Queens Chiropractic Associates, P.C.
865 Cypress Avenue
Ridgewood, NY 11385
Tel: 718-628-5300 Fax; 718-628-6297

Chiropractic Health Questionnaire

Name: - _Social Security #:
Address: e Citys o Wates _ FipCode:
Homae Telephone: _bge:  BirthDate:  MaritalStatus: MSDW

Work Telephene; . Emgll Address:
Cell Telephone: . __# of Children .. Spouses Name:
Occupation;: ______~  [OFTCIPT Referred By: _

What are your complaints?

How long have you had this condition? . Have you had this condition in the past? Olyes O no

What actlvities aggravate your condition? _

Is the conditlon getting warse? Oyes Ono Is the pain: CConstant OComes and goes/Occasional

Have you had previous chiropractic care? Qyes Ono ¥ yes, doctor
List surgical operations and years;

List of medications you are presently taking:

Age of mattress: .. Comfortable Oyes (dno Uncomfartable Oyes Ono

Are you using any of the following? OOHee! lifts TSole lifts Oinner soles OArch supports

Were you ever In an eutomoblle accldent? Oyes Ono If yes, glve dates:

Were you ever injured at work? | lyes Clna if yas, give dates: —

Have you had any ather personal Injurics or accidents? Cyes Ono If yes, give dates:

Date of your last physlcal examination: . Family Doctor:



Ou as Chiropractic Associates, P.C.
865 Lypress Avenue
Ridgewood, N¥ 11385
Tel: 718-628-5300 Fax: 718-628-6257

Chiropractic Health Questionnaire — Parie 2
Have you ever suffered from the following?
(IDizziness  DArthritis ONeuritis MSinus Trouble
[OBackaches [lHeadaches OHeart Trouble ODigestive Disarders
CINeck Pain  [JAsthma ONervousness ODiabetes

Pleuse list any other ailinents or conditlons: _ =

Please fist any treatments or physiclans you have seen for these conditions: _ b S AT

Insurance information
Is your condition due to an auto or jab related Injury? (1 Yes 0] No
Do you have Health (nsurance? [J Yes (ONo
if yes, please provide us with the name of your health insurance: - -

Policy #:  — ey . Plan Type (HMO/PPQ/Senlor Plan); .
I understand and agree that health and accident policies are an arrangement between an insurance
carrier and myself. Furthermore | understand that this chiropractic office will prepare any necessary
reports and forms to assist me in makdng collection from the insurance company and that any amount
authorized to be paid directly to this chiropractic office will be credited to my account upon recelpt.
However, | clearly understand and agree that all services rendered to me are charged directly to me and
that | am personally respansible for payment, | also understand that If | suspend or teeminate my care

and treatment, any fees for professional services rendered to me will be immediately due and payable.

Patient's Signature: Date:

Guardian’s Signature: - Date:-




Queens Chiropractic Associates, P.C,
BG5S Cypress Avenue
Ridgewood, NY 11385
Tel: 718-628-5300 Fax: 718-628-6297

LIEN FORM

T de heweby enter into ws ugreement with QURENS CHIRDPRACTIC ASSOCIATES, P.C. {provider) in order to sssure
compensation for serviee rendered. 1 asthorize the PROVIDER o furnish niy insuranoy carrier and/or attoragy with copies ot
medical records und diggnrostic test results s well as infurmalion regarding diagnosis, prognaosis, and reatmeut.

1 liereby authorize and direet payment to the PROVIDER snch sums as may be due and owing for mediesl services rendered to
me both by reason of my accident and by reason of any othee bitls that are due to the PROVIDER wud to withheld such sunis
from my settlement dgrment, oy vetdict 1 may be necessary to adequately profect ic PROVIDER. Furthermore, Thereby give
i Mo ar ey v ke e PROVERDUER sevdugt agy nnd al] pwoceeds ol my settioment, findgmey, ar veodigd which nuy bo paid to
my attomnesy or 1o mysell as o resull of the ijuries for which Thave been lrewted. [ will muke miyself available 1o appenr or
correnpund oit behalf of the PROVIDER in any collectivn et that {s undertakien. All bitls demn:d awing and payeble to the
PROVIDER shall be volleetible at the prevuiling foo schedufe at the time services were fendered,

f fully undersiand that T sn directly ind duily responsible to the PROVIDER for alt medicat bills submitted foz services rendered
and that (his ngreament {s made solely for ndditionn] projection and in considecution of pending payment. [ further onderstand
it such payment is not contingent on my setllerncit, judgment, or verdict by which | may eventually recover and fee,

L sgree niever to rescind this ducument and that s rescission will not be honored by any attomey, | hereby instruct that in the cveny
anather aitarey is substituted in this manticr, the acw aitomey honor this lien as inherent to the seitlement and entorceable upon
the cuse us s were excoded by hinvher, [have bees advised fhat if my alomey daes not wish to cooperate in protecting the
PROVIDER'S interest, the PROVIDER will nat swait payment but may in writing declare the entire halance due and payable at
wihich tiree said balance is 1 be paid within thuity days,

(Patient’s sipnahire) (Date)

The undersigned being the atiorney of recort for the abieve name patient does heeeby agree lo cbserve all the terms of the
equitnbie lien and sgrees to withhold such suma Gom ooy seitfemerss, judgment, verdict as may be nccessary 1o adequately protect
the PROVIDER. The ntiomey accepis notics that a portion of their client's peesonal injury olaim has been nssigned to the
PROVIDER and agrees 1 disbursc the funds 1o e PROVIDER in arder ta satisfy any ontstanding lien or ta ant as an eserow
prior to dishursing any proceeds from thelr client’s settlement, The attomey further acknowledges that they may be Tiable to
client’s assignees ifthey pay out money in disregard of this ticn, Turihiermore, the attorney agrees that i€ another attomey is
substitited, this equilabic lien will be forvarded to the substivated atlermey and the PROVIDER  will ke notified in weiting of
the same within thinty days, Alternatively, if the patient’s fegal action is discontinued or resolved, the PROVIDER will be
potified in writing, of the same within thivly duys.

{Signature of Altorneg/Representative) {Nate)




Al GCA GLliciol Fopm Nat s
R ) AUTHORIZATION FOR RE’ LASYE OF HEALTH INFORMATION RSUANT TOHITAA
IThis form Lias hoestapproved by Gie New Yack State Departnent of Healthl

Paticnt Name Dase ol Bt Sovia) Security Mymber

Pativne Address

[, 07 my authaiived representative, reques! tha! health information regarding nry care and treatment be releasud as set forth on this forn;
In accordynce with MNew York State Law and ithe Privacy Rule of the Health Tnsuvance Partability and Accountabilily Aot 511996
(HIFAAY, Iunderstund thai:

. This authorization may include disclosure of information relaiing (o ALCOMOL and DRUG ABUSE, MENTAL HiALTH
TREATMENT, exvept psychotherapy nofes, and CONFIDENTIAL HIV* RELATER INFORMATION only if I place my initials on
the appraptiate line in llem 9a). In the event the health inforration described below includes any of fiese types of infarmation, and 3
initial the line on the box in fiem B(a}, I specifically authorize release of such infsrmudion o the person(s) indicated in Item 8.

2. 1f | am authorizing the release of TIV-related, alcohol of drug treatiment, or mental ealth {reaiment informatior, the yecipient is
prohibiied from rediselosing suoh inlormation without my auihetization nnless penuitted to do so under federal or state law. §
understand that § have the right 1o request a list of people who may receive of use my HIV-related information withoul authotization. 1f
[ expenenee discrimination beesuse of the relcase er disclosure of HIV-relaled inlomiagion, I may contact the New Yerk Stute Division
of Human Rights al (212} 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. Thesc apencies ara
gesprvsihie Do punbedtiog oy Fights,

1. 1 have the right 10 tevoke this awthorization ot any fime by wrifing to the heallli care provider listed below. Tunderstand that ¥ may
revoke this authorization except to the exient that action has already been taken bazed on {his authorizaiion.

4. 1 understand thst signing thig authorization is veluntary, My treatintent, payweat, enrollment in a health plan, or eligibility fot
twenefits will not be conditioncd vpon my authorization of this discloswre.

5. Infermation disclosed nnder this anthorization might be redisclosed by ihe recipient {except as noted above in Itemi 2), and this
redisclosure may no longer be protected by federal or swate luw

6. 'THI8 AUTHORIZA'TTON BOES NOT AUTHORIZE YOU 10 DISCUSS MY SRALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECITIED IN YTEM 9 (h).

7. Name rnd 2ddress of health pravider or entity to ralease this informaiion:

8. Naimne aod address of personis) or category of person to whors this mfonnation witl be seuf:

9¢a). Specific information to be released:
U Medics! Record from (insertdute) ___  to(insertdate)
{1 Botire Medical Record, incliding paticnt histories, office notes (except psychotherapy notes), lest results, radiology studies, films,
refepeals, consults, billing records, insurance records, and records sent to you by other healfl care providers.

dother: = e Include: (Indicate by initialing)
Alcohol/Drug Treatment
Menta! Health Xofermaiion
Anihorization to Diseusy Hlexlth Tufoy mution o HIV-Related Infarmation
(b} (3 By initialing here o 1 anthorize
Iuitzals Nome of individual beahth care provider

to discuss my heatth information with my attomney, or a govemrental agency, listed here:

) (Atae o Name oc Governmental .ﬂ\pmu...\.' H‘;-:lm-.} —
11, Reuson for release of information: 11. Date or event on which this authorization will expire
(3 Atrequest of individual
11 Other: e

(2. JCnat the patient, name of person signing fom 13, Authority 1o sign on hehalf of patient:

copy of the formn,
= Pater
Sigoature of pationt or representative nuthorized by law,

* o luman Baemuanodeficleney Vivus ihat cagses AIDS The New Yotk Siste Public Healil Law protects inforpation which reasonabiy eoutd
ideudily somonne ax haviag INY sympouns or fofection sad (nformation regarding g perseu's contuois,




For Workers® Compensation Patients Only

PATIENTS NAME:

DATE OF ACCIDENT:

ADDRESS OF ACCIDENT (COUNTY):

NAME OF YOUR EMPLOYER:

EMPLOYER’S ADDRESS:

EMPLOYER’S PHONE#:

POSITION WITH CO. AT TIME OF ACCIDENT:

USUAL WORK ACTIVITIES:

NAME OF PERSON ACCIDENT WAS REPORTED TO:

HOW DID YOUR INJURY HAPPEN (please give full description):

ARE YOU WORKING NOW? [] YES

[ no

IF NO —-LAST DATE YOU WORKED:

WERE YOU SEEN AT ANY OTHER CHIROPRACTOR?




NOTICE THAT YOU MAY BE RESPONSIBLE FOR MEDICAL COSTS IN THE EVENT OF
FAILURE TO PROSECUTE, OR IF COMPENSATION CLAIM IS DISALLOWED, OR IF
AGREEMENT PURSUANT TO WCL §32 IS APPROVED

| B NATURE OF INJURY OR INIURED PERBONS
WCB CASE NO. {If Known) CARRIER CASE NO. (If Known) DATE OF INJURY e $0C Shey NON
AME o ADDRLSS APT. NO
CLAIMANT N
EMPLOYER
INSURANCE
CARRIER

You may become responsible for the medical costs of treatment for your iliness or condition with the
provider listed below if (1) you fail to prosecute the claim for workers' compensation or (2) itis
determined by the Workers' Compensation Board that the illness or condition which required treatment
was not a result of a compensable workplace accident or occupational disease or (3) if an agreement is
executed by you and approved pursuant to Workers' Compensation Law §32 in which you waive your
right to medical benefits from the workers’ compensation carrier/self-insured employer for treatment/
services performed after the date the agreement is approved. If any of the above events occurs, the
provider may bill you directly inslead of the employer or insurance carrier, and you will be responsible
for the provider's fees for services rendered.

| hereby acknowledge that | have read the above and understand the circumstances under which | may
become responsible for payment.

Claimant's Signature Date

Provider's Name and Address

TO THE CLAIMANT
Workers' Compensation Board Regulation 325-1.23 permits your doctor or therapist to request that you sign this A-8 notice, By signing this
notice, you acknowledge your cbligation to pay the provider's fees for the services you receive if it turns out that such fees are not legally
required to be paid by your employer or its workers' compensation insurance carrier and if such fees are not covered by other insurance.
The employer or carrier may not be required to pay the doctor's fees if, for example, you fail to file a claim for workers' compensation, or fail
to notify your employer of your injury or illness, or fail to attend a Board hearing if your employer challenges your right to benefits. Even if
you make all required efforts to prosecute your claim, the Workers' Compensation Board may still find that you are not entitled to benefits.
In such cases, this notice advises your health provider that you acknowledge your personal liability for payment of his/her bills.

Workers' Compensation Law Section 32

The A-9 notlce also covers instances in which a claimant with an existing valid workers' compensation case comes to an agreement with
his/her employer or its insurance carrier settling hisfher case in accordance with Section 32 of the Workers’ Compensation Law. A Section
32 agreement may Include a provision which relieves the employar or carrier of the liability to pay future medical bllls assoclated with the
case. Your health care provider may ask you to sign this A-9 notice to insure that you acknowledge your personal liability for payment of
his/her bills if you have waived your right to future medical benefits under a Section 32 agreement.

if you have any questions, contact your attorney or licensed hearing representative, if you have one. You may also contact your locaf

.............

TO THE HEALTH CARE PROVIDER
This notice is meant to advise the workers' compensation claimant that he/she may be responsible for payment. Failure of the claimant to
sign this form docs nol relieve the provider of the obligation to treat the claimant, nor does it negate the claimant's responsibility for
payment.

Keep the original of this form for your records and give a copy to ihe claiman{. Do not file with the Workers' Compensation Board. You
will recaive Notices of Decisions in which the compensability of a claim, authorization of treatment, or payment of medical bills is included.
You will alse be notified if the claimant submits a Section 32 Agreement with the Board for approval. Do not bill the claimant unless and
until you reccive e Board decision finding that 1) claimant failed to prosecute the claim, or 2) the claim is denied, or 3) the treatmant is not
causally related to the work injury, or 4) a Section 32 agreement relieving the carrier of liability for medical treatment is approved.

Prescined by Chale a

A-9 (1-07) Wotkiese' Compétbation Board ESTE RESUMEN ESTA ESCRITO EN ESPANOL AL DORSO. NY-WCB
State of New York

(WwwW.web.ny.pov)



