
CHI&OPRAC'fIC

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

(Towr HallPlflzfl)
(1t6) 713-2222

FAX (866) 907-61s7

NOTARO CHIROPRACTIC
t0t5q NlAGARA FALLS BLVI)
NIAqARA FALLS, NY 14304

(C0mo Airport Plsza)

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

d|"

NOTARO CHIROPRAC TIC
4754 N. Ff€nch Road

East Anhe.st, NY I4051

{The Comnons)
(716) 688-88r5

FAX (E66)907-6157

PATIENT HISTORY
(Please feel free to add

NarEel

(Please Print)
infofmation to the bacl( ofthis sheet)

Date ofBidhi Sex: M F

(Stree0
Mh. itdl Statust waiuhr' uaidr.'.
socral 5ecufll) Number: _____ Emaill
Home phoner_ coll ptrone: 

-l""qotsT"x 

MGr ygs No
(Please circle which phone nunrber to call for. appointmentiemindirs)
Healll^ lnsurance Company Ngme: cr^,,^ !.

_famly Uoctor Name: phone:
N.ure oipemon on ilsurance:
l-lo\a did you hear about us? lplease explai,r.l
Describe pfesenting complaint(s) in detail. please
y0u are experiencing by marking the areas on the

Appfoximate DATE your symptoms BECAN:
Cive conlplete descrjption of HOW your synrof HOW yorrr symptoms begani

indicate the cqrrgnt oomploints
image bglow:

Afe you cungntly working? Yes of No
N'lino: Reason for unemploymgnt;
Occupation & Name of Ernployer.:
Addfess oiEmployefl
***"WERE YOU HURT AT WORK?YES of NO
1'" 

'! Ni WERE YOU HURT IN AN AUTOMOBILE ACCIDENT? yES or NO
Would your employer.be interested in compljmenta.ry safgty lectura by our doctors?
Would you be interested in a nutritional pr.ogram & supplements?
I-lave you EVER seen a Chiropractor.? yESorNO
ll yes, who?
H:rve you had X-rays, Mru.Cf-Sci@
W here: When:
Flave you EVER been treated fol or suspccted of havit)g ca cef in thc pas( or

List ALL medications, vitalnins, minerals, and herbi vou takr

Lrsr cLL spectltc altergles/teactions to dfltgs, foods of olher subslance5 you havcl

llave you been in or had ANy oocidents
ll yesr When

or injLries: YES
Please descfibe

or NO
ir detail:

I 1..\ e ) o!. I nd A\ Y sL|ger.ee or' f|actures. YES or NO
Please list along wi!h the &pproximate date:
Family History: Pleas€ Iist the illness/disease ana tt Jtamltv r*mGr a"rociate*

Who to contact in casg ofBn Emergency:

Signanrre: Date:

Phone:



GRAND ISLAND CIIIROPRACTIC
2283 GRAND ISLAND BLVD
GRAND ISLAND, NY 11072

(TownHsllPlezt)
(716) 113:2222

FAX (866) 907-6157

NOTARO CTIIROPRACTIC
10158 NIAGARA FALLS BLYD
NIAGARA FALLS, NY I4J{)4

(Como Airport Plazr)
(716) 298-036E

FAX (866)907-61s7

NOTARO CHTROPRACTIC
' 475d N. Frcnch Rood
East Anherst NY 14051

{The Commono
(716)688-881s

FAX (E66)907{157

PatienlNanel

AUTHORIZATION FOR RtrLDASE OF RECORDS:

To I hereby aurhorize you ro rel€ase to ORAND ISLAND CHIROPRACTIC any infonnation !!qbdi!g!h!
djasnosis and records of any treatment or examination rendered to me during my period of treatment.

Datei Signaturer-Dater- Witness:-

AUTHORIZATION FOR ASSIGNMf,NT OF BENEFITS:
I aulhofiz€ payment ofany medical benefits to be paid directly to GMND ISLAND CHIROPRACTIC OFFICE for any service rendered to

Dale:- Signature:-Datel- Witness:

NOTICf, OT PATIENT PRIVACY
By sjgning fie below, I cerrify tha! I havc rsuejv€d and rcv;ewed i!is rorice and all ofmy qucst;ons hove been answered to my satisfaction in

language tlrat 1 can understand.

Nams(Printed)- Signaturc: Dater- Witnessl-

signaturo of LeSal Reprcsentative R€lalionship
(.x.Arlo e)-lI-lrcl, CuJrdiarr, Parcnl ifa minof)

CONSDNT TO TREAT
I have rcceived information aboui my cordition and proposed chiropmctic Lreatmenl program as well as alteroative courses olbene{ils, the

fist$ and lhe side offccrs oftho trcotmcnt and consequences ofnot having lhe prcpos€d treatmenl. I underctand that, as in all health caro, in the

practice ofchiropractic there are sorne risks to treatnenx, including but not limited to muscle strains and sprains, ftactures, dislocaiions' disc

injuries and srroies. I do not expoct the doctor to be able to anticipate or explain all the dsks.I wish to rely on the doclor io exercisejudgment

d;fing the course ofthe tream;nts which they feel at the time, based upon what is know!, is in my best interest. My doclorlas responded to a

ofrnilequests for inforrnalion abou the proposed trearment. I have, orhave had resd to me, th€ above conseni.l have also had lhe opportunit:

to ask questions about its consenl. By siSning below, I authorize treatment

Datel Slgnanlre: Dalel

ACKNOWLEDGEMENTOFFINANCIALLIABILITY
i un.lersrand rhat t nay be financially responsible for any charges incuned al this office, including co-payments. deductibles. all colLection

and/or legal fees on any unpaid account referred l'or collection, and charges denied or nol covertd by my rnsurance company l realrze m),r:ar

may be sibjed to pre-iurh;rization by the insurance company, and t accept any responsibility for chafges. which may not be approved lne

inst,rance contpany will review any/ail documentation sr:bmined by Grand lsland Chiropmctic for review for medical necessity and base their

approvat/deniituion this documenrarion. lnsurance policy limjtutiofis afe per.individual in$rancc policy Plans, os nre co psymots'!G

irisurance, deductibles, re|errals etc. I understand lhai this office agrees to notiry me ifa service is not covered and willnotify me ifthe

rnsura1ce company does nor approve my care as soon as possible. lfa treatment plan is approved, this ofllce will make me atlare ofthe-

numb€r ofoffice;isits allowed. Initial visits may be denied and thh may be beyond the office's ability lo notiry the pali€ prior to rendering

acule care, while waiting for the insurance cover;ge approval. These charges will be the patient's responsibility ifdenied by the insurance

This office may seek payrnent from you for any services you health insurance plan detelmine to be not medically necessary.

I have read and understand my obligatioos for payment for care in the absence ofinsurance coverage'

Sienaiure Date



cHrRoPR^t'Irc

GRAND ISLAND CHIROPRACTIC
22E3 GRAI\D ISLAND BLVD
GRAND ISLAND, NY T4072

(Town Hrll Plnm)
(716) 773-2222

FAX (866) 907-6157

NOTARO CHIROPRACTIC
I{)I5ENIACARA TALLS BLVD
NIAGARA FALLS, NY 14304

(Codo Airport Plaza)
(7r6) 29E-036E

FAX (E66) 907"6157

NOTARO CHIROPRACTIC
4754 N. French Roid

EastAmh€rst, NY 14051
(Th. comnons)

(7r6) 688-881s
FAX (866)9074rs7

Name:

Approximate time:

wcB#

Place ofemployment at time ofaccident:

Address:

WORKERS COMPENSATION FORM

Dat€ ofaccidenti

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 WHAT PART ofyour body was injured:

Have you been on compensation for THIS condition before? Yes orNo

lfyes, pl€ase explain:

For this condition, were you taken to the hospital? Yes or No

lfyes, please give name ofhospital

Name alltests & x-rays performed and where forthis injury:

Please list alldoctors treating you for this condition:

Are you prcscntly working? Yes orNo

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

Ify€s, please list dates:



Workers' Compensation Covers Chiropractic Caro Completely. This sheet is for your proteclioD

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

Compensation for ihis condition, or it is determined that there is no casc, I

Agree to pay the treating doctors of Grand Island Chiropractic and/or Notaro Chiropractic her,iher

usuol snd custornary fccs and any collection fees plus a 10% su.chaxge fof serviccs to the above

claimant in the identified case

Signoturel Datc:

Termination of Car€ Waiver:

I hereby acknowledge and understand that ift do not keep appointment as recommend to me by

my ett€nding Doctor 6t this Chiropractic office, ho/shc has fuIl and complete right to suspeDd my

p€rsonal injury case with my third party canior and relinquish and disability granted me within a

reasonable period of time.

Signature: Date:

t*lfduring the course ofyour oase, your insuranc€ company requires you to have an examination

from any other doctor, you muet notiry us imm€diately,

OFFICE IISEr Verified



workers'
Compensation
Board

A. YoUR lNl0RMAT|0N (Employee)

Employee Claim
State of New Yatu " Vla*ers' Compensation Bgard

Fll out th s fom to apply fof workeE compensalon benefils because of a work nlury

(new
t- YoiK
-_\ ArE

'1. Name: 2. Dale of Bidhr_/_/
3. fulailing addressi

c-3
ofwo -reated i ne9s Type orprnl neally. This foTm may also be fi ed out onl ne atwwwwcb ny gov

WCB Case Number(ifyou know it)l

4 Soca Secur y Numbef

7 WlyouneedalmnsalofiyouhavetoatlendaBoardhearng? fJ Yes lJ t'to ltyes forwhattanguag€?

B, YOUR EIMPLOYER(S)

n uate n r.mae

1 Empoyerwhen iniured .,.,... -. -..,-. 2 Phone NLrmber ( ) __
3 Youf,ro \ addr€sb:

4. Dal€ yo! were h rcd ,-.., l-.-,1-_ 5 youfsupervrsor,s name

6. Lslnames/address€s ofany olhef empoye(s)at lhe lme oiyolrr niury/lnessl

7 Did you ose lfire from wo atlho othef empoyment{s)as a resutolyouf njury/ilness? L jYes l..'lNo
C, YoUR JoB on the date of the injury 0r illness

1. Wh€lwas yourjob lille or desc pton?

2. Whatlypes ofacliv lieg d d yo! normaly perJorm atwo*?

3. Was youriob? (check one) n rut rme fl parltme [J Seasona []Voiuntoor L-,1 Orrer

4 Whalwas your gross pay {beJore laxes)per pay p€rod? .-.-.- _ -. , 5 How ol1€n were you pa d?

6. Oid you rece ve odg ng or lps n add l0n lo your pay? l-l Vos LJ t'to t yes Aoscrle

D. YOUR INJURY OR ILLNESS

1.Daleol nllryordaleof ofselof llnoss _/_/_ 2 Time of niury [-] rv l,l pv

3 Wfe'e ord tle )rr) ross appe- .eg lvo-Sfeel.oore:, e al.le'or.ooo'

4 Was lhs yoLrr usualwork location? nYes nNo f no, why were you atthis ocalof?

5 Whal!!€€ you doing whef you were ifjured of became il? (e g. !nloadingalruck lypngareport)

6. Ho\\] d d lh€ njury/i lness happen? (e g I lrlpped over a p pe and,e I on the f oor)

7 Explan fully lhe natufe ol yourinjury/ ness lislbodypartsafiected(eg.,trrsted eflaikeandcuttolofehead)

C-3,0 (111) Page I of 2 www,wcb,ny,gov



YoUR NAIVEi DATE OF INIURYJILLNESSI 1 I

D, Y0UR INJURY 0R ILLNESS contlnued

I Wa6 obJect(€g. forklift haminer, acld)involvsd n th€ inilrry/lness? nYes tlNo Liyes what?

9 Was the fiury the fe$\rt ollhe use or operalon ola licensed molofvehcle? n y"s n lo
fyes fl yourvehcte Ll empcyefs vetrce fl oh€r velr ce L oense plale nLrmber {f knom) , ... -.---
fyourvehcle!!as nvoved, g ve name and address olyour motor vehrce nsuranceca(ef

10. flave yaLr given yolrremployef (of supervisor)nolce of nlury/i ness? [_]yes fl No

fyes, nolce was 9ven to

11 Did anyone s€€ y0ur nlury happen? [:lyes f] tlo n unlnorn tfyes, rslnames

flora y n nwrlng Dale nolice gven 

-l-l-

E. RETURN TO WORK

1 Did you slop work becauge ofyour nl!rrylilness?

2.llave yo! relurned lo rlork? f]yes [llo
I f,o-',.e'e'1od'o^0, 

^"0(ero- 
rorL .

f-J ves on wnatrtate? 

-/- 
/ ! No, skip lo seclof F

f yes onwhaldale? l.-..1..-. [11 regularduty [] miled duly

fornow? n sameemployer L-J Newomployer n sefempoyed

4 Whal s yourgross pay (before laxet per pay period? -- How olten afe yo! pa d?

F, IllEDICAL TREATIIIENT FOR THIS INJURY OR ILLNESS

1 Whalwas lhe dale olyourlrrstlreafmenll 

--l-l-- 
al None recorlod isk p lo queslon F_5)

2 Were you trealed on ste, [-] y"t f.l lo
3 Where dd you.eceve yourflr$lofl site rnedica lfeatmenl lor you I n,ury/lness? [-]none recevod LJ Eoergency Room

l]] Docro/solfc€ fJ clinrciHospla/Ufgenlcat. fJ fospla slay over 24 hoLrrs

Nam"o and addr€ss where you lleTo lrrsllTeated

Phone Number (- -. ._)

4 Are you stl be ng lrualed for tlrs rlLrry/l less? [-] Vos I lo
Gve the name afd address ollhe doclo(s)trealino you for thrs niury/lness

Phone NLrflber (.. )- .

5 Do you remembor having anolherlfjufy to the sarne body parlof a smlaf ness? I-lYes L- N0

fyes, \4ere you lrcaled by a doctor? t] yes nNo lfyes, provde lhe i6mos and addresses ofthe dacto(s)who trsated

you and CoI,'PLETE AND FILE F0RM c.3 3 ToGETHER WITH THIS FoRlt4i

o wu, rn. purio^ tifi],rlmr* t"tr, r.-ut.lr-Ei.i t] l"
fyes, were yo! wo* ng fot lho same empoyeJ lhalyou $o+ for no!{' I \es n No . .

t am norely mulinq a OaLm tor benefts under the llorksrs Compensalion Law. My signature affimrs lhal the nlormalion I am provd ng rs true

and aocucle lolhdbesl olmy lnowledse aid beler

:TmJI;^;gm*^*"i^,Y"'i"fifl:i":f1'"'#9ig,T'ri:,"sfl'fiieflfr'-.i'f^ii"ilJi$:::
A|yPersorw|o\"o*ng|yand*ith|N'tN'U0t|t{AUUp'e9erI9'caus05I00ePre5cnLeo'
{tlo€ ores€nro0 ra or}ia. ins,ro. or se|{rnsur€r, dry .lo.ma.ion colra""g a"y FALSE VATERlA- STATEIVE\T o'corceals a"y
;iriri 1o'.{ s: A-- e'E d0ti- I oF A c ilv! and s. o.ect ro 

'JosrdnlB 
Ff\ Es A'{0 rvFRq!!4i\ I 

-
Ernployees S gnalure PrnlName .-Dale I .-i-

___- PndlNane LrdLe i
An kdividual nay sign an bahall ol the enplayN only il he at she is logalty atthotne.l ta da sa and the enplayaa is a nl at,nantaltv it)catnpet.nt a I tncapac naletl

i:1Rl:l!f,"T:islfli,l3'Jliggi;l!'!fi;iil"?lliilsf i:illi3lii"iilififrffi:"i.1'ii"'l-j"'{'$!sliifflffii,[1,1fr,:J$ftli",x"iliis%"i.*'
S gnaturs of Alhm€y/Representallve { I any) Dare _ /_,_/_

C.3.0 (1.11J Pag€ 2 of 2

liL.en.,o P.p(5en ! re L ei,eN! Eipir.ton Olle I 
-../- 

--



'4rwf- YORK<--\ 
iTArE

workers'
Compensalion
Board

Limited Release of Health Information
(HIPAA)

State af Nev/ York. Wofuets' Cgnpensatlon Bgard

c-3.3
WCB Case No (iflou(rorvi0i

To Claimanli ]f vou received lrcalment for a orev/bus flurv lo the sanre bodv oarlor for an Iness s mlaf lo the one desc bed n vouf curfenl
Cam.f outlhsform.Thsform:lowsth€healhca€'pr6vdersyoulslbeloi|tore€asehealhcafe nfomalon aboulyour pfevious inlury/

ness lo youf empoyefs wo.kers compensalon rsurer. The federa HIPAA aw (Heath nsurance Podabi ly and Accounlabity Acl ol 19!6)
says you haye a rgfllo geta copy of lh s lom ll yoLr do not lrd€rsland ths form la k lo yo\rf ega representalve l you do not have a 1ega1

fepresenlalve IheAdvocalefor niu red Workers al lhe Worke.s CompefsalofBoardcanhepyou.Ca 800-580-6665

To Heallh Carc Provideri A copy ol this HlPAA-complant feease alows you to dsciose heallh rnfoTrnalion f you send fecoTds lo the
empoyefs wofkeN conpensalof nsuref n regponse lo lhs Telease, aso mai copes lo lhe Clamanls lega fepreseftatve (]f no legal

epfosenlalve is lsled beow send copes io lhe Camanl.) Health care prcviders who feioase Tocords musl fo ow Ne,4 York slate aw and

This r€ ease s

. Vo unlary. Yow hea lh care prcv de(s) m usl grve lou the sam€ caru.

] paymcnl lcras, ,nd bcrcfls whcthcr yoLr s gn th s lorm of no(

. Limited,llg ves your hea lh car€ provde(s)permrss'on 10 fe ease only
those heallt r€cords lhalar€ realed lo lh€ previous lnessjcondlonyou

I Tempolaty, lends vrhen youf cLtTrenlclairn for compensalon rs eslablshed
or d salowed afd a lappea s are exhaLrsled

a Revocablo. You can cance lh s reease alany time. To cance send a lelter
10 th€ hea th oar€ provd€(s) sled on lhls loflr. Asu sefd a lopy ofyour

ellerlo yoLrfemployers workers !ompersalon insuref and lhe Workers

Compensalor Eoard Nale: Yau nay nal cancai this /o/gaso |l/ilh r?specl lo

nedi c al rccotds ak e ady provided

. Forrecords only.ll9 ves yo!r healtlr care provde(t sledonlhsform
permhson lo send cop os olyolr heallh care records lo youfemployels
l,orkers' c0mpen9alr0n nsLtref

.Hlv.re ated infomalion

. Psychotherapy notes

.A cohol/Drug lreatment

.lMontalHeallh treatmont (!n 6ss you ch€ck be ow)

. Verbal Info fmalion (yo!rr heallh 0afe providers nray
nold scLrss your hea lh car€ nlormalon wrlh anyone)

Any medicalrecods re€ased wi becomepanofyoLrrwofk€rscompensalonfleafdareconfdentiaundeflheWo*ersCompensalonLa\\l.

A, YoUR lNF0RNlATl0N (Clalmant)

lName 2 Soc a Secur,ly N,rmber -___
3 Ma Ing Address

Th s lorm does N0Ta ow yolrr hea th care pro\'ide(t
to release lhe lo owing types ol nloflnaiion

4 Daleof Bdlr:_/_/__ 5 Dale oflhe currenlrniury/ fess:_ / I

6. Currenl nlwy/ilness nc udng a body pans iniufed

ll Check hoft il ya\) ailo!" yaf heallh cata prcvrde4s) ta rclease nenkl health care infannation

YOUR HEALTH CARE PROVIoER(S) (Lslalhealth care provlders who lrealed you fof a prev/bus Lnjury to lhe same body pan of s miaf
illness lf more llran 2 prcv defs atlach the I conlacliniormaton lo lh s fornr )

1 Provd€r 2. Phofe Numbef ( , )

3 [i]airn! Address

4 olhef orovd€r Iolhef provd€r (f any): 5 Phone Numbefi (- ) ,
6 Ma ng Addfess

C. READANDSIGN BELOW, hereby @questthallhe healh care provde(sj sted above g\'e myernpcyefs\ro ers'ccmpensalof
nsurercopesoJallreallhrecorcsrealodtoafypreviousrjury/lness,loa body parls descflbod a!oye

Cld fianls s gnarure link only .. use blue ba panlpon lpossbe) 0ale

lflhe ckimantis !fabl€ to sign thepersonsigningonhs/herlrehalmusllloulandsignbeow:

c-s.3 (12.09)

Sgnalure lnl only- use bue bal0onl pen lpossble ) Dale

Versi6n en espaRol al reverso de la forma. www,wcb.ny.gov



NOTICE THAT YOU MAY BE RESPONS]BLE FOR MEDICAL COSTS IN THE EVENT OF
FATLURE TQ PROSECUIE, OR lF CO|VIPFNSA.TION CLATM tS DISALLOWED,

ORIF AGREEMENT PURSUANI TO WCL 632 IS APPROVED

You may become responsible for the medical costs of treatment for your illness or condition with the
providef listed below li (1) you fail to prosecute the claih f0r woikers' compensation or (2) it is
determined by the Workers' Compensation Board fhat the illness or condition which req!ired lreatrnent
was not a reslrlt of a compensable workplace accident of occupationa disease of (3) lf an agreemenl s

executed by you and appfoved purslranl to Workers' Compensation Law S32 rn which you walve your
rlght to fnedical benbflls ffom the workers compefsation carfier/se/trnsured employer tor
tfeatment/se.vices performed after the date the agrcement is approved Jf any of the abovo events
occu|s, the provider may bill you directly instead of the employer of insl|ance cafrief, and you will be
iesponsible for the provjdofs fees for s€rvices [endered.

I hereby acknowledge that I have fead the above and ufderstand the circ!mstances under whlch I may
become Tesponsrb e lor payment

Claimanls SignatLrre Da le

ca8RrER CASE No (/f Knowi)
ILLNESS

AO0nESS

Provide/s Name and Address

Wo|kefs Componsatton Board R€glia(ron 325-1 23permNyolrdoclororlhempsrtorequesrthalyo!sigfrhsA-9rot,ce uye9..gtis
notice you €c,knowl6d9o your obligauon to pay the provdeis fees for h6 sorlrces you rec€ ve lf I turns oll iiat slch lees aro nol logary
reqLrlr€d lb be paid bi your empoyer or its workers cornpensatron /nsLrmnc€ cerror and if sLrch fees afe fot cov€red 0y olhor ns!ranoe rhe
employer or c€rrjef may not b€ rEqlircd to pay tile d octo is lees il Ior exarnp s you la lo filo a cla m ior worke rs compons al on or lai lo
noUt yoLrf smpoyer olyou njury or iliness, or fa to aliond a Board h6€nn9 rf yolr onployef chal€n96s your righl to b€n€l5ts Even rl yo!
maks alrequr€d eflorts to prosecLrle your clsirn ths Wo|k€Is' Compsnseton Bo8rd rnsy stll 1!nd lhatyol] srE nol €nliled to b€n€fiB nsuch
c€s€s this notic€ adv sos your health provider that you a cknowlodge you p6qonal liability for paym€fl of h is/h€r bl s.

Workers' Componsauon bw Sectlon 32
The A-9 notice Elso covers instances n wh ch a clainrafl w(li an exislrng v3 o wofters compansatron case comes I0 an aqrcemcnl wdlr

hls/her e.fployer or ts lns!€nc€ carrier s€n ng h s/hor case n accordafc€ wlh Seclror 32 ollhe Workea Cornpe.sal on Lay' ASec(r.
32 agr€enrenl may rnollde a provson whch rereves llre employer or car€r ol he iab ry ro psy []Ute.nodcJlb I assocaled wlri lne

case Yourh88lihca|€povdermayaskyou(osrgrlthsA.9notc€(onsufetialyo!acknowscg€yolrpersona rab ry rof payr.e.l or

h s/her b ls fyo! havewaNed your ngfrt to fu1!re medrcaib6nefi|s under a seclron 32 agreemenl

il you hav€ any qqesuons, conlact your attomey or lic€ns€d headng r€pressntrbve f you have one Yo! rnay a so contacl your loca d stricl
office oihs Workers Corirpens€lon Board.

TO THE I']EALTH CARE PROVIDER
This nolic€ is m€ ant lo advis€ the worke rs' cornpe n salion c aimanl lhal he/she may be r€ spo ns ble fo/ paymenl Fa l!rc oflhe cla nranl Io

sgnthlsfo.rndoesnorreleveheprovderoflheobrgato.loreallhecamafl 0or does l.egarelhecarnanlsfL.sponsbl ryro/patme.l

KeepOeonginatollhisfomforyourrecordsand9veacopyrorhecamanr OonotfllewllnrheWorkers cornpcrsarion Boar.l rr!
w I rec€iv€ Notrces of oecrsions rn wlrrch L're cora pen sa bi ry ol a cla m 3 lhonzation ol (rea(m enl, o r paymenl ol rn ed c€ br s s nc uded
yo! wila/50 bo fotifed lf the cla manl slJbmits B section 32 Agree.nenlwith he Board lor apprcval. Do notbil ure ca rnanl!n ess and !n!l
you .e@iv€ a Eoard docision fndinq Oat 1) claimanl faied lo prosecLrla tio cla m or 2) lhs clam is denied, or3J lhe reaL.lenrrs nolcalsalry
reated to trro workrnjLrfy, or 4) a seclor 32 agreome ino Lhe c€rder ol llrbility fornodica trealmsfl is approved



GRAND TSLAND CHIROPRACTIC
22E3 GRAND ISLAND BLVD
GRAND ISLAND, NY 14072

(TorYn Hall Phza)
(1\6) 773:222

FAX (866) 907.6157

NOTARO CHIROPRACTIC
10I58 NIAGAR/T FALLS BLVI)
NIACAR\ FALLS, NY 14304

(Cono Airport Plaza)
(716)298-0368

FAX (866) 907-6157

NOTARO CHIROPRACTIC
4754 N. Frmch Road

E ct Amhersl,NY14051

(716)6E8.881s
FAX (866)907-6157

THOMAS J, NOTARO, D.C,
ANDREW C, GREEN, D,C.
MJCHAEL C. BAASE, D.C.

CURTIS GORDON, D.C.
JACK SAIA, D.C.

MEGAN LAFAVE, D.C.
NICHOLAS RYAN, D.C.

AARON BOEDECKER, D.C.

INFORMATION REGARDING WORKEI{S' COMPENSATION & NO-FAULT
INSURANCE:

This office has established a Workers' Cor]]pensrtion/No-Faulr case for you. you MUST
maintain the prescribed schedule of visil$ in order lor us to keep your case active. If you miss an
appointmcnt, it is requircd that you call a d rsschsdulc your appointnent. MISSED
APPOINTMENTS- more tltan thrce witltout notice will rcsult in tltee suspension ofyour case

IT IS VERY IMPORTANT TO NOTIFY TFIE FRONT DESK OF THE FOLLOWINGI
L When you retum or are taken off work. Aiter you return to work, you are still covered under

Worke$' Compensation/No-Fault and should continue to schcdule appointments, l

2. Wlen you receive notification to see an Independent Examincr or any other corespondenco
Iiom lhe insurancc caffier.

4.

3. Wheri you receive notice that the insurance carrier will no longer pay for your treatncnt.

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

PLEASE NOIE:

Under Workers' Compensation anal No-Iauit you arc entitled to milcage reimbursctnen!. yOU
MUST KEEP TRACK OF YOUR OFTfCfj VlSl t'S and mait them to yoLu insurance carrier.
Our office will gladly furnish you with a mileage fonn or make copies of your fiie ifyou need
them. WE w]LL NOT FURNISH THE VISIT DATES FOR YOU FOR ANy REASON.
PI-EASE KEEP TRACK OF THEM TO RECEIVE YOUR REIMBURSEMENT.

PatientPlease initial here that you undelstafld these terms
Witlless



f FN,IKOrT*ACTIC

NO'TIFTCATION 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:



n0laNErArtJutgl0ri!:&g-!&J

'lhis Finanr:ial Disclosure Stalement is inteuded to mcrLrorairzi tllg lolr0c pmvidcd t(,

(fnin nnrne), fitr pa!icnt. ihct lour ncdlcal
provider (Doctof, Chiropfaotu, Ph ),sii.ral 

'I hcrdp ist, alc.). wtll feceive renain cdnpellsaltor lionl
I'.lilS_ALgdjs3llgeptr-of N€w York,! LLq ("Ili1e ), 1br sfclilled rine and wo|li ( Scrvices )

provided fegardirg thel

I Collcction of conTtel0 4lrd acli]fnte dcnloliftlphic illtirmation and all olhcl
informtti r fequircrd by lillilc inorder lor EIll€ b sr'lbmr1 snd/!:r collcct on clajrrs tur Lh{

d!ifoblc nrcdical equipflrsnL prericribrd and pfovidedrc )ou. ircludiog b t,rot ljfl\i1cd to,u
Nc\i )/{xk No-tiaull Assignrnert ol Llcnr:fils l.br.m, Mcrlical IlilntlLnl l,\xrcr! (jl
applil,ullle), and Medirul Chan Notc:,,

2. Mertturore t and recordalion of acoufate palrert rrgaturements, ard anothef
inlbrrlation recluircd lor Il,iie to derotmine ihe l)lopcr sizc,/colULgumlioD ol the pr'escdhed
snd pmvidod drrrabLe mrxlical rtluipment;

I Hrndling, storailr:. and/or lilrrcl) (]rli!cfv (,1 thc i,r1)scfibcd rlur.rLrLr turdLL.raL

cqulpm0nl,

4. fimely patlcnt litting 0nd adjL$lnsr1r if neLylcd, ol llc t,r'gscl'ibed durLrbIr rncdicaL
equiprltg0t;

5 l)rofn)r oduc0tio| alld ir'st)llctions 0n the prupef oiue and usq ol Lhc pmscdblxl
clurubl0 nsdicBl cquiprneri, ncludi[g a firvjcw ol' rll wurnings, sidc efl*rts, arrrl
colltr'oindiontion$i arLd

6 'l'imoly s0cutcmctll anLl rctef1i(n r)f a tilLly-cxocutql Prtrqut
A&fcerrinl.rllcknowledlinrcnt ol lloclripL ar l,lrir I:'inltt0ial Di$c osufe St0le iel)"

I! is fudh(jl- disclos$d to you tlut the oolrpgn$aliol1 your lnedical F,lo!ider wlll f0(r: r\\j
does E)l exceed fhir market valuc fbr. the above Scr-vir:ei, and is llll lariell c,f difso(lv or
indifoctlybased upon volunieor' valucrI ry rrtcflatx

PdLienl 
^.l,now 

cJEcmc,)r,.irFr. LtLl r l\'f edical Provldof /Si iud!ure

L)ate



\4lD \\ll'Ou D \( K O(u I 5 | R\ Dl)ABll llY IND|X

Patient Name:

New York Slalc Workefs Compensat or Board Mcdical'licarmenr cu del nes require us to
document a posilt!e patieIt response to trcatmerl. Posilive resLrhs are delncd primarily as functionalgains
whlch can bc obiecti!ely nreasurod.

Objc!(iv€ lurctional gains ifclude, bul are no( | lted Lo, positional to emncesj range or mouonj
strengLh, enduranc€, activities ofdaily living, cognilion, psychological behavior and efllc cncy,,\relocjty
Deasufes which can be qua tified.

SEC IION 1- Pain lntensily
A. I have no pain rt the momcni
a. The pain is very rnild ar rhe momenL.
C -fhe paif is moderate at drc rnonrenr.
D. lhe pain is iaiJly scyer€ al rhc nronrcnl
E l'he pain is vcry se!€fc al thc nonienl
F.l hc |i n s tlre worsr inag rab c nl the momer)t.

SEC'llON 2" Peffonal Carc
A. J car look aher nryscll no na ly withoul cuusir)g errfa pain.
B. Icar ook.Uof niysellrroflnrlLy but wilh paln.
C. lt is p0inlul to look a|er nryseliand I an slow afo cafcrl
D. J necd sonc help bul marrdse mosr oJ ny personat ca.c
[ | rrecd h€lp evcft day i| rost irspccrs ol sc t car!
F. I do fol gct dfessed, wash wlth dillicIlty nd s(ay I hcd.

SI')CTION I- LifLing
A I can lilt heavy weights wilhout exua pain.

SBC I ION 6- Starding
A. 1 can stand as long as I want without exlra pain.
B. I car stard irs long as I wanl bul it gives me extra pain.
C. Pain prevenrs nre ltonr standing lbr more lhan one hour.
D. Pain prcvcnts me froln standing lbr morc than halfan hour
H Pn n preverrts n! from standlng lbr mofe than ten nrinlrcs.
I; I)ain plevcnts me flonr standing.rt all.

t,s,tcrttNist"+i,u
A My slcep s dlslLrrbed by pr rl

B My slccp is occ.s onal y dlsrurbcd by pain.
.. Ilc. ,' .( 'l .. ri | ,.,rr H,. | (r'r, -. ,.r. .,t l(cp
D Becarsc oJ palrr I have css lhc| 4 hours ofs eep
f. lt...,J Jur pJI l,.,\(1.. r,<rlnoLrFot il(<T
l Parn prcvcnls ne fionl slccping al !ll.

SEC I ION 8- Social t.i{e
A. My socinl lifc is nofmal and gjvcs me o extra pair,
B My social lilt is nornr:r but incrcase rhc degfee ofpair.IJ 1...1 rIi.r\) \..;lt. l..l;r ,i\...\rrrI.Uf

(1. lraif preverts nrc lh n lili ng hcavy w0lghls oll thc Jloor blt I

can man|ge ri lhcy arc conve| cnlly posirlorrcd, e.g , of a Lllb c.
iJ. Pajn prevenrs me liom liilirg heavy weights bul I clrf nr nagc
light to r edi m wciShts il thcy rrc convcn eItly positioncd
E I can lill oniy \refy liShrs wcightr.
I-. I cnnnor ljft or ca .y anyrhing at all

C. Paif has no s gnilican( cflccl on my socjal lii0 apa( llom limiting
iiny nrofc cncrgcr c Inlcres(s! c g j dnnc ng,
D. lJoir has rcsricled ,ny social lil! and I do nor go out as olien.
E. l)rin has restrictcd social lile to nty hone.
l: I have no so0ial lilc beca!rse ofpain.

SI'ICTION 9- lrovclingStic l'lON 4- Walking
A Prlr loes not prevcnr rre \v.lking Nny disra ce.
B.'d,t'Jterr, (sri^r.g. .cl'.r J,- , L

C. Pair prevefts mc walkirg flore rhan a qua cr oia ri c.
D. Pain prevents c llom wa k rg 00 yards.
E I can on y walk Lrsing a srick or crulches.
F. I am in bed lr]ost ol Lhe tilne and have to crawl to toilet

SECTION 5- Sitlirg
A. I can s I ir ary chlir as long as I like
D. I can sit irr nry lhvorilc chajr as long as I like.
C. Pain prcvcnts 

're 
lion siftirg lo] mofc tha| one nouf

lJ. Parr prevents me lioin sitting fof more rhan hall an houl
E. Pain pfevents me from sifiing fbr mofe than ten mrnules.
F. Paln prcvenls me fiom sifiing at all

B I c r rmvel ar)whcfc bLI r gi!cs cxlfa pain.
C. Prir is bad bul I flrnage.iourneys over: hours.
D. Pain r€slricts me to iouncys ol less ther I ho l
E. Pain reslficts me tojourncyr ofLess then 30 nrnutes.
F. Pain pfevents me Jiom traveling except to reccrvc 0earment.

A clrf liavclaf)wherc nirhour n1in.

STCTION l0 Chsnging Degree ofPain
A :\,1y pain is rapidly gening befter.
B l\4y pain ULrctlatcs bul ovefall is definilely gefiing betlef.
C. My paii seenis to be getling betler but imprcvernenr rs srow at

D. N4y pain is Deither getling betrer nof worse.
E. My pain is gradually worsenlng.
I My panr is fapidly wofscning.

Pirtirnt Si!nrrLlrs: Date:



NECK PAIN DISABILITY INDEX QUESTIONNAIRE
qLEASE READ]This q\cstionnaire h designed to eoable us to understand how much your ncck pain has alfectod your ability to

manage your everyday nctlvltlcs. Please answcr each scrtion l,) !irclifig the ONE CHOICE that most applies to yotr. Wc rcfllizc

that you may feel that more than onc statement may relatt to you, but PZr,{SE JUST CIRCLE THE ONE, CHOICE WHICH

MOST CLOSELY DESCNBES YOUR PROBLEM NGI'IT NOW

SECTION t - P.i" Inten:iry

A I h.ve no paiD !t the montenl.
B 'lhc pain is !crr nrild at rhe nronrcnl
c The pqln is moderrteatthc momcnt.
D Th€ pain h lhirly scv$c st the moment.
D Thc pain is lery fvere al the monrcnt.
F The nrln ia thcrorsl imrsinahl€ rt the moment,

SITCTION 6 - Concenttu.ah

A I caD conccnlr!(e tullt rvhen I tY!nl lo with no difficulry
B | .an concentrlle tully when I lrant to aith slight dilliculty
C I halc a laif dcgrce ofdifllculty in conc€ntrsting 1rhcn I want to
D I hu!c.l0t oldilliculty in conccntratingrvhen I wanl to.

E I havr a grest deal ofdilliculiy in concentrating whcn I wsnl to.

F I crnnot conc€ntrale at all.
SIT,CTION 2 -Persotal Carc (Washhq, Drcssi g,€1c,)

A I can look altcr mlselfnormrlly without catrsing o{tr! pain.
B I cdnlook ulttrnrysrlfnormnlly,Lul ilrnu!cr rx(fa pain,

C Ithpiirfuln,lookafterDryselfind I am rloB ind cNrcful.
D I nccd some help, but m!nuge most olmy per\0nrl csfe,
E I need help evcry day in nrosl nspects ofsclfcRrc.
F I do noi get dresed,I wadr with difiiculty nrd st.ry ir b0d,

SECTION 7- Wotk

A I can do as ntrch work as I wont to.
R ! c!n only do fl1}u$ual work. bui ro morc,
C I can do n(Nt ofnry nsualqorh. b{i uo nrorc,
O I (onnol do my !su{lworl.
E I ca hsrdly do any nork nt nll.
F I cannot do sny work ot all.

SECTION 3 - Lifiirg

A l can lift hervy .ighk withou( extra pain.
B I c!r llfi hcuvy ncigh(s, bui li gircs 0xtrr prir.
C Pain prcvonts nr( li0n lilling hcavy wclghts ofl tl'c ll'0r, bt.t I

crn m{ndgcif(hclrrc conlcnlcntlt posiilotrcd! ibr (rrrnpls. on i

I) Pain prrv0nts n1r lio liling hcavy wcights, but I cnn manhge
llght to nr0dlun l1clghh llllrey nrc c0nvenlently poslttunc(1.

C I o$n lilt very lighl llelght$.
r I c'rnnot llft 0r c0rrv anvthlnq rt sll,

SECTION E - Dliring

A I ran drive my car wl(hout any neck prin.
B I c{n drirc nl car us loru rs I R{nt with slighl peh In my ncck.
C | 00n d w mt caf flr bng (s | lr!trI ltitlr nrodsrrl0 p{ln ln m}

D I cinnot drilc nry c!r'rs long is I wnllt bcco se ofmoderu(e poin

E Ioan hnrdly drlle sr sllbccousc of sevcrc poln ln my nerk,
! l cannot drlvc my crr rl rll,

S!:CTION 4- Re(di,tg

A I crn foad $ murl ns I wi t to wlth no p{riD in my ncck,
B I cnn rerd As much ns I w!nl lo wlth sllghl pflln ln 

'ny 
neck.

C I can rc{d as rnuch rs I want I0 wilh modcr,ttc prin ir nry ncck,
D I catrnol rc(d as huch !r I *ant lt.c!!s( ol $od€r.le prln h! 

'ny

D I cannot rerd as nurh !s I wunt becruse of s€v€re Dl|ln in my

F I cannor rcad ar all.

S ECTION 9 - Sleaphg

A I hrvr no trorbl€sleeplng.
ll My slrep h sllghlly dhturbcrl (le$s than I h0ur $leepless),
C My shep i$ nrildly disturbed (l-2 hotrt's rlccpless).
D My slccp is noderately disturbed (2-3 houN sleeple$).
E My sleep h grcutly dlsturbed (3-5 hours sleeplest,
F My sleep ts complctcly dl$turbcd (5-7 houro

SECTION t - Heade.hes

A I I'Avc no hcadachcs ar all.
B I havc dighr l'.idrchLs $ I'i(l' (ome l,,lr(qu(hrl).
C I lave moder,te herdnches $hlch corne tnfrequently.
D I lave moderate h.adrches wlich come trequ€ntly.
Ii I have seloe herdaches Rhich conie frequently.
Ir I havc headaches llnost !ll the lime.

SECTION IA - RluNatian
A I a alrle t0 engagc ir all 0f n) rccrc{tional rctilitics with n0 nock

B r {m !bl. (o englgc in .ll of m} recreationll activities witb some

C I anr able 10 engagc In mosl. brt nol oll 0f my r€cr€atjonal
ach\ities hecatrsc ofpain in ml neck.

D I am able to cngagc in a few ol my rcrrearional activitics becnuse

orpan' in m) neck,
E I can hardly do any recreatioual actiyitica bcclusc of pah h my

F I crnnot do any recreatlonrl rcdvitles ar all.

COMMENTS:

NAME: DATE: SCORE:



PAINDIACRAMAND VISUAL ANALOG SCALE

Patie4t Name:

Dear Patient,

. . New York State Workers' Compensation Board Medical Treatmenl Guidelines requir.e us to document a
posltlve patlent response to teatment. Positive results are delined primary as functional gains which can be
obJectivity measured.

. Objective functional gains include, but are not limited to, positional tolerances, range ofmotion, stength,
enduranca, activates ofdaily living, cognition, psychological behavior ard efficiency/velocity measure whichlan be
oualified.

on the diagam below, please indicate where and what type olsymptoms rhat you are experiencing right now. writc
appropriate abbreviations (see key below) over the area oftho body where those svmDtoms arc occurrino

A= ACIIE

B= BURNING

N:NUMBNESS

P= PINS & NEEDLES

S= STABBING

O: OTHER

ffi
t.i[t

l.,1{*tu
t,r
/'/{t
&

ffi

Fpt

ii
lili

lnstructions: Please cilc/e that number that
corresponds to Lhe poin lcvcl thct you arc
expecting,

\oter lf)ou have more lhan one complaint,
please indicate your pain levels for eaclr
complaint. Please indicate your pain level for

l Your pain at its worst
2. Your pain right now
3. Your average pain level

Example:
Nopah 0 1 2 3 4 5 6 7 I 9 lowo.srpossibl€

1. My pain when it is at its worst is:

Nopain 0 1 2 3 4 5 6 7 I 9 l0wostpossible

2. My pain right now is:

Nopah 0 I 2 3 4 5 6 7 8 9 lowor(possibte

3. My average pain level is;

Nopain 0 1 2 3 4 5 6 7 8 9 loworstposibte


