fees on atiy unpaid account rifened for collection:and charges denied or not covered by my insurance colnpany. I realize my car

may Se siUlect to pre-iuttr;rization by the insurance company, and I accept any responsibility lor charges, which may not be.apProved T}le

insurance c'ompany will review any/ail documentation submitted by Grand lsland chiropmctic for review for medical necessity and base their

approvavdeni;l u;on this documentation. Insurance policy limitations are per individual insumnce po licy p lans, as are co'payments, co_

insurance, deduc]bles, refenals etc. I understand thai $iioffice agrees to notiry me ifa service is not covered and will notiry me ifthe

lnsumnc€ company does nor approvg my care as soon as possible, Ifa treatm€nt planis app-roved, this office will make me aware ofthe

number ofoffrce visits atlowed. Initial visits nay be denied and this may be beyond the office's ability to notirythe patient prior to r€ndering

acute care, while waiting for the insurance coverage approval. These cha€es will be the patient's responsibiliiy ifde0ied by the insurance

company.
thiJoftice rnay seek payment from you for any services your health insurance plan determine to be not medically necessary.

I have read and undersiand my obligations for payment for care in the absence ofinsurance coverage'

Print Name Signalure Date



CI{IROPRACTIC

NOTIFICATION CONSENT:

Notaro Chiropractic will now be sending reminder
texts and calls for 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 from Notaro

Chiropractic, its management company Chiropractic
Office Solutions, agents, contractors, and assignees.

Thank you.

Signature:
Date:


