
Massage Therapy Intafl<e Form

Name

Adclress

Date of Birth Home Number

Emergen,cy Contar:t

Narne

Are you 1:resently taking any medication?

Please Explain:

Have youhad a re,r;ent major surgical procedure or injury?

Plearse lixplain:

Yes

--Yes 
--No

Are you r:urrently seeing a chiropractor, Physical Therapist, or physician for an ongoi,g

-*___ Yes _-.-__No

PieaLse E>lplain:

Cell Number

Relationship

Please cilcle your stress level:

Lowl2345High

Pleerse cir:cle desirecr massage; Swedish Deep T'issue cupping Reflexorogy

Pleese cir:cle desired pressure: Soft Medium l{ard

Are you allergic to any Lotions or Oils? __ yes ___ No

Hot Stone

Pleerse Explain:

Date

City



Wlcuto-St<eletgl

lFleadaches

.[oint stiffness/siwelling
lJpasn:s/crampr;

lJroken/Fractured bones
Iltrains/Sprains
I3ack, hip pain
Iihoulder, necl,l, am, hand pain
l,eg, fbot pain
j,h9st, ribs, ab,Corninal pain
Problems walk.ins
Jaw priin/TMJ '
'llendonitis

Ilursitis
luthritis
Osteoporosis
Scoliosis
0ther:

ff:rf,:T 
following conditions that appty to you, past ancl present. Please add your commenls to clarify the

es
Rashes
Allergies
Athlete,s foot
Acne
Impetigo
Hemophelia

0ther

Loss of Appetite
Depression
Diffrculty concentrating
Hearing Impaired
Visually Imtrraired
Diabetes
Fibromyalgia
Post/Polio Syncirome
Cancer
Tuberculosis
Other:----.---

Dieestiyg

Indigestion
Constipation
Intestinal gas/bloatin5;
Diarrhea
Irritable bowel synclrome
Crohn's L)isease
Colitis
Other:

Nervous System

Numbness/tingling
t atlgue
Sleep disorders
Ulcers
Paralysis
Herpes/shingles
Cerebral palsy
Epilepsy
Cfuonic Fatigue Syndrome
Multiple Sclerosis
Muscular Dystrophy
Parkinson's Disease
Other:

(elator/Re,:piralgry

t)izziness
Shortness of breath
Fainting
Cold fi:et or hands
Cold s,weats

Stroke
Heart condition
Allergies
Asthma
High btood pressure
Low blood pressure
Other:

Pregnancy

I understand that a massage Therapist does not diagnose disease, illness, or prescribg 
?ny tre+tment or drugs,

n.r do thev provide sp.inalmantp;i;rt"r. r.*a".rtinJiiui o*ping *iil il;LJ* a, rimes and that breastmassage will not be administereb on r.,ngr9.ri.ri..'i rro*rt.ra ilrat iriue-c-Jme uncomfoftpble for any
reason that I mav ask the rnttupitiio .na,r. rur;;u; il;i.n, a1d trr.v *iii.rd rhe session, I understandlthat the muttugtiTherapist ,.t;; thl'session fo, .iiii.ppropriate bihavior. I have stated ail of the
;ffii,Jl',"ir'XliffiLn;*tl*:lnro*uti* r'i,.,fu a.,u.ate.-i-*,i1,r"., the hearth care

Date
Client's; signatul:e

2



Consent for Therapy and Waiver of Liability

The undersigrred ("Client") hereby freely consents to receipt olimassage services fi,om:

Licerrsed Massage fnerapiitt Narne

Client agrees as follows:

Client underslands and agrees that they will provide the Therapist with complete and accurate health
infonnation , a.nd a written referal from Client's primary healtLcare provider if Client is currently receiving
oare or has a specific medical condition or symptoms for which Client takes medicgtion o1 receives perioclic
r:valuations or treatment. Client understands thit massage therapy is designed to be an ancillary health aid
and ir; not suitable for primary medical treatment 1br any condition.

1' Client and Therapist have discussed the potential benefits iind possible side effects of massage theraJll,
and have agreed upon a course of focused attention and manualiy therapy for the predetermiied goaij of
stress redttction, relielof mr-tscular discomfort, and/or prornotion of general health. Ctient las been
given an opporlunity to ask questions of the Therapistind has received all requestecl infonlation.'2, Cllierrt unclerstands that the unclothed.body will be draped at all times for warmth, sense of security,;and
ars a mark of massage therapy profes.sionalism, Client agrees to immediately inlbrm the Therapist bf'any
unusual sr:nsation or discomfort so that the appiication of pressure may be adjusted to Client,i level ,c.[
comforl. Client understands that massage therapy is not sexual in any.unr.i and that any illicit or
suggestivr: remarks or behavior on the client's part, will result in an immediate termination of the
therapy ser;sion. Client understands that payment will be expected in full; regardless if the massage iLs

completecl or not.
3. Cllient hererby assumes fully responsibility fbr receipt of the massage therapy, and releases and

dischargeri Therapist from any and all claims, liabilities, damages, actions, or causes of'action arisinlg
flom the therapy received hereunder, including, without lirnitaiion, any damages arising from acts o1,
arctive or passive negligence on the part of the Therapist , tr: the fullesiextent allowed tiy law.4, Client, in siigning this consent for Therapy and Waiver of Liability ("Consent"), under:siands and agrees
that this Consent will apply to and govem the current and all futr"rie therapy sessions performed by
T'herapist

Client Signature Client Printed Name

Da1;e

Massage Therapist Signature Massage Therapist Printed Name

Da1;e



CHIROT}RACT'IC

NOTIFICATION CONSENT:

Notaro Chiropractic will now be sending rer4inder texts and calls for
your convenience on upcoming appointments as friendly reminders.

Notaro chiropractic will also be ,.niing 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.

Audio and video recordings may be used at the front desk for quality
assurance. The recordings are kept secure and are destroyed purrrunito

a routine deletion policy.

Thank you.

Signature:
Date:



NEW YORK MOTOR VEHICLE NO.FAULT INSURANCE LAW
AppLrcATroN FoR MoroR vEHrcLE No-FAULi ierueprrs

TO ENABLE US TO DETERMINE : YOUR ARE ENTITLED TO BENEFITS UNDER THE NEW YORK NO.FAULT LAW,PLEASE COMPLETE THIS FORM AND RETURN PROI,IPTTV

IMPORTANT: 1 'lo BE ELIGIBLE FoR BENEFtTs you rvusr coMpLE'rE AND stcN lHrs AppLrcAroN.2. yOJ MUS I StGN ANy Al.IACt-tt:D AU}joRlZAt rO(Sj3' REIURN PROMPTLY WITH COPIES OF ANY AILLS YOU HAVE RECEIVED TO DATE.

NAME AND ADDRESS OF APPLICANT-

(NO.. SrREEl, ctTy oRTowN AND Ztp coDE)

OWNERS I!AA4_E MA(E YEAR

rHrs vEHrcLE *AS 

=ffiX.rr#:::oor- 

BUS l-ln rnu,<,[-lAN AUroMoBrLE,

. WE:RE YOU THE DRTVER OF THE MOTOR VEHTCLE?
WERE YOU A PASSENGER IN THE I\4OTOR VEHICLE./
WERE YOU A PEDESTRIAN?
WERE YOU A iVEMBER OF OUR POLICYHOLDER'S HOUSEHOLD?
DO YOU OR A REI-ATIVE WITH WHOM YOU RESIDE OWN A MOTOR VEHICLE?

CONfINI]ATION ON NEXT I'AGE

NYS l'ORl\l NF-2 (Rev 1/2004)
Page 1 of 3

, ADDRESS, AND PHONE NUMBEII OF I

CLAIMS REPRESEN TATIVE-

NAIVE AND ADI]RESS OF INSUREI1 -



APPLICATION FOR MOTOR VEHICLE NO.FAULT BENEFITS - - PAGE TWO

YES

IF YES, NAI\4E AND ADDRESS OF

NO

SUCH PERSON(S)DOCTOR(S) OR

lF YOl..JR TAL (S), AN

OUI.PATI ENI ? IN-PATIENT?

DATE OF ADMISSION,

HOSPITAL'S NAME AND ADDRESS:

BILLS'IO DATE:

17. DID YOU L

FROM WORK?
YES

IF YES, DA RETURNED

WEEKLY E:ARNINGS?

OYER AND

IF YES, /\IIACI-] EXPL-ANATION AND AMOUNTS OF SUCH EXPENSES,
I-IAVE Y YOU ELIGIBLE FOR

UNDER ANY OF THE FOL,L-OWING.

NEW YORK STATE DISABILITY?

WORKERS. CoIV]PENSATIoN?

YES

YOU IN THE COURSE OF YOUR
EMPLOYMENT?

TREAIVENI-(S)?
YES NO

ACCIDENT DATE AND GIVE OCCUPATION AND DATES OF EMPLOYMENT:

EIVPLOYEIR AND AI]DItESS

CONIINUAIION ON NEXT PAGE
NYS FORIV NF-2 (Rev 1i2004)
Page 2 of 3



ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHERPERSON FILES AN APPLICAT]ON FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANYCOMMERCIAL OR PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION,OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIALTHERETO, AND ANY PERSON WHO, IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLYMAKES OR KNOWINGLY ASSISTS, ABETS, SOLICITS OR CONSPIRCS WITTT ANOTHER TO MAKE A FALSEREPORT OF THE THEFT, DESTRUCTION, DAMAGE OR CONVERSION OF ANY MOTOR VEHICLE TO A LAWENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR VEHICLES OR AN TNSURANCE COMPANY,coMMlrs A FRAUDULENT INSURANcE Acr, wHrcH rs A cRrME, eno iner-r- ALSo BE suBJEcr ro A crvrLPENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VEHICLEOR STATED CLAIM FOR EACH VIOLATION.

APPLICATION FOR MOTOR VEHICLE NO.FAULT BENEFITS .. PAGE THREE

TI]IS FORM IS SUBSCRIBED AND AF:FIRMED BY THE
APPLICANI'AS TRUE UNDER THE PENALTIES OF PERJURY

_DtrT_

Do Nor DEtAcii
AUTHORIZATION FOR RELEASE OF. WORK AND O,HER LOSS INFORIVA'TION

THIS AUTHORIZATION OR PHO'TOCOPY THEREOF, WILL AUTHORIZE YOU IO FURNISH ALL INFORMATION YOU MAYHAVE IREGARDING MY WAGES, SALARY OR OTI]ER LOSS WHILE EIVPLOYED BY YOU, YOUR ARE AUTHORIZED TOPRovlDE THls INFORMATION lN ACCORDANCE vvt.t'f'r rHE NEw vonl coMpREHENSTvE MoToR vEHrcLEINSURANCE REPARATIONS ACT (NO-FAULT LAW),

ffi

ffi

-

DATE

oci r.lot oetacH
AUTHOI?IZATION FOR RELEASE OF H[:At-Il-1 SERVICE oR IREAT'MENT INFORIVATtoN.I'HIS 

AI]THORIZATION OR PHOTOCOPY'I'HEREOF, WII-,I. AUIHORIZE YOIJ TO FURNISH ALL INFORMATION YOU MAYHAVE REGARDING IMY CONDITION WHILE UNDER YOI]ft OBSERVAIION OR TREATN/ENT, INCLUDING IHE HISTORYOBTAINED, X'RAYS AND PHYSICAL FINDINGS, DIAGNOSIS NNO PNOOXOSIS YOU ARE AUTHORIZEDTO PROVIDETHls INFORMATION lN ACCORDANCE wtrH THE NEW yoRK col,lpniHrr.rsrvE MoroR vEHrcLE TNSURANCEREPARATIONS ACT (NO.FAULT LAW),

-

DATE

(lF l'HE APPLICANI' ls A lvlNoR, PARENT OR GUARDTAN St"lALL SlcN AND tNDtcATE CApACil-y AND RELAI toNSHtp).-LANGUAGE 
TO BE FILLED IN BY INSURER OR SELF-INSURER,

NYS FORM NF-2 (Rev 112004)
Page 3 of 3

i; Ri ;; irs b F o i."& iii?"'"Jffi !"o r"#ffi oT i$I"NO.FAUI.I'LAW.



(:IIl R(lPR;\(l't'tC

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

AUTOMOBILE ACCIDENT QUESTIONAIRE

fame:,,--.-_Dateofaccident:
*t1":y,r:. rime: _r_orffiiaent lcity;:Your Auto Insurance Company:
Policv #:
Agents Nur.,.
Haveyou."taiffi
If yes, name & address:
was the driver of either vehicre underffi
Driver of the other vehicle name:
Insurance company of other vehicle:

Yes or No

Were there any witnesses?:

NATURE OF ACCIDENT:
Were you in the front seat:

Yes or No

PLEASE BE SPECIFIC
or back:

Names:

Number of people in your vehicle:
Number of people in other vehicle:
Were any others injurecl?:
If yes, please explain;

What direction were you headed? North
Name of street you were on:
Make and model of vehicle you *.." ir,
Your approximate speed at the time of tn-o..ia.nr
Make and model of other vehicle:
Were you struck fi.om Behind F,llrt
Please describe. in detail rrow rhe,..id.nt happened:

Left Side Right Side

Were you knocked unconscious?, yes or No Ifyes, how long?:

Yes or No
Yes or No

Were the police notified?: yes or No
Were you able to get out of the vehicle by yoursell?:
For this condition, were you taken to the hospital?:
If yes, please give name and address of flre hospital:

Yes or No Name of physician:
Na,e all tests & x-rays performed and where since this acciclent:

Were you admitted?:

Please list all doctors treating you fbr tlri, 
""rditi"*

Are you presently working? Yes or No lJave you lost tirne fiom work?: yes or No'Ihe date of the last day you worked:
Did you have any physical co,rptainti Ueto.e tt.,e acciaentZ.
Ifyes, please describe in detail;
Please describe how you felt: Ou.ifu-he u.ciae,rr



Immediately after: Later that day:
The next day:
What are your present coutplaints & symptoms?:

ttn yes or No
Please describe:
Did you have any previous illness wlrich relate to this case,/: Yes or No
lf yes, please cjescribe:

PLEASE CIRCLE:

Since the accident occurred, are your syntptolns:

Improving Getting Worse Sarne

Symptoms you have noticed since the accident:

Headache

Neck Pain

Irritability Nurnbness in Toes Face Flushed Feet Cold

Chest Pain Shortness ol Breath Buz.zing in Ears Hands Cold

Neck Stiff Dizziness Fatigue Loss of Balance Stomach Upset

Sleeping Problems Depression Head Seerns too Heavy Fainting Constipation

Back Pain Pins & Needles in Legs Tension DiarrheaNurnbness in F'ingers

Pins & Needles in Arrns Loss of Srnell Nervousness Lights Bother Eyes

Ear RingFever Cold Sweat Loss of Apperite Increased Appetite

Did you notice any activity restrictions as a result of this inlury?: yes or No
If yes, please describe;

Any other perlinent inforntation? ;

PLEASE READ, SIGN AND DAT'E
Please Note: You tnay be t'esponsible for your dedLrctible undel No-Fault. 'I'his s6eet is fbr your protection i. the
event a couft hearing is necessary. In the event I fail to prosecute to the claint uncler No-Fault for this condition. or
it is determined that there is no case, I

-(t'rllr*re)hereby agree to pay the doclors of Notaro Chiropractic Offices theil usual and customary fees and any collection
fees plus a 100/o surclrarge tbr services to the about claimant in the identified case.
Signature: Date:

ASSIGNMENT AND INSTRUCI'IONS FOR DIRECT PAYMEN'f TO DOCTOR, FROM PRIVATE GROUP
AND ACCIDENT AND IIEALTH INSURANCE.
I hereby instruct and direct the

(name of insurarrce corr.rpany)
to pay by check; rnade out and ntailed directly to:

Insurance Company



Grand Island chiropractic 2283 Grand Island Blvd, Grand Islancl, Ny 14072or Notaro chiropractic l0r5g Niagar.a Falrs Rrvd, Niagara Fails Ny r4304or Notaro chiropractic 4754 N. Frencrr Rd, East nirrt.,",=t Ny 1405 1

:iH;ffi?:ffiTll'',:llt,lj;,:ffi:, pavn,ent to Docror then r hereby also insrrucr and ctirect you ro mate out rhe

c/o'I'homas J. Notaro D.c., Michaer Baase D.c., curtis Gorclon D.C., Dr.Jack Snia, Dr. Megan Lafave, Dr Nichoias Ryan:il. Aarol Boedekcer, Dr. Warren MarrancaGrand rsiand chiropractic 22g3 Grand rsrana brua, crancr Island, Ny r4072or Nolaro chiropradic l0r5g Niagar.a Falrs nruJ. Niogura Fails Ny r4304or Notaro chiropractic 4754 N. Frcnch ltd, East a,"rr.,., Ny I405 lThe professio,al or meclical expense benefits allowabre, 
"rd'-th;;*i;; payable to me under my current insurancepolicy as payment towarcl the total charge for profession"l r;;;;;, ;";Jered. ..This is a direct assignnrent of myrights and benefits under this policy.". iu, puyr.nt will not exceed ,rry in,i.bt.dness to the above lnentionedassignee' and I have agreecl topay,-in u.rr..nt r.,u,lner, arly balance ol.said prol,essional service charges over andabove this insurance pa),ient' Aphotocopy of this assignr.rr rr',rir lr" consiclered as elfective and valid as the

fiS.l3l;,fff#l|il;ffirerease or anv"infor,ration"pertin.n,. n,y case to any insur.ance cornpany, adjuster, or

Signature of Policy HolC,:r.:
Signature of Clairnant. ii.ottteratnan p"f i.V fr"fa".
Witness:

Date:

Date:

TERMINATION OF CAIiE WAIVI]II:
I hereby acknowledge ancl unclerstand that if I do not keep appoi,trrelrts as reconrrnended to rne by my attendingDoctor at this office he/shi: has lull ancl complete right to su;ferr;';;; i;;, r",ral injury case with ,y rhircl parryca*ier and rerinquish any crisabirity granred io,r" *lithin 

",;r;;";il;eriocrof tinre.Signature: _ Date:

LIEN FORM:
I hereby authorize the abt've doclor olflce to furnish you: lny atiorre.v, with a full report of his exarnination,diagnosis' treatment' p.ognosis e1'of ,.ryself in rega.d to the accicle,i in which t wai inuolveJ. I hereby authorizeand direct you' my attorll.e\'-, to pay cireitly to said clocto'such ,,,,r', ur'rruy be due and owi.g him for prolessionalservices rendered me boili by reason of this accident and by t..uro,.r Jon, other bills that are due at the office and towithhold such sums 1ro,l any settlement, judgment or verdict as nray be necessary adequately to protect said doctor,I hereby give a lien ol.l lrl\' case to said doctor:agai,st any and 

"ir 
p,J...d, o1.anv settlernent,.judgment or verdict

ilii:i:lT'":;X#flJ:,1:'J..T,#t"",ey. 
or,,v,!tro, tne',.:surro.r'ir,.'i,lu.i.u rbi rvhich r r,u," r,".n rreared or

I fully understancl that I anr directiy and fully responsible to said doctor Ibr allprotbssioral bills sr.rbmittecl by himfor service rendered to tnc' attd ttrai ttris agrelrnent is rnade ,or.iy io,. ,uio cloctor,s additional protection and inconsideration of his i:'vu:r"itig pa)tnent. t-fur-ther Lrnde'stancl ,troir,.,.t,,-fr.r*enr is not contingent on any settlementjudgment or verdici b) r,,1rich I niav cventuaily recover said tbe.

Patient's Signature:
Street

Date:

City, State, Zip.

T'he undersigned beilli' 
'l.j1ri)'ney 

oi'rccord fbrthe above patient does hereby agree to observe allthe ter.nrs of the

;H:ffili:i:TJlJ lll],'L,^;:.J::,,'riorn 
anv settrernent,.i,og,,.,,t u. u.idi.t as ,ray b.,...,,o,y adequate to

Attorney's Signature Date:

Attorney: Please date, sigln and return on e copy to the doctor,s office at orce.Keep one copy for your records



NEw yoRK MoroR.vElllc1E &o-ror., rNsuRANcE LAwASSTcNMENT oF gEhrEiiTS FoRM

(FOR ACCTDENTS OCCIJITR|NG ON AND AFTER 3t1to2)

("Asslgnor,') horeby asslgn to.-rp; 
i,ment far haalrr. ---- ^-

ANY PERS.N wHo Kt'l-owlNGLY AND- rytry TNTENT To gFr$uD ANy rNs.y3,lgE coMpANy oR orHER
PERS.N FILES eru-glqcArloN?b! 

^c-o[rt'iih?ier'i*tym.ry-ci o*'a"ii115.r,ENr oF clnirvr FoR ANyffi Hr.?ft sorJf ii?yl#e*^siuffililti{rytrs"piilE[$,ilJrii,F;]i"^xroi^r
THERET.' AND ANY-peisor'i'w-id, 

lygoqrnEcfi;i i,i,u.l-rsH-;FFi;;;IloN oR crRr'r,-KNowrNGLyMAKES oR KN'*INGLY Assisii'ie-51s, souiii6'oH^coruspine's wiii,.1ry9_qnER ro .aixe A FALSE
REP.RT oF rHE rl5fl,oEsrriubiibr.r, oarvr-ec!';n r9_r,.r45_ricir.r-oi'i*v 

'roron 
veHrcr_E ro A LAW

ENF.R.EMENT AGEN-cv' irii iji-piiiir'lEry19r'noiohi5ry.c.1ti 
oh-ar,r?rrrsu.rArycE conap^r.ry, co'rMrrsA FRAUDULENT tNS.uRAnce eci, friic.r1r.s a ciir',rlliJ9.-s11i ,iib6'ae'sqFJFcr ro a crvrr- pENALryillil?51?1?ro.|YoE X+?;'S,;[d'dStlend ai'ro'iiiifiILe oFiH;.ri.,-,jicr MoroR veHrcrd oR srArED

l,

lerint patien-G nEffi ("Asslgnee,,)

iHilr,i#,i,'"}fillff,".:,i:J.i:iffiT::"Jffi:""u,u.u.,.u.r;:ffi:xU::TjT:Tm,.*o,"o,,Arflcre 51 (the No-Fautt statutel-or $r!ll.L'onou a"*,

I:,I#jjilillij::,1,:,"{!!'ff:i?:rHiJ:'J#'J:iilI:,[T:["j]:j,:r,ril1r:r1ho Ass,snorand sha,,no, pursuei:il:,,J:jl[:llJ;,T,,::#11Hilffi;.;;;ffiill5:,[Tii."uijl,:::1l3l,lnf:'J3[il11:Hvehtclo aocldent wtrlcn odcuirJ;;

@notwlthstandlnganyotrreragrJJm;;i;;;"contrary.
llff'fi::I,'#:l'Jfi[?::::,i::T,:,"Jiffi::,[1"';,:j[:::::rtrf:f:::ed irpon the ass,sno.s ,ack or coverase
a nd/or vrora,on or a porrcv 

" 
onarrl i iffi ilHilrTHn::: :,"1*$l; ji;

(P

(Address ofFat6ii

NYS FORM NF.AOB (Rov. UZOO4)

Page 3 of 3



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)
(716) 298_0363

rAx (866) 907_6157

NOTARO CHIROPRACTIC
4754 N. French Road

East Amherst, Ny l40Sl
(The Commons)
(716) 688_881s

FAX (866)907_61s7

T] II I RO PRACTT C

THOMAS J. NOTARO, D.C.
MICHAEL C. BAASE, D.C.

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

MEGAN LAFAVE, D.C.
NICT{OLAS RYAN, D.C.

AARON BOEDECKER, D.C.
WARREN MARRANCA, D.C.

INFORMATION REGARDING WORKERS' COMPENSA]'ION & NO-FAUI,T'INSURANCE:

This office has established a workers' compensation,4r,lo-Fault case tbr you. you MLISTmaintain the prescribed schedule of visits inorder for us to keep your case active. If you miss anappointment, it is required that you calr and reschedule yor. uppointment. MISSEDAPPOINTMENTS- more than ihree without notice will"result in thee suspension of your case

IT IS VERY IMPORTANT TO NOTIFY THE FRONT DESK OF THE FOLLOWING:1' when you return or are taken off work. After you ,.ur* to work, you aresiiu_qayarqd underworkers' compensationArlo-Fault and should continue to schedule appointme,ts.

2' when you receive notification to see an Independent Examiner or any other correspondencefrom the insurance carrier.

3. when you receive notice that the insurance carrier will

4. When you receive an assigned Workers, Compensation
Compensation Board.

PLEASE NOTE:

under workers' compensation and No-Fault you are entitled to mileage reimbursement. youMUST KEEP TRACK oF YouR OFFICE vistrs and mail them to your insurance carrier.our office will gladly furnish you with a mileage fbrm or mak. copies of your file if you needthCM. WE WILL NOT FURT.iTSTT THE VISIT-DATES F-OR YOU FOR ANY REASON.PLEASE KEEP TRACK OF THEM TO RECEIVE YOUR REIMBURSEMEN'|.

Please initial here that you understand these terms patient

no longer pay for your treatment.

nurnber from the Workers,

Witness



'l' 
I lis Iii na n r: i a I I ) is,-: I o.r^ur.e,S taterne:nr is intelded t0 mr;rrrorjaljze tlre no[iue prni,iclctl tr.r

proi,ider {DocLor, Chir.opracro,, pt,vri,;at';iherapist, 
src ), wiil ,;";i;;;,1;,, Jilnl|Ij]*ffij

,ffiffi:l#fff-q,lll.:r:-J9lk,, tlg ("1ilitr:"), rbr spccilie<r ti,re a,r,r ,rorr, (',rir:rvrces;,)

t (lollcction of' r:tlttrl.rlett: ancl aocrr.rrirte clcurogri,rglhiu rnlurmatio, r,cl ainltrrntaliort recluitertl l;v l:ilite i:r orck:r tt,r' t'.tite tr sutu,ir ur,yr,,l ,,utt"cr .rr,;l*irrrrtlurabJc nrr:cliQal eclr'riptrrcttt pret;ct'ibecl anrl pLovi<ieLr t. you. irrclucling bLrt rrot lirniNcll'\'rirk No-Far-rlt Assignment oi. llcnefits lrorrn, ,VIodLcal 1{cbutral l,etappliuable), and Mcclical Chirr Notes.
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