SUFFOLK PHYSICAL THERAPY & CHIROPRACTIC, PLLC
NEW PATIENT WORKERS’ COMPENSATION INTAKE FORM

Date:
First Name: MI: Last Name:
Address: City: State: Zip:
Cell #: Home #:
Sex: Age: Date of Birth: Last 4 of SS No:
Occupation: Referred by:
Employer: Employer’s Phone Number:

Employers Address:

Did you report your injury? Who?

Address where accident took place (If different from above):

[] Yes Dates Missed (BE SPECIFIC):
Date of Accident: Have you been out of work?[] No

What are your job duties?

How did the accident occur?

Did you see your Primary Care Physician for this injury? (If so name and number)

Have you seen any other doctor(s) and/or go to the ER for injury? If so, whom& where (MRI’s done?)

Were you prescribed any medication and/or are taking anything over-the-counter?

CHECK THE SYMPTOMS YOU ARE EXPERIENCING AS A RESULT OF THIS ACCIDENT:
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[] Headaches [] Dizziness []Memory Loss [ ] Blurred vision
[ ] Ringing in the Ears [ Difficulty Sleeping [] Fatigue [] Jaw Pain
[] Clicking of the Jaw ] Numb Fingers [ ] Numb Toes

[ ] Chest Pain [_] Nausea [ ]Other




HIPPA Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected
health information (PHI) to carryout treatment, payment or health care operations (TPO) and
for other purposes that are permitted or required by law. It also describes your rights to
access and control your protected health information. “Protected health information” is
information about you, including demographic information, that may identify you and that
relates to your past, present or future physical or mental health condition and related health
care services.

USES AND DISCLOSURES OF PROTECTED HEALH INFORMATION

Your protected health information may be used and disclosed by your physician, our office
staff and others outside of our office that are involved in your care and treatment for the
purpose of providing health care services to you, to pay your health care bills, to support the
operation of the physician’s practice, and any other use required by law. Treatment: We will
use and disclose your protected health information to provide, coordinate, or manage your
health care and any related services. This includes the coordination or management of your
health care with a third party. For example, your protected health information may be provided
to a physician to whom you have been referred to ensure that the physician has the
necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for
your health care services. For example, obtaining approval for a hospital stay may require
that your relevant protected health information be disclosed to the health plan to obtain
approval for the hospital admission. Healthcare Operations: We may use or disclose, as-
needed, your protected health information in order to support the business activities of your
physician’s practice. These activities include, but are not limited to, quality assessment,
employee review, training of medical students, licensing, fundraising, and conducting or
arranging for other business activities. For example, we may disclose your protected health
information to medical school students that see patients at our office. In addition, we may use
a sign-in sheet at the registration desk where you will be asked to sign your name and
indicate your physician. We may also call you by name in the waiting room when your
physician is ready to see you. We may use or disclose your protected health information, as
necessary, to contact you to remind you of your appointment, and inform you about treatment
alternatives or other health-related benefits and services that may be of interest to you. We
may use or disclose your protected health information in the following situations without your
authorization. These situations include: as required by law, public health issues as required
by law, communicable diseases, health oversight, abuse or neglect, food and drug
administration requirements, legal proceedings, law enforcement, coroners, funeral directors,
organ donation, research, criminal activity, military activity and national security, workers’
compensation, inmates, and other required uses and disclosures. Under the law, we must
make disclosures to you upon your request. Under the law, we must also disclose your
protected health information when required by the Secretary of the Department of Health and
Human Services to investigate or determine our compliance with the requirements under
Section 164.500.

Other Permitted and Required Uses and Disclosures will be made only with your consent,
authorization or opportunity to object unless required by law. You may revoke the
authorization, at any time, in writing, except to the extent that your physician or the
physician’s practice has taken an action in reliance on the use or disclosure indicated in the
authorization.



AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA

Patient Name Date of Birth Medical Record Number

Patient Address

I, or my authorized representative, request that health information regarding my care and treatment as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), 1 understand thar:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV# RELATED INFORMATION only if I place my initials on
the appropriate line in Ttem 9(a). In the event the health information described below includes any of these types of information, and 1
initial the ling on the box in Iem 90a), 1 specifically authorize release of such information to the person(s) indicated in Item 8.

2. IfTam authorizing the release of HIV-related, alcohol, or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitied to do so under lederal or state law. T understand
that I have the right to request a list of people who may receive or use my HI'V-related information without authorization, If I experience
discrimination because of the release or disclosure of HIV-related information, | may contact the New York State Division of Human
Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-745(). These agencies are responsible for
protecting my rights.

3. T have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that [ may
revoke  this authorization except to the extent that action has already been taken based on this authorization.

4. T understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for benefits
will not be conditioned upon my authorization of this disclosure,

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Itemn 2), and this
redisclosure may no longer be protected by federal or state law,

f. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 ib).

7. Mame and address of health provider or entity to release this information:

8. Name and address of person(s) or category of person 1o whom this information will be sent:
Suffolk PT& Chiropractic. PLLC 1050 Old Nichols Rd FL 2. Islandia. NY

Sa). Specific information 1o be released:
0 Medical Record form (insert date) to (Insert date)
o Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies,
films, referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

0 Other: Include: (Indicate by Initialing)
Aleohol/Drug Treatment
Mental Health Information
HIV-Related Information
Genetic Testing
Authorization to Discoss Health Information
ib). o By initialing here T authorize
Initials Mame of individual health care provider

to discuss my health information with my attorney, or a governmental agency, listed here:

{AnomeyFirm or Governmental Agency Name)

10, Reason for release of information: 1. Date or event on which this authorization will expire:
o At request of individual
0 Other:

12, If not the patient, name of person signing form: 13, Authority to sign on behalf of patient:

All Ttems on this form have been completed and my questions about this form have been answered. In addition, [ have been provided a
copy of the form.

Date:

Signature of Patient or representative authorized by law,

* Human Immuonodeficiency Virus that canses AIDS. The New York State Public Health Law protects information which reasonably eould identify someone as
having HIV symptoms or infection and information regarding a person’s contacts,



Your Rights

The following are statements of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information (fees may
apply) Under federal law, however, you may not inspect or copy the following records:
Psychotherapy notes, information compiled in reasonable anticipation of, or used in, a civil,
criminal, or administrative action or proceeding, protected health information restricted by law,
information that is related to medical research in which you have agreed to participate,
information whose disclosure may result in harm or injury to you or to another person, or
information that was obtained under a promise of confidentiality. You have the right to request
a restriction of your protected health information —This means you may ask us not to use or
disclose any part of your protected health information and by law we must comply when the
protected health information pertains solely to a health care item or service for which the
health care provider involved has been paid out of pocket in full. You may also request that
any part of your protected health information not be disclosed to family members or friends
who may be involved in your care or for notification purposes as described in this Notice of
Privacy Practices. Your request must state the specific restriction requested and to whom you
want the restriction to apply. By law, you may not request that we restrict the disclosure of
your PHI for treatment purposes.

You have the right to request to receive confidential communications—You have the
right to request confidential communication from us by alternative means or at an alternative
location. You have the right to obtain a paper copy of this notice from us, upon request, even
if you have agreed to accept this notice alternatively i.e. electronically.

You have the right to request an amendment to your protected health information — If
we deny your request for amendment, you have the right to file a statement of disagreement
with us and we may prepare a rebuttal to your statement and will provide you with a copy of
any such rebuttal.

You have the right to receive an accounting of certain disclosures—You have the right to
receive an accounting of all disclosures except for disclosures: pursuant to an authorization,
for purposes of treatment, payment, healthcare operations; required by law, that occurred
prior to April 14, 2003, or six years prior to the date of this request.

You have the right to obtain a paper copy of this notice from us even if you have agreed
to receive the notice electronically. We reserve the right to change the terms of this notice and
we will notify you of such changes on the following appointment. We will also make available
copies of our new notice if you wish to obtain one.

COMPLAINTS

You may complain to us or to the Secretary of Health and Human Services if you believe your
privacy rights have been violated by us. You may file a complaint with us by notifying our
Compliance Officer of your complaint. We will not retaliate against you for filing a
complaint

We are required by law to maintain the privacy of, and provide individuals with, this notice of
our legal duties and privacy practices with respect to protected health information. We are
also required to abide by the terms of the notice currently in effect. If you have any questions
in reference to this form, please ask to speak with our HIPAA Compliance Officer in person or
by phone at our main phone number.

Please sign the “Acknowledgment of Receipt” shown below. You are only acknowledging that
you have received or been given the opportunity to receive a copy of our Notice of Privacy
Practices.

Print Name:

Signature:

Date:




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

NATURE OF INJURY OR HIURED FERBONS
WCB CASE NO. (fiKnown) | CARRIER CASE NO. (i Known) | DATE OF INJURY -OF N URED PERSCH
Y n T
CLAIMANT E HORESS
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 carner/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 instead 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 Suffolk Physical Therapy & Chiropractic, PLLC

1050 Old Nichols Rd FL 2, Islandia, NY 11749

TO THE CLAIMANT

Workers' Compensation Board Regulation 325-1.23 permiis your doclor or therapist to request that you sign this A-% notice. By signing this
nofice, you acknowhedge your abligation (o pay the provider's fees Tor the services you receive il il turns oul thal such Tees are nol 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 aor carmer may not be required to pay the doctor's fees if, for example, you fail to file a daim for workers” compensatian, or fail
o nodify your employer af your injury o illness, or fil to atbend a Board hearing if your employer challenges your right to beenefits. Even if
yiou make all required efforts fo prosecute your clalm, the Warkers' Compensation Board may still find that you are not entited to benefits.
In such cases, this nolics advises your bealth prowvider thal you acknowbedge your personal Rabilly for payment of his/her bills,

Workers' Compensation Law Section 32

The A4-9 notice also covers Instances in which a claimant with an existing valld workers' compensation case comes to an agreement with
higfer employer ar ils insurance carier setlling hisher case in accardance wilh Sedion 32 af the Workers' Compensation Law. A Seclion
32 agreement may include a provision which relieves the employer or carmer of the liabdity to pay future medical bills associated with the
cage, Your health care provider may ask you to sgn this A9 notice 1o nsure that you acknowledge your personal kabibty Tor payment of
hisfher bills if youw have waived your right to future medical benefils under a Section 32 agreement.

If you have any gueshions, contac your allomey o licensed hearing representative, il you have one. You may also conlact your local
district office of the Workers' Compensation Board.

TO THE HEALTH CARE PROVIDER

This nedice i meant 1o advise the workers' compensation claimant that he'she may be responsible Tor payment, Failure of the claimant to
gign this form does not 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 the claimant. Do not file with the Workers® Compensation Board. You
will receive Molices of Decisions n which the compensabilily of a claim, authorizafion of treatment, ar payment of medical bills is included.
Y ou will also be notified if the claimant submits a Section 32 Agreemeant with the Board for approval. Do not bill the claimant unless and
unlil you receive a Board decision finding that 1) claimant failed lo prosecule the claim, or ) the daim is denied, or 3) the irealment i nal
causally related o the waork mjury, or 4) a Secbon 32 agreement refieving the carmier of liability for medical treatment is approved.

Pkt Ll b5 C i ,
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INFORMED CONSENT

Patient's Name:

To the patient: Please read this entire document prior to signing it. It is important that you understand the information
contained in this document. Please ask any questions you may have, prior to signing, if anything is unclear.

The Nature of the Chiropractic Adjustment

As a Doctor of Chiropractic, the primary treatment method I use is spinal manipulative therapy. | will use that procedure to treat
you. | may use my hands or mechanical instruments upon you body in order to move your joints. This may cause an audible
“pop” or “click,” similarly to what you may have experienced if you “cracked” your knuckles. You may feel a sense of
movement.

Analysis / Examination / Treatment
As part of the analysis, examination, and treatment, you are consenting to the following procedures.

[ ] Physical Examination and Analysis, to include: [ ] Physical Therapy & Chiropractic including:
Range of motion testing Spinal manipulative Therapy

Muscle strength testing Electric muscle stimulation

Palpation Ultrasound

Orthopedic testing Hot/Cold therapy

Basic neurological Massage therapy

Vital signs Radiographic studies (x-rays)

Postural analysis other:

The Material Risks Inherent in Chiropractic Adjustment

As with any healthcare procedure, there are certain complications which may arise during chiropractic manipulation and
therapy. These complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, cervical
myelopathy, costovertebral strains and separations, and burns. Some types of manipulation of the neck have been associated
with injures to the arteries in the neck leading to or contributing to serious complications including stroke. Some patients may
feel some stiffness and soreness following the first few days of treatment. | will make every reasonable effort during the
examination to screen for contraindications to care; however, if you have a condition that would otherwise not come to my
attention, it is your responsibility to inform me.

The Probability of Those Risks Occurring

Fractures are rare occurrences and generally result from some underlying bone weakness, which | check for during the taking of
your history and during the examination and via X-ray. Stroke has been the subject of tremendous disagreement. The
incidences of stroke are exceedingly rare and are estimated to occur between one in one million and one in five million cervical
adjustments. The other complications are generally described as rare.

The Availability and Nature of Other Treatment Options
Other treatment options for your condition may include
-Self Administered, Over-the-Counter Analgesics and rest
-Medical Care and Prescription Drugs such as anti-inflammatory, muscle relaxants, and pain killers.
-Hospitalization
-Surgery
Should you choose to use one of the above noted “other treatment” options, you should be aware that there are risks and
benefits of such options and you may wish to discuss these with your primary care physician.

The Risks and Dangers Attendant to Remaining Untreated

Remaining untreated may allow the formation of adhesions and reduce mobility which may set up a pain reaction further
reducing mobility. Over time this process may complicate treatment making it more difficult and less effective the longer it is
postponed.

PLEASE DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.

PLEASE CHECK THE APPROPRIATE BLOCK AND SIGN BELOW.

I have read [ __] or have had read to me [__] the above explanation of the chiropractic adjustment and related treatment.
I have discussed it with the doctor and have had my questions answered to my satisfaction. By signing below, | state
that | have weighed the risks involved in undergoing treatment and have decided that it is in my best interest to undergo
the treatment recommending. | having been informed of the risks, | hereby give my consent to that treatment.

Dated: Dated:
Patients Name: Doctor’s Name: Thomas Dow, DC / Howard Green, DC
Patients Signature: Doctor’s Signature:

Business Name: Suffolk Physical Therapy & Chiropractic, PLLC.

Signature of Parent or Guardian (if a minor)
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