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GRAND ISLAND CI I IROPII.ACTIC
2283 GRAND ISLAND Bt,VD
GRAND ISI,AND, NY 14072

(Torvn Hall PIaza)
(716) 773-2222

FAX (866) 907-61s7

(Please Print)
inforrnation to the

NOTAIIO CHIROPRACTIC
I()I58 NIAGARA FALT,S BLVD
NIAGARA IIALLS, NY 14304

(Como AirportPlaza)
(716) 298-0368

FAX (866) 907-61s',7

Sex: M F

NOTARO CI{IROPRAC TIC
4754 N. French Road

East Amherst, NY 14051
(The Comrnons)

(716) 688-881s
FAX (866)e07-61s7

PATIENT HISTORY
(Please feel free to add

Nan-ie;

bacl< of this sheet)

Date of Birth:
Address:

(Street) (City)
Ivlarital Status: 

-_ -_ Weight:
(State) (zip)

IJeight:
Social Security Number: Email:
f{orne Phone: Cell phone:
(Please circle which phone nurnber to call l.or appointment
I-Iealth Insurance Company Name:

Accepts T'ext Msg? YES NO
reminders)

Group #:
ID #: Family Doctor Nanie: Phone;
Name of person on insurance:
How did you hear about us? (Please explain)
Describe presenting coml;laint(s) in detail, please indicate the current complaints

image below :
yoLr are experiencing by marking the areas on the

Approximate DATE your syrnptoms BEGAN:
Give complete description of LIOW your.y,rpton,, b.g*
Are you currently working'/ Yes or No
slf no: ll.eason for unemployment:
Occupation & Name of Employe r.:

Aclclress of Employer;
**"'{'WERE YOU HURT AT WORI(?yES or NO
'k)k:r{'wERE You HURT IN AN AUTOMOBII-E ACCIDENT'? yES or No
Wonld your employer be interestecl in complim entary safety lecture by our doctors?

_l

would you be interested in a nntlitional proglam & supplements?
I-lave you EVER seen a Chiropractor? yES or NO
If yes, who?
I-lave you had X-rays, MRI, CT-Scan, Bone
Where:

Scan, or Blood Work (Please Circle?)
When:

uur. yo., weffir,"p..t*,1"f rr."ir*..,r.".i, tr* o* *present?-.=-
List AI-L rnedications, vitamins, rrire.uti, *a tr"rffirlal..
L,istAI-i-specificallergies/reactiotrstocliLigS

ilau-. ).o.rbr",l i,,,o,.Lr*iANV;;A;i, 
"i.rnr,i"* 

yES i;'No-_--
If yes: When_-=..-.-*-.- please clescribe in detail:

ilave y*, Irdd ANY sr-rr€".'e o. fra"tlre;
Please list along with the approxirnate clate:
Farnily l{isrory: Please Iist the illucssiciisear;il rff.ilily *en,rb.,. .rr"*rt.*

YES or NO

Who to contact in case of an Emer.genc)a

Signature: Date:

Phone:



Palient Natxe:

Date:

A UTI-I O RIZATIO N ITO II R DLEAS E O II R. IICO RDSI

I'o,,-*-.*'-k%-,lher.ebyatlthorizeyotttot.eIeaseroCRANDlSL,ANI]CljIliOPRAC"flCanyintbrmationjlc]u-dLlg-t]-glttlgnosil-44d1'ecoids olany tteatrnent or exaili,ation .eniered to rne clirring nry period of,tr,eatment.

GRAND ISLAND C}IIROPRA CTIC
2283 CRAND ISLAND BL,VD
GRAND ISI,AND, NY I4072

(ll'orvn I-lall plaza)
(116) 773..2222

IrAX (866) 90"t..6t5"1

S rgnatule:

NOTARO CI]IROPTIACTIC
I OI58- NIAGARA FAI,t,S BL,YD
NIAGARA I?ALI,S, NY 14304

(C0nro Airpor.t plaza)
;(7r6) 298_0368
rrAx (866) 907"61,57

'jj'o'

NoTARo curhopnac.ilc
4754 N, French Road

East Arnherst, Ny I405 I

(The Conrrnon.s)
(7 I 6) 688_88 I s

FAX (866)90?-6 r57

Date % Witness;.,_"_
A TJI"HOITIZATION FON ASSIGNMIINT OIi. I] BN EITITS :I autholize payment olany medical beneflts to be paid directly to GIiANI)lI c.

Date;
S ignalu le:

ISLAND CHII{OFRACTIC OFFICE for any service rerncjered to

Date:.-.- Witness:

NO'I'I CR OF' PATI[]NT PRIVACY
By signing rhe below, I certify that I have r.eceived
langua.ge rhat I r;an under.stancl.

and reviewed thisnotice and all of'nty cluestions have been answered to rny satistaction in

Signatrrre:_*-*_ __!ate:_-** Witncss:
Narlr:(Prirrred).

lr'*'-*'--"::) tgitat u|c 0t L.eg,al Rept.esenlal ive
(ex. A rtolney- I n-Fact, Cuai.ciian, par.enl 

i 1. a

Ile lationsh ip
minor)

I havc t'eceived infb'rnation about rry condition and p.oposeci crri'opractic lr.eatment program as well as alternative courses of.benerlts, rhe

irrjtttitrs and st.ol<es' I do not expect the cloctol ro [:e able t0 a,ti;;pa;e ;r exptain all tlre risl<s, I ra,ish to rely on the doctor to exercise.juclgmenr

ll;iil;:H::;J:tlliil':l;i,liiil'i;il,Tffi:J,;i:fn,,::X**l';;;; ;';li;;;:;;. aboue consen, r hive a,so had ,he opporrr niry

CONSEN:T TO fRE,i

Date: *-**--- Signatur.r:: Date: Witness:

A C I( N OW I.,BDG EM EI\T O F I?I I\ AN CI A I, I,,I A B I I., t'f Y

rnstr.ance' deductibles' teflet'rals etc' I undetstancl thai rrris'oitice ag;rer'ro notity rne if a seryice is not covered and wil notify rne if,thelrlstll'ance c0lnpany does not appl'0ve my cal'e as so0n as possible 
-lla 

treatnrent pran is approved, this office will make me aware of.the
actrle ca,e' u'ltile waiting fb'the insui'a".t tour,'og* upp,ouaL, it,rrr'.rr;rt.r *ltt u, the patieni,s r.esponsibiriry if denied by the insurancecont palty,

This ol'flcc ntay see]< payment ft onr yotr 1'or any selvices youl lrealth insur.ance plan detelmire to be not rnedically necessary,I have teacl aild ulldel'stallcl nry obligation, to.. pry,,,e rrt l.or.car.e in the absence olinsur.ance coverage,

l)i irrt l"lame
S ignatrrle Date



NEW YORK MOTOR VEIIICLE NO.FAULl'INSURANCE LAW
APPLICATION FOR MOTOR VEHICLE NO"FAULT BENEFITS

NAIV1E AND ADDRESS oF INSURER - , ADDRESS, AND PHONE NUMBER OF INS
CLAIMS REPRESENTATIVE'

NAME AND ADDRESS OF APPLICANT-

'T ,h'ENffi 6 ryE miE-?6rb6uF iE D-dRtpTilTmffi TrrtM Eirrm, ffi.Effi
QYINEB,S NAME MAKE YE:AR

TO ENABLE US TO DETERMINE IF YOUR ARE EJNTITLED TO BENEFITS UNDER THE NEW YORK NO-FAULT LAW,PLEASE COMPLETE THIS FORM AND RETURN IT F'ROMPTLY.

IMPoRTAN"I-: 1 l() BE ELIGIBLE FoR BENEI-lTS You MUSlcotvtpLETE AND stGN THts AppLtcATtoN.2. you MUST StGN ANy At TACI-tEtJ ArJ IHORTZATTON(S).
3' REI URN PROMPTIY wtrH coprEs oF ANy srlr-s voir HAVE REOETvED To DATE,

tr--lLJL-Jh-

t-ils vt:HtcLE wAs:[---]A BUS OR SCHooL r3US, E-lo rnucx f-]al aurouoo[e,[:";;ffii;;;;;;-
11, WEI]E YOU THE DRIVEft OF THE MOTOR VEI]ICI.E?

WERE YOU A PASSENGER IN THE MoToR VE:HICLE?
WERE YOU A PEDESTRIAN?
WERE YOU A MEMBER OF OUR POLICYI1OLDER'S HOUSEHOLD?
DO YOU OIt A RELATIVE WITH WHOM YOU RESIDE OWN A MOTOR VEiHICLE?

(NO,, STREET, CITY OR TOWN AND ZIP CODE)

CON'IINTJATION ON NEXT PAGE

NYS FORi\4 NF.2 (Rev 1i2004)
Page 1 of 3

!:TESrHiEETdtiilmiilF?--



APPLICATION FOtt MOToR VEHTCLE: NO_FAULT BENEFTTS _ - pAcEi TWo

YESITt No t=f
tf: yES, NAME AND ADDRESS oF sucFt DOCTOR(S) oR pERSON(S):

T3:iFfrIiilim,EffiTEffiffiSFrusffi

DAIE OT'ADMISSIoN:

HOSPITAL'S NAME AND ADDRESS

H
BII.,LS TO DATE:

FROM WORI(?
YES

rf ye,S OAf-e ne, URNED O WORK

IN-PATIENT? fl

YOU IN THE COURSE OF YOUR
EN4PLOYM[:NT')

YES NO
l-l_|-r---!FL,_-r---_]

NO

OF TI Losr F-Rot'/-wdRr-.-_

rs. wrt-[ y-OUtraVEffiaFtrH
TREATMENT(S)?

YES NO

PER WEEK:

rEu l-J No f-l
ITTJS'IM\TESNIM'56RESF"V6m.Effi EFIffi ]ffi 'ET 

Efr FFF I6Eft-_ACCTDENT DATE AND GrvE occupArior.r alr6 oeiES oF EMpLoyMENT

rvpLoVERTr.r nnDnrds --- oi61;perrb]v-

za,fffi# ffimemm*UNDER ANY OF THE FOI-LOWING:

NEW YORK STATE: DISABILITY?

WORKERS, COMPENSATION?

rT=

YES

FROM

-TMFLoyE ra/\t\r D AD DR E

TO

CONTINUATION ON NEXT PAGI:NYS FORM NF-Z (Rev 1/2004)
Page 2 of 3

WEEI(LY E:ARNINGS?



APPLICATION FOR MOTOR VEIIICLE NO.FAULT BENEFITS .. P/\GE TI.IREE

AUTHOIiIZ
OR INSURER IF SIJCI] IS NECESSARY TO f'ERFECT
NO.FAULT LAW

ANY r. oF l-lESE FoiiMs-lo-ANdffi
ITS RIGHTS OF RECOVERY PROVIDED FOR UNDER THE:

THIS FORM IS SUBSCRIBED AND AFFIRMED BY THE
APPLICANT AS ] RUE UNDER THE PENALTIES OF PERJURY

ANY PERSON WHO KNOWINGLY AND Wl'rH INTENT TO DEFRAUD ANY INSURANTIE COMpANy OR OTHERPERI'ON FIL.ES AN APPLICATIQN FOR COMIMERCIAL INSURANCE OR A STA EMEN OF CLAIM FOR ANYcoMMERCIAL oll PERSoNAL INSURANCE: BENEFITS coNTA|NtNc ANy MATETuALLy FALsE tNFonMA.noN,OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNIIIG ANY FACT MATERIALTHERETO, AND ANY PERSON WHO, IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLYMAKES oR KNowlNGlY ASStsrs, ABETS, soLrcrrs oR coNSprRES wrrH ANo'rHER io rvraxr A FALSEREFORT OF THE THEF;T, DESTRUCTION, DAMAGE OR CONVERSION OF ANY MO OR VEHICLE TO A LAWENFoRCEMENT AcENcY, THE DEeARTMENT oF MoroR venrcr-ii on ar,r rutu'n-aiiir coMpANy,coMMlrs A FRAUDULE:NT |NSURANcE Acr, wHrcH rs A cRrME, AND sHALL ALSo BE su{;ecr ro A ctvlLPENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF THE SL'BJECT MOTOR VEHICT"E
OR STATED CLAIM FOR EACH VIOLATION.

SIGNATURE

AUT}jORIZATION FOR REI.EASE OF WORK AND OTHER LOSS INI.ORM,qTION
THIS I\UTHORIZATION OR PHOTOCOPY THEREOF, WILL AUTHORIZE YOU TO
HAVE REGARDING MY WAOES, SALARY OR OTI-IER LOSS WHILE EMPLQYED
PROVIDE TIIIS INFORMATION IN ACCORDANOE WITI] TI]E NEW YORK
INSURANCE REPARATIONS ACT (NO"FAULT LAW)

FURNISII At,L INFORMATION YOU MAY
BY YOIJ. YOUR ARE AUTHORIZED TO
COMPfIEHINSIVE MOTOR VEHICLE

*__------IIM-EffiN'foF-T!FEi-- ---EOdaLTlmiRllYN-I-

SIGNATURE DAT{:

DO NOT DETACH

AtJ'IHORIZATION FOR RELEAS[: OI- H[:AL lH SERVICE OR TREATMENT TNFORMAT ION
THIS AI]THORIZATION OR PHOIOCOPY THEREOF, WILL AUTHORIZE YOI-) TO FURNISI,I AtI.. INFORMATION YOU MAYHAVE IIEGARDING MY CONDITION WHILE UNDER YOUR OBSERVATION OR TREATMENT, INCLUDING THE HISTORY
OBTAINED, X-RAYS AND PHYSICAL FINDINGS, DIAGNOSIS AND PROGNOSIS, YOU ARE A,UTHORIZED TO PROVIDETHIS INFORMATION IN ACCORDANCE WITH TFIE NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANCE
REPARATIONS ACT (NO-FAULT LAW),

_...E

NAME (PRtNt'OR IYPE)

k-%-t

I]IGNAI'URE DATE

(IF THE APPLICANT IS A MINOR, PARENT OR GUARDIAN SHALL SIGN AND INDICATE CAPACI'I'Y AND RELATIONSHIP)
,LANGUAGE 

TO BE FILLED IN I]Y INSURER OR SELF.INSURER,
NYS FORIVI NF.2 (Rev 1/2004)
Page 3 of 3



GRAND IS[,AND CHIROPRACTIC
2283 GRAND ISI,AND BT,VD
GRAND ISI,AND, NY 14072

('town tlall plaza)
(716) 773-2222

FAX (866) 907-6157

NOTARO CI{IROPFIACTIC
IOI58 NIAGARA FAI-t,S BLVT)
NIAGARA tIAt,t,S, NY I4304

(Conro Airpor t plaza)
(716) 298_0368

rAX (866) e07-6ts7

I

I\IOTARO CHIRO PTiA C'I I C
4754 N, French Roari

Bast Amherst, NV 1405 I
(The Cornmons)

(716) 688-881s
FAX (866)907.61ii7

Name:

AUTOMOBILE ACCIDENT QUESTIONAIR]J

Date of accident:
Location of accident (city) :Your Autolnsul.ance Cornpany:

Policy #:

Apploxinrate Time:

Claim #:
Agents Name:

Phone:
Have you retainecl ;;.ri",".yt
If yes, name & addr.ess:

Yes or No

Was the drrver of eithe,' ".1*i. ,nd., th.-
Driver of the other vehicle name:

influence of alcohol?; Yes ol No

Iitsurance cotrpany ol,other vehicle: 
_=-

Were lhele any witnes;ses?:

NA'IURE OF ACCIDENT

Yes ot.No

PI..EASE BE SPECIFlC

Names;

Were you il) the l'r.ont sear :..-----..-.- or bacl<
Nunrber of people in your vetiiite
Number of people in other vehicle:
Were any other.s injured?;
Ifyes, please explain:

() II I I{O PIt a(r,t,t C

What dilection *e,.JyJu tr.rd.d? Nuth 

-S*rh 
---rr.,*"--._..-

\\i es r-yy 
ilcrr uilluLruJr wel'e you neaoed./ Nofth ___South East

Name olstreet you were on:
Make and model of vehicle y* *"= ,,l1
Youl approxirnate sper:d at the time of'the. acCiderr
Mal<e and rnodel ol.other vehicle:
Wele you strucl< fli.onr Behind Front
Please desclibe, in detail now me acc,aent happened:

W*e y* k...Lrd ,*or,r0,6us?:l;;;i No --]r;, how long?:
Were the police notified?: yes ol No
Were you able to get oLrt olthe vehicle by your.selfl: yes orNo
F-or this condition, were you taken to the hospital?: yes or.No
If yes, please give name and address of the hospital:

W.,re ym adr,ltt;d?: Yes or No Name of physician:
Name all tesrs & x-r.ays pe'flormed ancl wher.e since thi;;;id;;;

Please list all doctor.s rr.eairng you fbr this condition:

A e yo, presentf*.,k,.d_--_-- yts ,.No--T.", y"r.il,,rt trxe frr* work?: yes or.No

Did you have an1, physical complainri bCfo,re trre'i.Cid;,rii. - 
_---

lfyes, please describe in detajl:
Please describe how you tett: Offig ttre aCci<teni

Right Side



Imnrediately after.: Later that day:l.'h,:next day: __ - 
-

What are your. p,'es.nt corr-rpta,nts a s;,nrta",fl,

Did you have any core.ni;iffi;h) 6f.,-, *r*h *rrr. r" rht, p,"brrrr,r, yes or NqPlease describe: ""'" r'"
Did you have any prerious illness *hicr, ,eriiii to tr,is .asez. 

*--* y* ; rr:" - -Yes or NoIf yes, please clescribe :

PL[]ASE CIRCLE;

Since the accident occurred, are your symptoms:

Improving Cetting Wor.se Same

Symptoms you have noticed since the accident:

Fleadache lrlitability Nurnbness in 'loes Face Flirshed Feet cold

Neck Pain chest pain Shor.tness of Breath Buzzing in Ears Flands cold

Neck Stil'f Dizziness Fatigue L,oss of Balance Sromach Upset

Sleeping Ploblems Depression l{ead Seerns too Heavy Fainting Cgnstipation

Back Pain Pins & Needres in Legs 'rension DiarrheaNumbness in Fingers

Pins & Needles in Arms Loss of Smell Ne'vousness Lights Bother Eyes

Ear RingFever Cold Sweat Loss of Appetite Increased Appetite

Did you notice any activity r.estt.ictions as a resuit of this injury?:
ll ye:;, please describe:

Yes or No

Any other peilinent information?t

PLEASE READ, SIGN AND DATE
Please Note: You may be responsible Ior your declLrctible under No-Fautt. inis sheer is for.your protection in the
:Y.eni a cout't heat ing i's necessal'y. In the evertt I l'ail to prosecure to the claim under No-Fault for: tnis condition, rit is detelminpd thqt thara io -^ ^^^^ T

:Y.eni a cout't heat ing i's necessal'y. In the event I l'ail to prosecure to the claim under No-Fault for.tni ition, orit is detelmined that there is no case, I

l"'fil;; ,,,,-.*r*",*anycorrecrion
fees plrrs a l0% surcharge lol services to the about clairnanr in rhe identifi.J;; 

- -
Signature: Date: *=-=.-
ASSIGNMENT AND INSTRUCTIONS FOR DIRECT PAYMENT I'O DOCTOR, FROM PTUVAI'E CIlOUP
AND ACCIDEN'| ANT) HEAL,'fH INSURANCE
I hereby instruct and dir.ect the

(name of insurance company)
t0 pay by check; made out and rnailed clirectly to:

Jnsuranr;e Company



cland Isiand,clrir.opr.actic 22g3 ()rand rsrand Brvd.

; r N ;rl; 3i r,,;i ff r i H r, fi i:r'fu TJ {i trx{* iil,i', o' ! f t,
If my curr.ent policy or.ohihirc.ti,.o^u
,r,rr'r, io'ru'ufi;i,il:iiTi,*::tpavnren,o Doctor then Ihereby arso insrruct and dir.ect you to make our rhe

ffi 
ii ilj' ;ff ffi ?,1. 

#j,1:'J, ffiH i.h[ li,if i,',;fl lt? -.; ; 
c u r1 j s ci o r d o n D c, D r" : il1i,1?fl,3;l;l;rr,:lsl ciano r.'[?l'rij"i"]rand rsrand , Ni'iq,otz

o| Noraro crrir.opracric rry ir^Hliit'.1't9llr: Njasara- Faits Ny r4304

ffi # :$;"J : i il l,',xr li 
"" 
ii,'ffi , :ru; r: ;k* h J 

,,,.j 

:#,*#fu n ill i fi , r, r,*,,, n s; ur a n c e

::qf::ry benetts under rhis poricy,; ri-.-;,;';::;'ffrli::,JJ:::jTf,:{,::,.:l*:r'i.Ji.l.,',,srgnmenr ormy
llllfJii;JiliJ,ll:al:;:' 'o*,,',,'.;i,iii;,'Jil:i :#!:L',fi#'T'tT:l;3ffnf ili*f :fulfll,,,
flr#,,,;ifli;#tiliiffi.t,!i:ffix1;[r*]:iiltmlillltri,rT3ii*..,,mtri,,#riffJff, 

.,

II^y^;; 
< D"* --- -__

:iTilll.,|,l".ll:.iilil#:*:1:;;ilHii:x;i1.1'not 
keep appoinrmen,e as recc,mmended ro me by my anendinscatriel and *iinlrlrr, u,,y disabiliry gi.a,red jo ;e 

|ieht to suspend iny pe.sonal i,,yrry rur. *iii'r, rhird parryliignature: _ 
"'vsvr't/ srnrrte(r to me wr{hin a .easonabie per.iod of tim; 

--'- ""'

Signarure of policy Holder.:
srsnatuIe o1'clairnanr. trotna. t['ar!oti{;olde,l -,----*-- Datel
witness: ,.,q,, P(/iluy ilotqe

Date:

I hereby aulhorize the above cloctor office to ti,,l:1..{.],,.nry attorney, with.a,fu_rr report of his examinarion,
diagnosis' f'eatinent' oro€nosis t't 

"i,,,yr.irin,'rgu,'o ro ttre,rcciaeni in wn,icn,r wai involveJ, l nereuy authorize
arrd dire* vo'' r'v ;'rin'''''.y, ro pay rri.ecrry ro rrrj onct;,il;;ilI'1ul.g. 

dl,:.,ond owing him for professional

rui,o.,,o,|.|l:[|nI;:''' 
t'v 

'easo'' "iir'1" 
."i.r.r, u,J ui, ...uror'#ory orher bii]s that are-due at the orfice and ror 

19,gu/gir. r"ur',,"o,,','" 
any sertle,rerrt' iLrcte'1!f 

lg'' 
u.,',ii.t ,r ;; ;;I.cessar.y aclequatery ro prorecr sarcj docror.

;*llf*XJ;l;:'tfti'fi:il:t'.i,:::[;:ftil:,t:1;:ll,,ji.fi::;*;i*iiilffTnilfl?ff[,,,;;il,X:''.
I fuliy understand tlrar Iarn di.ectly anrl fully'esponsibre to said doctorfor.alrp.rress,ionar biris submitted by him3j":.UiiiJ:',1,:fi1,|ii,[ ilijilillli?fu,'i, n,u,r.,oL-iv ,o,,u,a oo,,or,s acrcririonar prorecrion and injuclgrnenror verdjcr i,f ir,i.r-. r may everrur,,,,.JJlX?,ii?;j il::"t'pavrnent 

is nor co.ringenr on any serrrement

Date:

-* 

r vqlw!

LIENFORM: *--_

Pafient's Signaturet
SIreet

City, Star[Z[

The undersigned beins attorney olrecord for the above patient croes hereby u*,.*o observe ari the terms of the:;:"?:,1i1i:[TJJ;H;];;';; ;;;;illHr,,trr.n,,ni, j,nr,,;;;;, yerdict as may be necessary adequare ro

Attorney,s Signatur.e
Date

Aftorney: please date. sir
rrrp o,i. rri, i.lil;irsn 

and reru'n on e c.pv to the doctot's office at once,



NEW yoRK MOTOtl"vElpIE NO.FAULT TNTDURANCE LAWAS$IGNMENT OF BENHFITS FORMI

(FOR ACCtDf;NI's occ#ERtNG ON AND AFTER 3t1to\)

l, * .--- - . ,, ,.**---l--,-:-@, (,,Asslgnor,,) horcby assign to, _(Printpatient's name)"'- 
^^ ", 

"' ''.:o'uu/ 
a$sr$rr 

iil',,rmrpitrror ho 'pffffiffi;;,("Assislnoe",
all righto privllogos andromsdlos to payntent for health care sorvrcos provided rry assrg;noo to whrch ram entirod uncror
Articlo 51 (the No-Faurt $tatute) or il l rnu,rrunce Law,

rhe Asslgneo heroby cortlllos that they nu"?^1:,1:reilcci anv payment fronr or r:n heharf of thr; Asr;ignor and shalr not pursLr
paymont dlroctly lront the Asslgnor for se^rlcos lrrovirlccl by s.aicl Assrgnee f or injurres $u$tained due to the mo(orvohlqle acclrient whlch occurred o'r ._*, not wrthstandlng ary:other agreomenr to th' 0ontrary,(prirrl accir)ent tjale)

rhls agreoment may be rsvoksd by tho assiS;noo whorr benefits aro not.payabro hased upon the assignor,s lack of coverageand/or vlorauon of a porcy consjrtion .iro io'fi.tu actjons o,..on,tu.t of the assrgnor,

ANY PERSON WHO KJ'IOWINGLY AND-Wlfl{ TNTENT TO ?FI|3I]? ANy rNsuRAr,rcE QON4F'ANY OR ol.HErPER$oN FrL'Es AN aPPLlcafr'o''o*: 
^c-oryrryrrn?inr. ilsunnrucr,: on n"sinrEn,,EN,r oF crArM r:oR AN\CoMMERCTAL eR p€RSoNAt rr.isunn"rucg nnlrEnris.",:orlfarr.ilNci aNy rvrinEnrnrLy FALSE tNFORMATtoNoR c0NCEAts FoR- THE PlJRioi'ri"or l4sreepiric, lr.rnonr,,,ATror-r ccjr,{benr.JrNc ANy FAq.r MATERTAT.T,',ERHT'' AND ANY PERS.N vnl-io, rru corlvilc"ii;il wrrrl sucr-r- npFLiceT'roN orr cLArM, 

^NowrNGr\
MAKE' 0R KNOWTNGLY Assi$is,-nners, solrbiri"on corvsprneir wrril AN'THER TO MAKE A FALSiREp0*T 0F THE TIEfr, oesfnubiibl,_.o1ryniir'on-io_r,rv_ERSroN.oi 
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GRAND ISLAND CHIROPRACTIC
2283 GRAND ISLAND BLVT)
GRAND ISLAND, NY 14072

(Town Hall Plaza)
(716) 773-2222

FAX (866) 907_6157

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 I40Sl
(The Commons)

(716) 688-881s
FAX (866)907-61s7

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

CTIRTIS 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' CompensationA{o-Fault case for you. you MUST
maintain the prescribed schedule of visits in order for us to keep you, .ur. active, If you miss an
appointment, it is required that you call and reschedule you, *ppointment. MISSED
APPOINTMENTS- more than three without notice will resuliin 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 era_sliu_gaygrgd under

Workers' Compensation/No-Fault and should continue to schedule uppolrt*.rtr.

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.

PLEASE 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 lour insurance carrier.
Our office will gladly furnish you with a mileage form or make copies of your file if you need
them. wE WILL Nor FURNISH THE VISIT DATES FoR you FoR ANy REASON.
PLEASE KEEP TRACK OF THEM TO RECEIVE YOUR REIMBURSEMENT.

Patient
Witness

Please initial here that you understand these terms

N,O,,[ARS
(I II I R0I'IT AC'I'IC
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CHII{"OPRACTIC

NOTIFICATION CONSENT:

Notaro Chiropractic will now be sending remir,rder texts and qalls 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:



PAIN DiAGRAM ANID VISIJAL ANAT,OG SCAI-E

Patier;t Name: Age:

Dear Patient,

New York State 'Workers' Compensation Board Medical Treatment Guiclelinps require us to document apositive patient resportse to treatment, Positive results are defined primary or firn.iionrL giirr *rricir can tre
obj ectivity measured,

Objective functional gains include, but are not limited to, positional tolerances, range o1'motion, strength,
endurance, activates of daily living, cognition, psychological behavior and efficiency/veloJity measure which can beqLlaltlleo,

On fhe diagam below, please indicate wherer and what type of symptoms that you are experiencing right n.w, Write

A: ACHE

B= BIIRNING

N= NUMBNIISS

P== PINS & NEEDLES

S= STABBING

O== OTHER

.*-
\ r''

-{

dl
Iqnn

!,h,

}{I

Instnrctionsl Please circkthat number that
comesponds 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 | 2 3 4 5 6 7 8 9 10 worstpossibte

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

Nopain 0 1 2. 3 4 5 6'7 8 9 l0 worsrpossible

i:':

2, My pain right now is:

Nopain 0 1 2 3 4 5 6 7 8 9 l0Worsrpossible

3.My average pain level ist

Nopain O t 2 3 4 5 6 7 89 l0worstpossible



MID AND I-OWI]ACK OSWES'|ITY DISABIt,I"fY INDEX

Patient lrlarne: Age:

Dear I)atient:

New York State Wolkers Contpensation t.loard Meclicall'reatrni:ntCuiclelines requii'e us t0
docuntent a positive patient respons() to treatment. Positive results are cletlnecl prirnarily as tirnctional gains
r,vhich can be ob.jectively measured,

Ob.lective functionalgains include, but are not lirnited to, positional tolerances, range olrn0ti0n,
strength, endutance, activities oldaily living, cognition, psychological behavior ancj elficierrcy/ve)ocity
measuies which can be quantified

ijEcnol[ l- P;i, lrr.,,sfrt
A, I have no pain at the ntoment
B, The pain is very nrild at the mornent.
C.'Ihe pain is rnoderate at tlte lnotnent,
D 'l'he pain is thirly sevet.e ar the motnent.
E, 1-he pain is very severe at the nton'tent
F. The pain is the wols( imaginable at the ntoment

SEC'flON 2- Personal Care
A. I can look after myself normally without causing extra pain.
R, I carr look atlel nryselinor.nrally but with parn,
C. It is painfll lo look after lx;,5g11'ancl I ant slow ancl car.etul.
D. I need sorne help bu( nlat'tage nrost ot'nry per.sonal car.e,
[i, I need help every day in nrost aspects olsellcare.
F, I clo not get dressed, wash with difficulty and stay in bed.

SECTION 3- L,ilting
A, I can lift heary weights without exh.a pain,
Ll, I can lift heavy weights bur it gives extra pain,
Cl Pairr prevenls me lorm lifting heavy weights off the floor.but i

can nranap>e ilthey are conveniently positioned, e.g,, on a table,
D. Pain ptevents me fi'orn lifiing heavy weights but Ican llanage
light ro rnediunr weights if'they are conveniently positionecl,
tj. I can lift only very lights weights.
F, I cannot lift or carry anything at all.

sEfaloN 4- w^ikr[
A. Pain does notpreventme walking any distance,
B Pain prevents me walking nl0t.0 than one mile,
C, Pairr prevents me walking rnorq than a quarter.oIa nrile
D, Pain prevents me fionr walking I00 yards.
[:, I carr orrly walk using a srick or.cr.ulches,
lj. J arn in bed ntosl ot'the time and have to crawl to toilet.

SECI ION 5- Sirting
A, I can sit in any chair.as long as I Iike
Ll. lcan sit irt rny favorite clrairas long as I like
C, l:'ain prevents me from sittrng tbr.more than one hour.
D, Pain plevents rne tiom sitting fbl more than hall,an hour,
E, Pain ptevents rle fi.orn sitting for tTtore than ten tninutes,
F. I)ain prevents me fi.om sitting at all,

SECTION 6- Standin6;
A, Ican stand as long as I want without extla pain.
[J, Ican stand as long as I want but it gives me extra pain
C. Pain prevents me f,r'onr standing fbl more tharr one hour',
D Pain prevents rne 1'rorn standing for nrore tharr hallan hour..
E, Pain prevents me flrorn standing fbr more than ten rninutes,
F, Pain prevents me from standing at all.

SECTION 7- Sleepin6i
A My sleep is distulbed by pain
13 My sleep is occasionally disltrrbed by pairr,
C Recause ol pain I have less (lren (r lroirrs of'slecp,
D, []ecause of'pain I have less tlren 4 hours ol'sleep,
E. Because ot'pain I have less then 2 hours of'sleep,
F. Pain prevents me from sleeping at all,

SEC]'ION 8- Social Lif'e
A. My social life is rrormal ancl gives me no exh'a pain,
R. My sociallife is nonrral but increase the degree olpairr,
C Pain has no significant eft'ecr on my social lif'e aparr I'r.ont lirnrrinu
any rrole energetic inter',:sts, e,g., dancing,
D. Pain has lestricted rn), soq'sl lile and I do not go out as ofierr.
E. Pain has restricted socrial lit'e to nty lronre,
F, I have no social lile br:cause ol'pain.

SECTION 9- Traveling
A, lcan travel anywhele withotrl pain.
Ll , I can tlavel anywhere but it gives extla pain.
C, Pairr is bad but I nranage.jorrrneys over'2 houls.
D Pain restlicts nre lo joulneys ol less then I hour.
E. Pain restricts rne to.journe ys oI less then 30 minutes.
F, Pain prevents me li'orn traveling except to receive tteaf rnent

SECTION l0- Changing Degree of Pain
A, My pain is rapidly gerting, berter
B. My pain tluctuates bu(overall is detinitely gerring beiler.
C. My pain :ieems to be l3etting better but improvement is slow ar

prese nt,

D. My pain is neithel getting berler nol worse,
E. My pairr is gradually rvorscning,
F, My pain is rapidly worsening,

Patient Signature:._ Datr:: . ,..



NECK PAIN DISABILITY INIDEX QUESTIONNAII{E
PLEASE READ: 'l'his qtrestionnaire is rtesignecl to enable us to understarrcl how much your rreck pain has affectecl y,ur abilirv to
manage your everyday"activities, Please answer ench section by circling the ONE CH(5lCE that most apprlies t0 y6u. We realize
that you may feel tltat more than one statement nray relate to you, but pLEAsE ,I(/sT )IRCLE THE oNE:, 1H1ICE nHIC'H
MI?ST CI,OSEI,Y DESCRIBIiS Yo(lR PROBLT\M RTGHT NoW,

I 
SECnON t - Pain lnten,tity

I

I A I have no pain at the nlontent,

I n 'fnt' pain is very lnilrl at the rnomcrrt,
I C 'the pain is modo.are at thc tnornent,

I n ltre pairr is l'airly severc al tlte tnonlcnt,

| [. 'l'hc pain is very sevet.c a( lhc morrrent.

f 
l-JE-letlj!-tlsreulu-tslllUsilJlrs.se rs{:_

SECTION 6 - Con<tentt'arion

,4 I can concentrate fully rvhen I rvant to rvith no difficuln,,
B Ican concentra(c firlly vvhe n lryan{ (o n,ith slightdif'ficulfy,
C I have a l'air degree ol'dil'llculfy in c0ncentrafing when I rvnn( to,
D I have a lot ol dilt)culty in concentrafing when I \yanr t0,
E I have a great dr:al of dif'ticulty in concentrating when I want to.
F I cannot concentrate, at aU,

I 
Jtt{. I IUN 2 -Personal Care Qltashing, Dressing, etc,)

A I can look altel rnysell'nolmallv without causing extra pain.
B I can look after nryself norrnally, but it causes extra pain,
C It is painful to look after rnysclf and I anr slow and careful,
D I need some help, but rnanage most of my personal r:ar.e,
E I need help every rlay irr rnost aspects of self care,
F I do not get dressed, I waslr with rlifficulty and stay in bed,

SECTION 7 - ll/ork

A I can do as rnuch wo,rk as I want to,
B I can only do ml,usnal tvork, but n0 m0r.e,
C' I can tlo rnost of nry usual tvork, trrrt n0 rn0rc,
D I oannot clo my usual work,
0 Ican hardly do an1,,work at all,
F I cannot do any worl< at all,

rrltw t tvtt ,) - I.Uttng

A I can lift heavy rveights without extra pain,
B I can lift heavy weights, but it gives extra pain,
C- Pain prevents nre li.orrr lil'fing heavy weights ol'f'ttre lloor., hrrt I

can rnanage if they are convcniently positioned, for exarnple, on a

table,
D Pairr prevents me f'r.orn lil(irrg heavy tveights, but Ican manage
light t0 rnediunr rveights if they ure convenierrtly positionerl,
Ii I carr lift very llght welghts,
F-1. cannot llft or. carry anything at all.

SECTION 8 - Drivittg

A I can drive my car without any neck pain.
B I can drive nry car as long as I rvant with sligh( pain in nry neck.
C Ican drivc rnl,car as lnng as lwant wi(h rnorler.ate pain in rn1.

rr ec k,

D I cannot tlrive rny caI as long as I want becausc of'mocle |alc pairr
in rny neck,

ll I can hardly drive at all because olsevere ltain in my ner:k,
F I cannot drive my cal'at nll,

SECTION 4 " Rending

A lcan read as much as I lvant to with no pain in my neck,
B I can read as rnuch as I rvant t0 with slight pain in rny neck,
C' Ican rearl as nruclr as I rvant to with rnoderlate pain in my neck,
D I cannot read as much as I n,ant because of tnoclerate pui, iu *y

neck,
[, I cannot read as much as I want because of severe pain in rny

n ecl.r,

F I cannot read at all.

SECTION 9 . Sleeping

A I have no trouble sler:ping,
B My sleep is slightly,disrurhed (less than I hrrur,,sleepless),
C IVIy sleep is ntildly disturbed ( l-2 hour.s sleepless).
D IVIy sleep is moderately disturbed (2-3 hours sleepless),
E MIy sleep ls greatly disturhed (3-5 hours sleepless),
P My sleep ls conrpletely disturbed (5-7 hours)

)ECllUlY)-Headaches

A I have no headaches at all,
B I have slight headaches rvhich corne infr.equently.
C I have modcrate headaches rvhich corne infrequentlv,
D I have tnoderate headaches which conre I'requenfly,
Il I have severe headache.s which conre frequently,
If I have headaches alrnost all the time.

SECTION l0 - Reqeatiln
A I anr able to engage in all ol nty recreational activlties with no necli

pain at all,
B I am able to engagc in all of'ruy reu.eafional aclivities rvi(lr sornc

pain in nry neck,
C I arn altle to (:ngnge in most, Lrut not all oi nty reo'eational

aclivities because olpain in rny neck,
D I am able to engage in a l'ew ol'my recreafional acfir.itjes becauso

olpain in my neck,
E I can lrardly do any recreari0nal activifies becau,re of pain in rn1,

rr cck,
F I cannot do any recreational activities ni nll,

COMMINTS:

NAMtr]: DATE: SCORII;


