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Island Chiropractic &
Next Step Physical Therapy
of Hicksville

Patient Information

Name: Sex: M/F Date of birth:

Address: City: ZipCode.____
Cell #: Home #. Social Security #:

E-Mail: ) Marital Status (circle one): M S D W Separated

Emergency Contact Person:

Relationship to you: Phone #:

Physician who referred you to this office:

How did you hear about this office?:
(if anyone other than your physician)

Primary Insurance Company

Health Insurance Carrier: Policy Holder:

Insurance Card ID#:

| understand that health and accident policies are an arrangement between an insurance carrier
and myself. Furthermore, | understand that Island Chiropractic & Next Step Physical Therapy of
Hicksville, PLLC will prepare any necessary reports and forms to assist me in making collection
from the insurance and that any amount authorized to be paid directly to Isiand Chiropractic &
Next Step Physical Therapy of Hicksville, PLLC will be credited to my account on receipt.
However, | clearly understand and agree that all services rendered to me are charged directly to
me and that | am personally responsible for payment. | also understand that if | suspend or
terminate my care and treatment, any fees for professional services rendered to me will be
immediately due and payable. In the event of non-payment, | am legally responsible for any
collection fees involved in satisfying my debt. | also authorize Island Chiropractic & Next Step
Physical Therapy to evaluate and treat me as deemed appropriate by an Island Chiropractic &
Next Step Physical Therapy provider.

Signature of Patient or Guardian: Date:

Witness: Date:




PATIENT ACKNOWLEDGEMENT OF HIPAA NOTICE

Island Chiropractic & Next Step Physical Therapy of Hicksville
131 W Old Country Rd

Hicksville, NY 11801

(516) 681-8070

Notice of Patient:

We are required to offer you a copy of our HIPAA notice which states how we may use and/or
disclose your health information. Our HIPAA notice and office policies contain information
regarding payment, health insurance, collections, and other important information.

Patient Acknowiedgement:
| acknowledge and agree to this office’s HIPAA notice. | acknowledge that | have reviewed the

HIPAA notice and have the right to obtain a paper copy of the HIPAA notice. | acknowledge that
| may refuse to sign this acknowledgment if | wish.

Patient Printed Name

Patient Signature or legal representative

If legal representative, state relationship

Date

FOR OFFICE USE ONLY:

We have made every effort to obtain written acknowledgment of receipt of our HIPAA notice
from this patient but it could not be obtained because:

____the patient refused to sign

___we were not able to communicate with the patient

___due to an emergency situation it was not possible to obtain a signature

___other (please provide details):

Name of the Patient

Name of Staff Member

Signature of Staff Member

Date




ISLAND CHIROPRACT!C P.C.

CONFIDENTIAL P.’\TIEF\!T?‘ASE HSbTDPY

Dear Patient:

Please complete thtSJquasttonnalre Your answers will help ug determine If chiropractic can help
you. If we do not smcerely believe your condrtxon will respond‘saﬁsfactonly we will not accept yc
case.

THANK YOU, '

Name S — ' . Marital Status M S W D

HEAL TH INFORMATION

Please mark vour areas of

pain on the figures.below: Have you had previous chiropractic care? [] Yes [ ] No
r’“\ 'e ' . What is your major.complaint?
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' Describe how your ;:;roblem began
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Nhat makes your symptoms worse?

What makes your symptoms better?

Have you been in anaccident?[ JAuto  ]Work [ ]Other

if yes, when____ _ Describe _

Other doctors who recently treated this condition:

Have you had this or similar conditions in the past?{ }Yes [ INo[ ] Similar

Are you symptoms [ ] Alwayspresent [ ]Frequent { 1Occasional [ }Onandoff
How bad is your pain or ache? (0-no pain, 10-alotofpain)0 1 23456 7 8 9‘ 10

Describe your pain[ ]} Sharp [ ]Shoo{img. { ] Dulvache [ ] Stff [ ] Tingling

[ ] Numbness [ ] Buming [ '} Throbbing [ ] Knifelike . [ ] Other__

- CONTINIEED ON OTHFR SIDF -



HEALTH INFORMATION (CONTINUED) B

Have you ever suffered from: Past

High blood pressure
Heart problems
Diabetes

Dizziness

Convulsions

Loss of bladder control
Abdominal pain

Aortic Aneurysm
Difficulty in swallowing

Sleeping position: Back[ ] Side|
] Orthopedic| ]

Cervical |

Work Description

Present Past Present
] [ 1 Kidney Stones [ 1] [ 1
] [ ] Stroke [ 1 [ ]
1 [ ] Asthma [ ] [ ]
] [ ] Cancer [ 1] [ 1
] [ ] Prostate problems [ ] [ 1]
] [ ] Bilood disorder [ 1 [ 1]
1 [ 1 HWVADS [ 1 [ 1
] [ 1 Other [ 1] [ 1
1 [ 1

] Stomach|[ 1 Pillows: How many _____

Age of Mattress

List surgical operations and year

Full time/ Part time

Comfortable[ ] Uncomfortable [ ]

Areyoupregnant? Yes [ ] No[ ]

Present weight ____lbs. Height ___ feet ___inches Right handed |

" Medication list

] Left handed [ ]

Medication # 1 Medication # 2
Date started Date started
Drug name Drug name
Strength Strength
Dosage Dosage
Prescribed by Prescribed by
Medication # 3 Medication #4
Date started Date started
Drug name Drug name
Strength Strength
Dosage Dosage
Prescribed by Prescribed by
Allergies?

Smoking Status (Circle One)

Current Former

Never



CHIROPRACTIC INFORMED CONSENT TO TREAT

[ hereby request and consent to the performance of chiropractic procedures, including various modes of physio
therapy, diagnostic x-rays, and any supportive therapies on me (or the patient named below, for whom I am legally
responsible) by the doctor of chiropractic indicated below and/or other licensed doctors of chiropractic and support

staff who now or in the future treat me while employed by, working or associated with or serving as back-up for the
doctor of chiropractic named below. including those working at the clinic or office listed below or any other office
or clinic, whether signatories to this form or not.

1 have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic
personnel the nature and purpose of chiropractic adjustments and procedures.

I understand and I am informed that, as is with all Healthcare treatments, results are not guaranteed and there is no
promise to cure. I further understand and I am informed that, as is with all Healthcare treatments, in the practice of
chiropractic there are some risks to treatment, including, but not limited to, muscle spasms for short periods of time,
aggravating and/or temporary increase in symptoms, lack in improvement of symptoms, fractures, disc injuries,
strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and
complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the
doctor feels at the time, based upon the facts then known, is in my best interests. ‘

I further understand that chiropractic adjustments and supportive treatment is designed to reduce and/or correct
subluxations allowing the body to return to improved health. It can also alleviate certain symptoms through a
conservative approach with hope to avoid more invasive procedures. However, like ail health modalities, results are
not guaranteed and there is no promise to cure. Accordingly, I understand that all payment(s) for treatment(s) are
final and no refunds will be issued.

1 further understand that there are treatment options available for my condition other than chiropractic procedures.
These treatment options include, but not limited self administered, over the counter analgesics and rest; medical care
with prescription drugs such as anti-inflammatories, muscle relaxants and painkillers; physical therapy; steroid
injections; bracing and surgery. I understand and have been informed that I have the right to a second opinion and
secure other opinions if I have concerns as to the nature of my symptoms and treatment options.

1 have read, or have has read to me, the above consent. I have also had an opportunity to ask questions about its
content, and by signing below I agree to the above-named procedures. I intend this consent to cover the entire course
of treatment for my present condition and for any future condition(s) for which I seek treatment.

Name of Patient:

Signature of Patient:

Name Printed of Guardian/Parental and Relationship to Patient:

Guardian/Parental Signature:

Date:

Doctor of Chiropractic Name:

Signature of Doctor of Chiropractic:

Date:




Ot

Island Chiropractic & 131 W Old Country Road Hicksville, NY 11801
Next Step Physical Therapy Dr. Brett Pastuch  Dr. Christopher Ostling Dr. Jamie Wentz
of Hicksville Office: (516) 822-1900 Fax: (516) 681- 3423

AUTHORIZATION TO TREAT WORK RELATED INJURY

THIS IS AN AGREEMENT TO PAY MEDICAL COSTS IN THE EVENT OF FAILURE TO PROSECUTE OR IF
COMPENSATION CLAIM IS DISALLOWED

Name SS#
Address
Tel # Date of Injury

Reported and document to

in the event | fail to prosecute the claim for workers’ compensation for this iliness or condition,
or it is determined by the workers board that the iliness or condition is not a result of a
compensable workers’ compensation case, | , hereby agree to pay
Island Chiropractic & Next Step Physical Therapy of Hicksville, at 131 W Old Country Road,
Hicksville, NY 11801, the usual and customary fees for services rendered to the above name
claimant in the above identified case.

Date Signature

If signed by other than claimant, print below:

Name and Address Relationship

Please state how accident occurred and area of pain

Job Description

Employer Name: Employer Phone #:
Employer Address:

W/C Ins. Co. Name: Phone #:
Policy #: Case #:

Date of Accident: Lawyer:

If yes, Lawyer Phone #:






