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GRAND ISLAND CI-I IROPITA C'I"I C
2283 GITAND ISI,AND BLVT)
GRAND ISI,AND, NY 14072

(Town I-Iall Plaza)
(7t6) 7'73-222?,

" 
FAX (866) 907,61s7

NOTARO CI"IIROPITACTIC
I O I58, NIAGARA FALLS BI,VD
NIAqARA ITALLS, NY 14304

(Cbnro Airport Plaza)

t7l6) 29S-0368
rAx (866) eO7-61s1

#-

Sex: M F

NOTARO CHIITOPRAC TIC
4754 N, French Road

East Amherst, NY 14051
(The Corn rnons)
(716) 688..881s

rAx (866)907-61s7

PAl'lIlNT I-IISTORY (Please Prinr)
(Please feel free to add information to the bacl< of this sheet)

Name: Date of Birth:
Address:

(Street) (City)
Weight:

(State) (zip)
ivlarital Status:
Social SeurLity Number:

Ile ight:
I}nail:vvvrsr eegulr tt/ tf lilllugl

HomePhone: _ -_Gt-* GttFnon., Accepts Text Msg? YES NO
(Please circle which phone nurnber to call for appointment reminders)
Health insurance Company Name:
ID #: Family Doctor Name:
Narle of person on insurance:
I-low did you hear about us? (please eipla ,
Describe plesenting cornplaint(s) in detail, pleaie indicate the current cornplaints

image below ;
yoLl are experiencing by marking the areas on the

Approximate DATE your symptoms BECANI
Cive oonrplete description of HOW yoirr sy,npi;nis begr"-

Are you currently worl<ing? yes or Noslfno: ReasonforunempJoyment; __ _____-l
Occupation & Name of ISrnployer:
Address of Ernployer:
+**I,WERE YOU FTU
E 

'K,F 
I, WERE YOU HURT IN AN AUTOMOB ILE ACCIDENT? YES oT No

Would your employer be interested in complirnentary safety lecture by our doctors?
wor"rld yo, be interested i,. a nutritional program & iupplements?
Have you E'VER seen a Chiropractor? yES oi NO
If'yes, who?

Group #:
Phone;

I-lave you had X-rays,,MRI, Cf-S-can, Bone SAn,
Where:

or B.lood Work (Please Circle?)
When:

naue yo *ir*';a ir rr,,r r* *
p|eserrt?
List ALL rnedicatiorrs, vitamins, minerali, ara herh, y"u takn

I-istALLspecificallergies/reactionstoo,:,gs,T

I-lar i.r yES .,.NO
It yes: When Please describe in detaill

llave you had ANY surgeries or fi.actures: yES o,:NO
Please list along with the apploxirnate <jate:
FamiIyFIistory:Pleaseiisttheiliness/diseu'.unott.Jiffi

S ignature: Date:

Phone:Who to contact in case of an Emergencyl



AUTHORIZATION FOR RELEASE OF RECORDS:

To _, I hereby authorize you to release to GRAND ISLAND CHIROPRACTIC any information including the

diagnosis and re-cords of any treatment or examination rendered to me during my period of treatment'

Patient Name:

Date:

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

(Town Hall Plaza)
(116\ 773-2222

FAX (866) 907-61s7

Signature:

NOTARO CHIROPRACTIC
10158 NIAGARA FALLS BLVD
NIAGARA FALLS, NY 14304

(Como Airport Plaza)
(716) 298-0368

FAX (866) 907-6t57

Pate:- Witness:-

NOTARO CHIROPRACTIC
4754 N. French Road

East Amherst, NY 1405I
(The Commons)
(716) 688-8815

FAX (866)907-6ts7

(I TIIRO PITAC'TIC

AUTHORIZATION FOR ASSIGNMENT OF BENEFITS:
I authorize paymenr of any medical benefits to be paid directly to GRAND ISLAND CHIROPRACTIC OFFICE for any service rendered to

me,

Date:- Signature:-Date:- Witness:

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

language that I can understand.

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

Signature of Legal Representative Relationship
(ex.Aftorney-ln-Fact, Guardian, Parent if a minor)

CONSENT TO TREAT
I have received information about my condition and proposed chiropractic treatment program as well as alternative courses of benefits, the

risks and the side effects ofthe treatment and consequences ofnot having the proposed treatment, I understand that, 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 anticipate or explain all the risks. I wish to rely on the doctor to exercise judgment

during the course of the treatments which they feel at the time, based upon what is known, is in my best interest. My doctor has responded to a

of m/requests for information about the proposed treatment. I have, or have had read to me, the above consent. I have also had the opportunit;

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

Date: Signature: Date: Witness:

ACKNOWLEDGEMENT OF FINANCIAL LIABILITY
I understand that I may be financially responsible for any charges incurred at this office, including co-payments, deductibles, all collection

and/orlegal feesonanyunpaidaccountreferredforcolliction,andchargesdeniedornotcover_edbymyinsurancecompany. lrealizemycar
may be rrUl.ct to pre-authorization by the insurance colnpany, and I accept any responsibility for charges, which may not be approved. The

insurance .trnpury will review anytitdocumentation submined by Grand lsland Chiropractic for review for medical necessity and base their

approval/deniat upon this documentation. Insurance policy limitations are per individual insurance policy plans, as are co-payments, co-

insurance, deductibles, referrals etc. I understand thai this office agrees to notiry me if a service is not covered and will noti0 me if the

insurance company does not approve my care as soon as possible, If a treatment plan is approved, this office will make me aware of the

number of office visits allowed. tnitiut visits may be denied and this may be beyond the office's ability to notiryJIIg patient prior to rendering

acute care, while waiting for the insurance .orerigr approval. These charges will be the patient's responsibility if denied by the insurance

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

I have read and understand my obligations for payment for care in the absence ofinsurance coverage.

DatePrint Name Signature



ffi,sffi#
{:ITIRO T}RACTIC

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

(Town Hall Plaza)
(716) 773-2222

FAX (866) 907_61s7

NOTARO CHIROPRACTIC
I0158 NIAGARA F'ALLS BLVD
NTAGARA FALLS, NY 14304

(Como AirportPlaza)
(716) 298-0368

FAX (866) 907-61s7

NOTARO CHIROPRACTIC
4754 N. French Road

East Amherst, NY 14051
(The Commons)

(716) 688-88rs
FAX (866)907-61s7

Approximate time:

WCB#

WORKERS COMPENSATION FORM

Name: Date of accident:

Location of accident (city):

Carrier Case #

Place of employment at time of accident:

Phone #

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 of your body was injured:

Address:

Was this

Have you been on compensation for THIS condition before? yes or No
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 and 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' Compensation Covers Chiropractic Care Completely. This sheet is for your protection

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

Compensation for this condition, or it is determined that there is no case, I

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

usual and customary fees and any collection fees plus a 10% surcharge for services to the above

claimant in the identified case

Signature: Date:

Termination of Care Waiver:

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

my attending Doctor at this Chiropractic office, he/she has full and complete right to suspend my

personal injury case with my third parly carrier and relinquish and disability granted me within a

reasonable period of time.

Signature: Date:

**If during the course of your case, your insurance company requires you to have an examination

from any other doctor, you must notifu us immediately.

OFFICE USE: Verified



c-3
0r work-related illness Type or print neatly, This form may also be filled out on-line at www,wcb,ny,gov.

WCB Case Number (if you know it): 
--_.--_---_-A, YOUR INFORMATION (Employee)

1, Name: 2 Date of Birth: _/--*/
3. Mailing address

Number and Street/PO BorAparlmcnl N0. Slare Zip Code

6, Gender: I vute f] remale4. Social Security Number: 5. Phone Number: (_)
7 Will you need a translator if you have to attend a Board hearing? [f yes f] no lf yes, for what language?

B, YoUR EMPLOYER(S)

3, Your work address
Nunrbcr and SVeel

4 Date you were hired: ___._*l _l__* 5, your superviso/s name

6, List names/addresses of any other employer(s) at the time of your injury/illness:

7 Did you lose time from work at the other employment(s) as a resull of your injury/illness? [-]yes I No

C. YOUR J0B on the date of the injury or illness

1, What was your job title or description?

2 What types of activities did you normally perform atwork?

3 Wasyourjob?(checkone) f] nutttime l-'] parrTjm. [J Seasonat [_] Votunteer fl Otne,,

4.Whatwasyourgrosspay(beforetaxes)perpayperiod?.___ _-. 5.Howoftenwereyoupaid?

6 Did you receive lodging or tips in addition to your pay? l-l yur f] no tf yes, ciescribe

D. YOUR INJURY OR ITLNESS
'1 Date of injury or date of onset of illness: -.-_._/---_.--_l__ 2. Time of injury:

3 Where did the injury/illness happen? (e.9,, 1 Main Street, Pottersville, at the front door)

Ll nvr I prv

4. Was this your usual work location? I yer I No lf no why were you at this Iocation?

5 What were you doing when you were injured or became ill? (e g unloading a truck, typing a report)

6. How did the injury/illness happen? (e g I tripped over a pipe and feil on the ftoor)

7. Explain fully the nature of your injury/illness; list body parts affected (e.g., twisted left ankle and cut to forehead)t

THE WORKERS'CO]\lPENSAIION BOAI]O EMPLOYS AND SERVES PEOPLE
WITH OISABILITIES WITHOUT DISCRIMINATION

C-3,0 (1-11) Page 1 of 2 www,wch,ny,gov



YOUR NAMEI.-*
Fi.st

DATE OF INJURY/ILLNESS: _-,--/--/
D, YOUR INJURY 0R ILLNESS continued

8, Was an object (e g forklift, hammer, acid) involved in the iniury/illness? Dyes [I No lf yes, what?

9. Was the injury the result of the use or operation of a licensed motor vehicle? I Ves I Xo

lf yes, fl your vehicle Ll employers vehicle l--i other vehicle License plate number (if known):

lf your vehicle was involved, give name and address of your motor vehicle insurance carrier:

10. Have you given your employer (or supervisor) notice of iniury/illness?

lf yes, notice was given to

Llves fl no

I orally f in writing Date notice given: --/-/-

F.

1'l.Didanyoneseeyourinjuryhappen? [lyut [-l rtro {] Unknown lf yes,listnames:

E, RETURN TO WORK

l.Didyoustopworkbecauseof yourinjury/illness? [f Yes,onwhatdate? 

-l---l---.. 
[l no,skiptoSectionF

2. Have you returned to work? f] yu* L] ruo lf yes, on what date? 
-_---l--t - 

t] regular duty lI timited Ouly

3, lf you have returned to work, who are you working for now? f Su*. employer U t'tuw employer fl Sett employed

4. What is your gross pay (before taxes) per pay period? How often are you Paid?

MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS

1, What was the date of your first treatmenl? 
---l*-l-

2. Were you treated on site? E Yes [J No

3. Where did you receive your first off site medical treatment for your injury/illness? [-] none received f) Emergency Room

I Hospital Slay over 24 hoursfl Doctois office I-J Ctinic/t-tospital/Urgent Care

Name and address where you were first treated:

Phone Number: (---)---

4, Are you still being treated for this injury/illness? f] yes [I Uo

Give the name and address of the doctor(s) treating you for this injury/illness,'-------"---'

Phone Number ( )- -

, ;il;r.*t;,.t r**t**tn--rr*il;;,i;;;;';;;";;* n;t -f: 
n'o

lf yes, were you treated by a doctor? L] ye, E no lf yes, provide the names and addresses of the doctor(s) who treated

you and COMPLETE AND FILE FORM C'3,3 T0GETHER WITH THIS F0RM;

6. Was the previous injurylrmeii work related? ff yes I ruo

lf yes, were you workinq for the same employer that you work for now? l-] yet l-l lo - -- - :t :'l: ::: : i: ::::::::: ;;:. ^4i"*-+h-r+h^;h{^rm'+i^nt,mnr^\,rrlrnorqtnrelffii iniitne information I am providing is true

inO acirii'a'fe to the"uest of my knowledge and belief';;ci ;;;idt.'i;'ilie'ueii iii mi rnowledse and belier

I ruon. receivecl (skip to question F"5)

A-nv person'who knowingly andtitiilNTENTTO-DTFnAnd presents;iauses to be presented. or prepares with I

will be presented to, or by an insurer, or self-insurer, ,ity l;i;rm;1iri-ioliaining'anv FALSE MATERIAL STA

;;i;'tli;x iHAlr'eE c0rlTv oi li cnir're ir.iulu6t6ci i6 iridsiiniiii riHeS nnd tNFnlsoNMENT.

0r
or conceals any

Employee's Signature

On behalf ol Employee:-- ----- Print Name:--.--- Date --'--l.--"' l----
An individual may sign on behalf of the employee only if he or ir,, i{-rguiy authorized ti ao't,iand ni ii,iployee is a ninor, mentaily incompetent or incapacitated

lcertifv to the best of mv k.rowledge, rnformatron ano i:elief, {ormed aller ar'inquiry reasonable under the crrcumslances, that lhe allegations ano otler factual

Signature of Attorney/Representative (if any): Date: 
--l- -l_.-=-

l'itl e:Print Name:--

lD No,, i{ any: R

C"3,0 (1.1 1) Page 2 of 2

lf Licensed Representative, License No. Expiration Oate: - 
--l- 

- ^l --



Cxew
YORK(-- STATE

\-

o Voluntary, Your health care provider(s) must give lou the same care,
payment terms, and benefits, whether you sign this form or not,

o Limited, ltgives your health care provider(s)permisslon to release only
those health records that are related to the previous iliness/condition you

describe below,

o Temporary, lt ends when your current claim for compensation is eslablished
or disallowed and all appeals are exhausted,

o Revocable, You can cancel this release at any time, To cancel, send a letter
to the health care provider(s) listed on this form, Also, send a copy of your

letter to your employer's workers' compensation insurer and the Workers'

Compensation Board. Nole,' You may not cancel this release with respect to

medical records already provided

o For records only, lt gives your health care provide(s) listed on this form
permission to send copies of your health care records to your employer's

workers' compensation insurer,

Limited Release of Health lnformation
(HtPAA)

Stafe of rVew York - Workers'Compensation Board

WCB Case No. (l/you know it):

To Claimant: lf you received treatment for a previous injury to the same body part or for an illness similar to the one described in your cunent
CIarm, fill out tnis form, Tnis form allows the health care providers you list below to release health care information about your previous injury/
illness to your employels workers'compensation insurer. The Iederal HIPAA law (Health lnsurance Portability and Accountability Act of 1996)

says you have a right to get a copy of this form, lf you do not understand this form, talk to your legal representative, lf you do not have a legal

representative, the Advocate for lnjured Wo*ers atthe Workers'Compensation Board can help you Callr 800-580-6665

To Health Care Provider; A copy of this HIPAA-compliant release allows you to disclose health information lf you send records to the
employer's workers' compensalion insurer in response to thrs release, also mail copies to the Claimant's legal representatrve. (lf no legal

representative is listed below, send copies to the Claimant ) Health care providers who release records must follow New York state law and

HIPAA

release is
is form does NOT allow your health care provide(s)

to release the following types of information:

o HlV.related information

o Psychotherapy notes

o Alcohol/Drug treatment

o Mental Health treatment (unless you check below)

o Verbal information (your health care providers may
not discuss your health care information with anyone)

Any medical records released will become part of your workers' compensation file and are confidential under the Workers' Compensation Law,

A. YOUR INFORMATI0N (Claimant)

1. Name: 2 Social Security Number

3 Mailing Address:

Workers'
Compensation
Board

c-3.3

4. Date of Birth: __/*=-l___ 5, Date of the current injury/illness: __l_- -l
0, Current injury/illness, includrng all body parls injured

7. Your legal representative's name and address (if any):

f] Cneck here if you allow your health care provider(s)to release mentalhealth care information,

B. YOUR HEALTH CARE PR0VIDER(S) (List all health care providers who treated you for a previous injury to the same body part or similar
illness lf more than 2 providers attach their contact information to this form,)

1, Provider: 2 Phone Number: (_)
3, Mailing Address

4.0therprovider(ifany):_5,PhoneNumber:(-)-
6 Mailing Address

C, READ AND SIGN BEL0W, I hereby request that the health care provider(s) listed above give my employe/s workers' compensation
insurer copies of all health records related to any previous injury/illness, to all body parls, described above,

Claimant's signalure (ink only'- use blue ballpoint pen, if possible,)

lf the claimant is unable to sign, the person signing on his/her behalf mustfilloutand sign belowt

Date

Your name

c.3,3 (12.0e)

Relationship to Claimant Signature (ink only.- use blue ballpoint pen, if possible.) Date

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



INJURED PERSON'S
soc. sEc No.

NATURE OF INJ
CARRIER CASE NO, (lf Knov/n) OATE OF INJURYWCB CASE NO. (lt Known)

NOTICE THAT YOU MAY BE RESPONSIBLE FOR MEDICAL COSTS IN THE EVENT OF' - 
Ferr-une ra FnosgblrE, on lF ooMpENSAjI.lON CLATM lS pISALLOWED,'bfir 

A6REEMETT puiisuANT To Wc; 5sz lS APPR9VED

AOORESS

I

I

I

you may become responsible for the medical costs of treatment for your illness or condition with the

pruiOrl.'listed below if'(1).you fail to prosecute the clairn for woikeo'.::.TP^?n:3i::^.?',"111J:l:
ietermineo by the Workeisi Comp"nsation Board that the illness or condition which required treatment

was not a result of.a compensab.le workplaee acoident or occupational dise-ase or (3) if an agreement is

ur..rtlo'ny you ana approved pursuani to workers' Compensation Law $32 in which you waive your

,igr,t to nleoicat uenants from the workers' compensation carrier/self-insured employer for

triatmenuservices performed after the date the agreement is approved, lf any of the abovo events

orrr*, the provider may bill you directly instead oi tfre employer or insurance carrier, and you wili be

responsible for the provider's fees for services rendered,

I hereby acknowledge that I have read the above and understand the circumstances under which I may

become responsible for PaYment.

Claimant's Signature Date

Provide/s Name and Address

- - --- '.-'-'- --------t
TO THE CLAIMANT ^ - ^! ^. o. I

workers, compensation Board Regulatron 325-1 23 permits your doctor or themprst to request that you_si9n ]!:t^l:'g::t':" 
o"l^''::i:^T,:, 

'v Yvr nsr e vvl rl,YIvYsvi i 
-

norice, yo_u acknowto-dge your ooti6auon to pay the provider's fees for tlre servr:es J:1,l.?,Y:ll :j:t::.::1,Y:::::,S::":::1"":"TJ,:notice, you acknowlodge your obligatlon to pay ure provroers rees lor ne servrces yQU IeLcrvc ' ":'::,;;;;il;;;;;;nrr,rn*-"*i 
i,uq;;; tb bi'paid by youi emptoyer or its wod(ers' compensation insurance carrier and if such foes are not coverod by other ins\

t^.,,,^tu6.cl nnmnoncalinn nr ferl tn I

ffiffi;I#;;;il;i [ *q** t" prl, ,t u doctots foes if, for example, you rail to filo a c]aim for workers' compsnsalion, or farl to
;^h{ .^ h^^^6!o Erran if rrnr r

notify your employer of your injury or illness, oi fait to attend a Board hearing if your employer challenges your nght to benenls' Even if you

make all requirod effons to prosecute your claim, trro workers'cbmpensation Board may stitt fino that you are not entitled to benefits ln such

cases tnis notice advis€s your health provider that you acknowlodge your perspnal liability for payment of hiVher bills'

workers'compensat'ion Lawsoction 32 
,r.ini^nr \^/il\ 2n pyiqrin. v )n case comes to an agreement wirn

The A-g notice also coverS instances in which a claimant with an existing valid workers' comperrsatlc

his/her employer or its insuranc€ carrier set|ing his/her case in accordance with Section 32 of tne workers' cornpensation l-aw A seclron

32 agreement may include a provision wnich fotieves tlre employer or carner of the liabilrty to pay future medical Dllls assocrateo wrlrr {ne

case. your health care provider may ask you to sign this A-9 notice to insure that you acknowlsdge your personal lrabrlity for payrnent of

his/her bills if you have waived your right to future medical beneflts under a Sectlon 32 agreement

ll you have any questions, contact your attorney or ricensed hearing ropresentative, if you have one You may also contact your local district

TO THE HEALTH OARE PROVIDER

This notice is meant to advise the workers, compensation clairl]ant that he/she may be responsible fot payment Failure of the clarmanl to
I I Ill) llvtlw l0 I lreqrrr rv e

i ,,r,1 ,tiJ'[#0"., ,, r'.,,""e the provrder of the obligation ro rear rhe ctarmanl, nor does it nega(e tne clairnant's responsrbilily for payntent 
I

i - -. n,^ ..,i.L .H^ \^/^.L^rc' a^m^^nqalion

I r<eep tnu onginal of this form for your records and give a copy to the clairnant Do not file with the Workers' compensation Board' Ycu'

lwrt receive Notices of Decisions in which trre comdodl*:1.::::,::lm"'l'lil111:::' "H'lffiil;:T;l#ii5J:lT;1t;;, i

I '\vwy v

I *,1-ru*i* tiotices of Decisions in which ttre comp-ensability of a claim, authonzation of treatment, or payment of medic€l o"'t 
::]T::o?l I

iyou will also be notified if the claimant submits a ioction 3i Agreemont with ure Board for approval, Do not bill the claimant unless ano untrl 
I

i you receivo a Board docision finding that 1)clalmant failed to prosecute the craim, or 2) the claim is denied, or 3) the treatrnent is not causattY 
I

I related 1o 11.,, *o,L injury, 0.r.4) a se&jon 3i agr*eeme-nt ielieving the carrier of.liability for modical.treatrne.nt is.aPProvd - .-l
Prorcdbod by Chalr

INSURANCE
CARRIER



hl(}T AR$',#isiltJlX',S,i H?i,';
:: ' (Town Hall Plaza)('HIR()trRA("t't(l e1()7j3-zz2|

FAX (866) 907-6157

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

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

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

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

INFORMATION REGARDING WORKERS' COMPENSATION & NO-FAULT
INSURANCE:

This office has established a Workers' Compensation/No-Fault case for you. You MUST
maintain the prescribed schedule of visits in order for us to keep your case active. If you miss an

appointment, it is required that you call and reschedule your appointment. MISSED

APPOINTMENTS- more than three 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 return to work, you are still covered under

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

2. When you receive notification to see an Independent Examiner or any other correspondence

from the insurance carrier.

3. When you receive notice that the insurance carrier will no longer pay for your treatment.

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

Compensation Board.

PLE,ASE NOTE:

Under Workers' Compensation and No-Fault you are entitled to mileage reimbursement. YOU

MUST KEEP TRACK OF YOUR OFFICE VISITS and mail them to your insurance carrier.

Our office will gladly furnish you with a mileage form or make copies of your file if you need

them. WE WILL NOT FURNISH THE VISIT DATES FOR YOU FOR ANY REASON.

PLEASE KEEP TRACK OF THEM TO RECEIVE YOUR REIMBURSEMENT.

Patient
Witness

(The Commons)
(7r6) 688-881s

FAX (866)907-61s7

GRAND ISLAND CHIROPRACTIC NOTARO CHIROPRACTIC NOTARO CHIROPRACTIC
10158 NIAGARA FALLS BLVD 4754 N. French Road

NIAGARA FALLS, NY 14304 East Amherst' NY 14051

(Como Airport Plaza)
(716) 298-0368

FAX (866) 907-6ts1

Please initial here that you understand these terms



CHTROPRACTIC

NOTIFICATION CONSENT:

Notaro Chiropractic will now be sending remindef 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.

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

a routine deletion policy.

Thank you.

Signature:
Date:



n'lM L'{ Q,l,AiL X $CJr$i!:I.tU-E IdIS,U&N J:

I' l:is I;i nanr:i a I Disr-:l osut'e Staternernt is intended to mcrrrorializ,; tlrs nrrl.ir;e pn.ryiclcd tri
(print name), the patierrt, that your nrcdjcai

provirler (Docror, Ohili:practor, Ph,ysi'.::al 'l'herapist, etc,), will receive fie:rtain conrpensa{ion fiont

I,lltlSMSdjSAISUml:-d,ILeyl:JgIk'I&C ("Uitc"), fbr spcciliecl tinre and rvoi'k ("Sr:rvrces")
provlcled regarcli ng1 the:

t. Collcction of completr: ancl aocurate cle;no.1;r"aprhir; irrrbrmation ancl all other
inflormatiotr i'ecluired by ]1lite in older lbr [:,lite to submit an<i/ol collcct on clains {ur tirt:

cluratrlc mr:clicalequiprrcnt pler;cribed ancl pLovicleclto you. including lrut rrot lirnitcd to, a

Nclv York No-fiault Assignrnent of Benefits Forn'r, VIoclLcal Flrcbullal l.i:trcrs (i1'

appliuable), and Medical Chart Noter;l

2. Mt:arsur(rncnt ancl recordation of acouratr: patient moar$ure,rents, antl another'
inibnnatir"rn leciuircril lbr lllite to delsrmine the proller sizc/conf:iguration ot'the pr*scrihed
and proviclor1 dru'able medical c:quipment;

3. f{andling, sl.orage. ancl/ol tirlely dt:liver',u o1'thc gLn;sr:ribcd duir,ablr.r ruc:tlrr::al

oqr.ripmont;

4. "limely patient fitting anrl adjuslrnentri. if netrded, o1'the prr:,nct'it:ed durublc rncclical
eqrriprn*rrt;

5, i)roprr)r cclucittion and irrstructions on tl:e proper r:are anrJ u"se clf llie prescrihcrl
dulabl* me<lical eqluipnrent, rncluding a rr::view o,{' nll u,iu'nings, siclc q:fl''\,r[ts, ,lrrd
contr*indir:rr[ions I arr rd

6, 'l'irnely $ccurcment and relenlir,n of a fiitly-execirtecl Piitr,:nr
Agreemi:nt"r\cknorvle<lgrncnt o{''Reccipt and [liir; F'inancialDisclilsure Statelnt:nl."

It is ftrrthcr <iisclosod to you tirat thc r:oinpensati()r1 your meclical provi<ier w,ill rcceive
does g5 excecd i'air market value fbr the above Seryi{test, arrcl is ry11 vari,;.rJ c}r (lirsotlv oJ'

inclirccil5, hased upon volunle ol value r.:rl'any rr:fler.ralir

p,i ii.nr i;;;;', i;J[;& s i;;;;;;; l\,Ie<lica I Provicler/Si *nature

Date D;rtt:
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WORKERS' COMPENSATION PAYMENT POLICY

Please be advised that workers' compensation now requires

prior authorization for all visits. This is a 10 day process to get

results in.

In the event that workers' compensation does not grant visits,

you will be responsible for payment of all visits treated for.

By signing this, you agree to pay any visits deniedfor treatment.

Signature:

Date:



MID AND I,OWL]A(]K OSWTS'|RY DISABILITY INDEX

Patient Name: Age:

Dear Patient:

New York State Wot'kers Cornpensation Board Medical J'reatment Guidelines require us to
document a positive patient response to treatment, Positive results are defined primarily as functional gains
which can be ob3ectively nreasured,

Objective functional gains include, but are not limited to, positional tolerances, range of motion,
strength, endurance, activities oldaily living, cognition, psychological behavior ancl efficierrcyivelocity

which can be quantifiedrneasures whrch can

SEC'llON l- Pain Intensity
A, I have no pain at the ntoment
B. The pain is very mild at the moment.
C. The pain is rnoderate at the moment.
D. I'he pain is fairly severe at the ntoment.
E. The pain is very severe at the momenl
F, 1'lre pain is the worst irrraginable at the moment,

SECTION 6- Standing
A. I can stand as long as I want without extra pain.
B. I can stand as long as I want but it gives me extra pain.
C, Pain prevents me l'rom standing fbr more than one hour.
D. Pain prevents nte from standing lor more than half an hour.
E. Pain prevents me from stancling tbr more than ten minutes.
F, Pain prevents rne front slarrcling at all.

SECT'ION 2- Personal Care
A, I can look after r-nyself normally without causing extra pain.
B. I can look aftel mysellnorrnally but with pain.
C. It is painful to look after mysell'ancl Iarn slow anci careful.
D, I need some help but nranage most of rny per.sonal care.
E, I need help every day in rnost aspects of self care.
F. I do not get dt'essecl, wash with difficulty and stay in bed.

SECT'ION 7- Sleeping
A. My sleep is disturbed by pain.

'B.My sleep is occasionally disturbed by pain.
C, Because olpain I have less then 6 hours ofsleep.
D. Because olpain I have less then 4 hours ofsleep.
E. Because ofpain I have less then 2 hours ofsleep.
Ir. Pain prevents me fiom sleeping at all.

SECTION 3- Lifting
A. I can lift heavy weights without extr.a pain,
B. I can lift heavy weights bu1 it gives extra pain.
C. Pain prevents me l'orm lifting heavy weights off the floor but I

can manage if they are conveniently positioned, e.g., on a table.
D. Pain prevents me fiom li{'ting heavy weights but Ican manage
light to rnedium weights if they are conveniently positioned,
E. I can lift only very lights weights.
F. I cannot lift or carry anything at all.

SECTION 8- Social Lif'e
A. My social life is normal and gives me no extra pain,
B. My social life is normal but increase the degree of pain.
C. Pain has no significant eff'ect on my social life apart from limiting
any more energetic interests, e,g., dancing.
D. Pain has restricted rny social lif'e and I do not go out as often.
E, Pain has restricted social life to my home,
F. I have no social lif-e because of pain,

SECI'ION 4- Walking
A. Pain does not prcvent me walking any distance,
B, Pain prevents me walking rnore than one mile,
C. Pain prevents me walking more than a quarter ola rnile.
D, Pain prevents me front walking 100 yarcls.
E. I can only walk using a stick or crutches,
F. I am in bed most of the time and have to crawl to toilet.

SECTION 9- Traveling
A. I can travel anywhere without pain,
B. I can travel anywhe re bLrt it gives extra pain.
C, Pain is bad but I ntanage.journeys over 2 hours,
D, Pain lestricts me to journeys of less then I hour,
E. Pain restricts me to journeys of less then 30 minutes.
F, Pain prevents me fi'om traveling except to receive treatment.

SECT'ION 5- Sitting
A, I can sit in any chair as long as I like,
B. I can sit in my favorite chair as long as I like,
C, Pain prevents me from sitting tbr rnore than one hour.
D. Pain prevents me from sitting fbr more than hall.an hoLrr.
E. Pain prevents me fi.om sitting for more than ten rlinutes.
F. Pain prevents me trom sitting at all.

SECTION 10- Changing Degree of Pain
A, My pain is rapidly getting bener.
B. My pain fluctuates but overall is definitely getting better.
C. My pain seen'ts to be getting better but improvement is slow at
present,

D. My pain is neither getting better nor worse.
E. My pain is gradually worsening.
F. My pain is rapidly worsening.

Patient S i gr-iatr,rre : Date:



NECK PAIN DISAI}ILITY INDEX QUESTTONNAIRE
PLEASE READT This questionnaire is designed to enable us to understand how much your ncck pain has affected your ability to

manage your everyday activities. Please answer each section hv circling the ONE CHOICE that most applies to you. We realize

that you may feel that more than one staternent may relate to you, btrt PLEASE JUST CIRCLE THE ONE, CHOICE WIICH
MOST CLOSELY DESCNBES YOUR PROBLEM RIGHT NOW,

SECTION I - Pain Intensity

A I have no pain at the nloment,
B The pain is very nrild at the mornent,
C The pain is moderate at the rnoment,
D The pain is tairly severe at thc moment,
E T'he pain is very severc at the moment.
F The pain is the worst irnaginable at the moment.

SECTION 6 - Concentrafion

A I can concentrate fullv rvhen I want to with no difficulry.
B I can concentrate lully when I want (o with slight difficulfy.
C' I have a lhir degree ot'dilliculty in concentrating when I want to.
D I have a lot ot'dilliculty in concentrating when I lvant to.
E I have a great deal of di{liculty in concentrating when I want to.

F I cannot concentrate at all.
SECTION 2 -Personal Cure (ll/ashing, Dressing, etc.)

A I can Iook after myself normally without causing extra pain,
B I can look after myself normally, but it causes extra pain.
C It is painful to look after rnyself and I anr slow and careful,
D I need some help, but rnanage most of my personal care,
E I need help every da1, in most aspccts ol'self care,
F I do not get dressed,'I wash with difficulty and stay in bed.

SECTION 7 - ll/ork

A I can do as rnuch work as I want to,
B I can only do my usual work, but no more.
C I can do nrost ol'nrv usual n'ork, but no rnore,
D I cannot do my usual work.
E I can hardly do anl,work at all,
F I cannot do any work at all,

SECTION 3 - LiJnng

A I can lift heavy rveights without extra pain.
B I can lift heavy weights, but it gives extra pain.
C Pain prevents mc l'ronr lilling heavy weights oll the tloor, but I

can manage if they are conveniently positioned, Ibr exarnple, on a

ta ble.
D Pain prevents me from lifting heavy u,eights, but I can manage
light to medium rveights if they are conveniently positioned.
E I can lift very light weights.
F I cannot lift or carrv anythinc at all,

SECTION I - Driving

A I can drive my car without any neck pain.
B I can drive nrv car as long as I rvant with slight pain in my neck.
C I can drive rny, car as long as I want with moderate pain in m;,

neck,
D I cannot drive rrry car as long as I want because of moderate pain

in my neck.
E I can hardly drive at all because of severe pain in my neck.
F I cannot drive my car at all.

SECT'ION 4 - Reading

A I can read as much as I lvant to with no pain in my neck,
B I can read as much as I rvant to with slight pain in my neck.
C I can read as much as I want to with moderate pain in rny neck.
D I cannot read as much as I want because of rnoderate pain in my

neck.
E I cannot read as much as I want because of severe pain in my

neck.
F I cannot read at all.

SECTION 9 - Sleeping

A I have no trouble sleeping,
My sleep is slightly disturbed (less than I hour sleepless).
Mv sleep is nrildly disturbed (l-2 hours slcepless).
My sleep is moderately disturbed (2-3 hours sleepless).
My sleep is greatly disturbed (3-5 hours sleepless),
My slecp is completely disturbed (5-7 hours)

B
(l
D
F]

F'

SECTION 5 - Headaches

A I have no headaches at all.
B I have slight headaches which come infrequcntly.
C I have moderate headaches rvhich corne infrequentlv,
D I have rnoderate headaches which corne frequently,
E I have severe headaches which conre frequently.
F I have headaches alrnost all thc tirne.

SECTION l0 - Ileueation
A I anr able to engage in all ol'nry recreational activities with no neck

pain at all.
B I am able to engage in all of nt1, recreational activities with some

pain in nry neck.
C I arn able to engage in most, but not all of nry recreational

activities because of pain in my neck,
D I arn able to engagc in a few ol my recreational acfivities because

of pain in my ncck,
E I can hardly do any recreafional activities because of pain in my

neck,
Ir I cannot do any recreational activities at all,

COMMENTS:

NAME: DATE: SCORE:



PAIN DIAGRAM AND VISUAL ANALOG SCALE

Patient Name: Age:

Dear Patient,

New York State Workers' Compensation Board Medical Treatment Guidelines require us to document a
positive patient response to treatment. Positive results are defined primary as functional gains which can be
objectivity measured.

Objective functional gains include, but are not limited to, positional tolerances, range of motion, strength,
endurance, activates of daily living, cognition, psychological behavior and efficiency/velocity measure which can be
qualified.

On the diagam below, please indicate where and what type of symptoms that you are experiencing right now. Write
appropriate abbreviations (see key below) over the area of the body where those symptoms are occurring.

A: ACHE

B: BURNING

N: NUMBNESS

P: PINS & NEEDLES

S: STABBING

O: OTHER

ffi
1.,*'t

ffilr.

'f. 
j

$t
ffi

ffi
1l

_' H r+jE +t :J" t-s 'r
if'{t'\

Instructions: Please circle that number that
corresponds to the pain level that you are
expecting.

Note: If you have more than one complaint,
please indicate your pain levels fbr each
complaint. Please indicate your pain level for

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

Example:
Nopain 0 12 3 4 5 6 7 I9 l0worstpossible

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

Nopain 0 I 2 3 4 5 6 7 8 9 10 Worstpossible

2. My pain right now is:

Nopain 0 12 3 4 5 6 7 8 9 l0worstpossible

3. My average pain level is:

Nopain 0 12 3 4 5 6 7 I9 l0Worstpossible


