
Please use the back of this page to provide any additional relevant information.
Name: __________________________________________ Date of Birth: _____________________Sex: M    F
Address:
_____________________________________________________________________________________
(Street) (City) (State) (Zip)

Marital Status: ______________________ Weight: ________ Height: ______
Social Security Number: _____-____-_____ Email: ______________________________________________

Home Phone: ___________________ Cell Phone: ___________________ Accepts Text Messages? YES NO (Please
circle which phone number to call for appointment reminders)

How did you hear about us? (Please explain; we have a referral program!)__________________________
Insurance
Health Insurance Company Name: _________________________________________ Group #: _______________
ID #: __________________________ Family Doctor Name: ______________________ Phone: _______________
Name of Person on insurance: _______________________________
Symptoms
Describe presenting complaint(s) in detail. Please indicate the current complaints you are experiencing by marking the
areas on the image: ______________________________________________________________________________
Approximate date your symptoms began: ____________
Description of how your symptoms began: ___________ ______________________________________________
Are you currently working: YES NO
*If no, reason for unemployment: ___________________
Occupation & name of employer: ___________________
Address of employer: _____________________________
Were you hurt at work: YES NO
Were you hurt in an automobile accident: YES NO
Would your employer be interested in complimentary safety lecture by our doctors? YES NO
Would you be interested in a nutritional program & supplements? YES NO
Have you ever seen a Chiropractor? YES & doctor’s name is/was __________________________ NO
Have you had X-rays, MRI, CT-Scan, Bone Scan or Blood Work (please circle)

Where: ___________________________________ When: _______________
Have you ever been treated for or suspected of having cancer in the past or present? YES NO Please list all medications,
vitamins, minerals, and herbs you take: ____________________________________________
_________________________________________________________________________________________________
Please list all allergies/reactions to drugs, foods or other substances you have:
_________________________________________________________________________________________________
Have you been in or had ANY accidents or injuries: NO YES When: ________________ Please describe: _________
_________________________________________________________________________________________________
Have you had any surgeries or fractures: NO YES List with dates: _______________________________________
Please list any family history of illnesses or diseases and the family member associated: __________________________
_________________________________________________________________________________________________

Emergency Contact – Name: ____________________________________ Phone: _______________________

Signature:______________________________________________ Date:________________________



Patient Name: ____________________________________________

AUTHORIZATION FOR RELEASE OF RECORDS:
To ___________________________________, I hereby authorize you to release to GRAND ISLAND CHIROPRACTIC
any information including the diagnosis and records of any treatment or examination rendered to me during my period of
treatment.
Date: _________ Signature: __________________________________ Date: ____________ Witness: _____

AUTHORIZATION FOR ASSIGNMENT OF BENEFITS:

I authorize payment of any medical benefits to be paid directly to GRAND ISLAND CHIROPRACTIC for any services
rendered to me.

Date: _________ Signature: __________________________________ Date: ____________ Witness: _____

NOTICE OF PATIENT PRIVACY

By signing the below, I certify 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: Attorney-In-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 of the treatment and consequences of not 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 all of my
requests for information about the proposed treatment. I have, or have had read to me, the above consent. I have also had
the opportunity 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/or legal fees on any unpaid account referred for collection, and charge denied or not
covered by my insurance company. I realize my care may be subject to pre-authorization by the insurance company, and I
accept any responsibility for charges, which may not be approved. The insurance company will review any/all
documentation submitted by Grand Island Chiropractic for review for medical necessity and base their insurance,
deductibles, referrals etc. I understand that this office agrees to notify me if a service is not covered and will notify 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. Initial visits may be denied and this may be beyond the office’s ability to
notify the patient prior to rendering acute care. While waiting for the insurance coverage approval. These charges will be
the patient’s responsibility if denied by the insurance company.
This office may seek payment from you for any services your health insurance plan determines to be not medically
necessary.  I have read and understand my obligations for payment for care in the absence of insurance coverage.

Date: __________ Signature: ________________________________ Date: __________ Witness:____



NOTIFICATION CONSENT:

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

Notaro Chiropractic will also be sending emails monthly for our new monthly promotions on
supplies

*By signing this form, you agree to receive text messages, phone call and emails regarding
appointments and promotions from Notaro Chiropractic, its management company Chiropractic

Office Solutions, agents, contractors and assignees.

Audio and visual 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: __________



Notaro Chiropractic & Massage Therapy
Cancellation Policy

We require 24 hours notice for all canceled
appointments so that other patients can be seen

during those times.

If you cancel or no show with less than 24
hours notice, there were be the following fees:

Chiropractic $35
Massage $50

Thank you!

Signature: ________________________________________________

Date: __________



WORKERS COMPENSATION FORM

Name:_____________________________________ Date of accident:______________________

Approximate time:__________________ Location of accident (city):_______________________

WCB#____________________________ Carrier Case # ________________________________

Place of employment at time of accident:_____________________________________________

Address:_________________________________________ 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 of your body was injured:

________________________________________________________________________________
________________________________________________________________________________
__________________________________________________________________________

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

If yes, 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 party 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 notify us immediately.

OFFICE USE: Verified ___________











Thomas J. Notaro, D.C.
Michael C. Baase, D.C.

Curtis Gordon, D.C.
Megan Lafave, D.C.
Nicholas Ryan, D.C.

Warren Marranca, D.C.
Scott Arends, D.C.
John Rockas, D.C.
Emily Patrick, D.C.
Rob D’Anna, D.C.

April Williams, 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.

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 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.

Please initial here that you understand these terms _____________________ Patient

_____________________ Witness



FINANCIAL DISCLOSURE STATEMENT

The financial disclosure statement is intended to memorialize the notice provided to

__________________________(print name), the patient, that your medical provider (Doctor of

Chiropractic, Physical Therapist, etc.), will receive certain compensation from Elite Medical Supply of

New York, LLC (“Elite”), for specified time and work (“Services”) provided regarding the:

1. Collection of complete and accurate demographic information and all other information required by

Elite in order for Elite to submit and/or collect on claims for the durable medical equipment

prescribed and provided to you, including but not limited to, a New York No-Fault Assignment of

Benefits Form, Medical Rebuttal Letters (if applicable), and Medical Chart Notes;

2. Measurement and recordation of accurate patient measurements, and any other information required

for Elite to determine the proper size/configuration of the prescribed and provided durable medical

equipment;

3. Handling, storage and/or timely delivery of the prescribed durable medical equipment;

4. Timely patient fitting and adjustments, if needed, of the prescribed durable medical equipment;

5. Proper education and instructions on the proper care and use of the prescribed durable medical

equipment, including a review of all warnings, side effects and contraindications; and

6. Timely securement and retention of a fully-executed Patient Agreement/Acknowledgement of

Receipt and this Financial Disclosure Statement.

It is further disclosed to you that the compensation your medical provider will receive does not
exceed fair market value for the above services, and is not varied or directly or indirectly based
upon volume or value of any referrals.

______________________________ _________________________________
Patient Acknowledgement Signature Medical Provider Signature

__________________ ___________________
Date Date



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 denied for treatment.

Signature:______________________________________________

Date:____________________






