Date Who is responsible for this account?

SS/HIC/Patient 1D # Relationship to Patient

Patient Name Insurance Co.
Last Name

Group #

First Name Middle Initial . . ,
' Is patient covered by additional insurance? []Yes

Address

Subscriber's Name

City

Birthdate

State

Relationship to Patient

E-mail

Sex (1M [JF Age

Insurance Co.

Group #

Birthdate ASSIGNMENT AND RELEASE
. . . . 1 i i it
] Married 1 Widowed DSIngle [] Minor certify that 1, and/or my dependent(s), have insurance coverage with

and assign directly to

] Separated ] Divorced 7] Partnered for years Name of Insurance Company(ies)

Occupation Dr. all insurance benefits,
. | | if any, otherwise payable to me for services rendered. | understand that | am
Patient Employer/School | financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on all insurance submissions.

Employer/School Address

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents |
for the purpose of obtaining payment for services and determining insurance |
Employer/School Phone ( benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Spouse’s Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

SS#

Please print name of Patient, Parent, Guardian or Personal Representative

Spouse’s Employer

Whom may we thank for referring you? } Relationship to Patient

Cell Phone ( ) | Date

Best time and place to reach you Type of accident ] Auto [JWork [JHome []Other
IN CASE OF EMERGENCY, CONTACT

Name

To whom have you made a report of your accident?
] Auto Insurance [] Employer [[JWorker Comp. []Other

Relationshi
P Attorney Name (if applicable)

Home Phone (

Work Phone (

Reason for Visit

When did your symptoms appear?
Is this condition getting progressively worse? [1Yes [JNo [ }Unknown
..~ Mark an X on the picture where you continue to have pain, numbness, or tingling.
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: [] Sharp ] Duli [ Throbbing [J Numbness [ Aching [ Shooting
[ Burning [ Tingling [ Cramps {7 stiffness [1Swelling [] Other

How often do you have this pain?

Is it constant or does it come and go?
Does it interfere with your [JWork  [J Sleep  [[] Daily Routine  [] Recreation
Activities or movements that are pamful to perform [] Smmg D Standmg | Walkmg D Bendlng ] Lymg Down
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!
§
Z
|
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e = .
What treatment have you already received for your condition? [] Medications ] Surgery  [_] Physical Therapy

[J Chiropractic Services ] None {7} Other

Name and address of other doctor(s) who have treated you for your condition

Date of Last: Physical Exam Spinal X-Ray Blood Test

Urine Test

Spinal Exam Chest X-Ray

Dental X-Ray MRI, CT-Scan, Bone Scan

Place a mark on “Yes” or “No” to indicate if you have had any of the following:
AIDS/HIV IYes [ No Diabetes TYes [TINo Liver Disease CYes [INo Rheumatic Fever [JYes [JNo
Alcoholism TYes [INo Emphysema [OYes [} No Measles JYes [CINo Scarlet Fever [Yes [INo
Allergy Shots CJYes [JNo Epilepsy JYes [1No Migraine Headaches [1Yes [ ] No Sexually
Anemia OYes [JNo Fractures OYes [ No Miscarriage [JYes [INo g@girggted [JYes [ No
Anorexia dYes [1No  Glaucoma [OYes [No Mononucleosis [JYes [ No Stroke [JYes [ No
Appendicitis [JYes [I1No  Goiter [dYes [ No Multiple Sclerosis  [1Yes [JNo Suicide Attempt [JYes [ No
Arthritis JYes [JNo Gonorrhea [OYes [INo Mumps Yes [JNo Thyroid Problems  []Yes []No
: Asthma JYes [INo Gout [OYes [ No Osteoporosis JYes [[INo Tonsillitis [JYes [1No
! Bleeding Disorders [JYes [ No Heart Disease Yes [ No Pacemaker dYes [ No Tuberculosis [JYes [JNo
Breast Lump Yes I No Hepatitis Yes [No Parkinson’s Disease [ ] Yes [ No Tumors, Growths  [Yes [ No
Bronchitis IYes [JNo Hernia IYes [JNo Pinched Nerve OYes [[INo Typhoid Fever [IYes [JNo
Bulimia JYes [ No Herniated Disk OYes [No Pneumonia JYes [INo Ulcers [IYes [JNo
Cancer [TlYes [ No Herpes [OYes [[JNo Polio IYes [INo Vaginal Infections  []Yes [ No
Cataracts [JYes [JNo  High Blood Prostate Problem [JYes [[]No ]
Chemical Pressure OYes OONo o e ClYes [INo Whooping Cough  [JYes [ No
Dependency [COYes [OJNo  High Cholesterol [JYes []No Psychiatric Care ClYes [ No Other
Chicken Pox [OYes [JNo  Kidney Disease [OYes [ No Rheumatoid Arthritis (] Yes [ No ;
- O &
EXERCISE WORK ACTIVITY HABITS
[ None [ Sitting [J Smoking Packs/Day
] Moderate 7] Standing [ Alcohol Drinks/Week
i’ 1 Daily 1 Light Labor [ Coffee/Caffeine Drinks Cups/Day
[1 Heavy ] Heavy Labor [T} High Stress Level Reason

Are you pregnant? [JYes [ ] No Due Date

Injuries/Surgeries you have had Description Date

Falls

Head Injuries

Broken Bones

Dislocations

Surgeries

Pharmacy Name

Pharmacy Phone (




Nightingale Chiropractic e Wellness P.C.

AUTHORIZATION AND ASSIGNMENT

To: Kevin M. Nightingale D.C., Nightingale Chiropractic & Wellness P.C., 154 Plaga Dr. Willamsville, NY 14221 (716)-204-
0784
In consideration of your undertaking fo treat me, I agree to the following:

Authorization to Release Information

You are authorized to release any medical information you deem appropriate concerning my physical condition to any
insurance company, attorney, or adjuster in order to process any claim for reimbursement of charges incurred by me as a result
of professional services rendered by you, and I hereby release you of any consequence there of.

Authotization to Pay Directly to Doctor

1 authorize the direct payment to you of any sum I now or hereafter owe you by my attorney out of the proceeds of
any settlement of my case, and/ot by any insurance company obligated to reimburse me for the charges for your services or
otherwise obligated to reimburse me for the charges for your services or otherwise obligated to make payment to me ot you
based in whole or in patt upon the charges made for your services.
If my current policy prohibits direct payment to the doctor, T hereby also instruct and direct the insurance company to make out
the payment and mail it to Nightingale Chiropractic & Wellness P.C., 154 Plaza Dr. Williamsville, NY 14221.

Assignment of Cause of Action

In the event any insurance company is obligated by contractual agreement to make payment to me or to you for the
demand by you, | hereby assign and transfer to you the cause of action that exists in my favor against any such company (the
name(s) of which is/are believed to be correctly set forth under pertinent data below) and authotize you to prosecute said action
either in my name ot your name as you see fit and further authorize you to compromise, settlement or otherwise resolve said
claim in my name or your name as you see fit. However, it is understood that until all reasonable efforts have been made to
collect the sums due from the insurance company (or companies) contractually obligated, you will refrain from attempts and
efforts to collect the amounts owed directly from rme. [ understand that whatever amounts you do not collect from insurance
proceeds (whether it be all or part of what is due), T personally owe you, and agree to pay in current manner.

Acknowledgment and Understanding

I hereby acknowledge that I am receiving (or about to receive) health care services from Kevin M. Nightingale D.C. at
Nightingale Chiropractic & Wellness P.C. and that I have been advised that the doctor(s) providing the services is/are willing to
wait for payment for these services, provided that there continues to be a reasonable chance that payment will be made either by
insurance proceeds or out of the settlement of a liability claim. T hereby give permission for the provider of these sexvices fo
collect this interest from the settlement on my case. Further, because of the continuing changes in the health care industry and
the variety of reimbursement procedures and policy testrictions or limitations it 1s my understanding that the doctor at
Chiropractic will be basing his treatment decisions upon his clinical experience and education and not upon any third party,
insurance companies reimbursement policies.

I understand that if it is determined either:
a)  That there is no insurance company obligated to pay for the services, or if the insurance company involved refitses lo acknowledge
an assignment to the doctor or maske other provisions for the protection of the interest of the doctor(s);or
b) If a liability claim exists, and my attorney refuses to agree lo protect the interest of the doctor(s), or if I have not engaged the
services q/ an atiorney, or,
¢)  If I refise an offer of settlement, then payment for services rendered by Kevin M. Nightingale D.C. at Nightingale Chiropraciic
& Wellness P.C.
Then payment for services rendered by the doctor(s) Kevin M. Nightingale at Nightingale Chiropractic & Wellness P.C. will be
made on a current basis and my bill paid in full within 30 days from my last treatment or as soon as my liability claim is settled,
whichever occuts first.
A photocopy of this Authorization and Assignment shall be considered as effective and valid as the original.

Patient's:Name Print Patient’s Signature Date

Ifvouare a minotr. orif vou are represented by another party:

Personal Rep. Name Print Personal Rep. Signature Date

Witness Name Print Witness Signature Date



Nij gﬁtznga[e Cﬁuropractlc err Wellness P.C.

Kevm M. nghtlngale D.C. 154 Plaza Dr. Williamsville, NY 14221 (716)-204-0784

INFORMED CONSENT TO CHIROPRACTIC TREATMENT

TO THE PATIENT: You have a right as a patient to be informed about your condition and the recommended chiropractic adjustments and
other chiropractic procedures 1o be used so that you may make the decision whether or not to undergo the procedure afier knowing the potential risks
and hazards involved. This disclosure is not meant to scare or alarm you; it is simply an effort to make you better informed so you may gve or
withhold your consent to the procedire.

I hereby request and consent to the performance of chiropractic adjustments and any other chiropractic procedures, including
examination tests and physical therapy techniques, on me (or on the patient named below for which I am legally responsible) which are
recommended by the doctor of chiropractic named below and/or other licensed doctors of chiropractic who now or in the future render
treatment to me while employed by, working for or associated with, or serving as back-up for the doctor of chiropractic named below.

I have had an opportunity to discuss with the doctor named below and/or with office personnel the nature, purpose and risks of
chiropractic adjustments and other recommended procedures and have had my questions answered to my satisfaction. I understand that
the results are not guaranteed.

I understand that, as with any health care procedure, there are certain comphcauons which may arise during a chiropractic
adjustment. Those complications include but are not limited to: fractures, disc injuries, dislocations, muscle strains, ligamentous sprains,
Horner’s syndrome, diaphragmatic paralysis, cervical myelopathy, separations and some stiffness or soreness following the first few days of
treatment. Ancillary procedures (S.A.S.T.M., Electric Stimulation, Heat, Ice, etc...) could produce skin irtitation, burns, bruising, ot other
minor complications however, the probability of adverse reaction due to ancillary procedures is considered “rare”. Some types of
manipulation of the neck have been associated with injuties to the arteties in the neck leading to or contributing to serious complications
including stroke. The risk of cerebrovascular injury or stroke has been estimated at one in every three million and can be even further
reduced by screening procedures. I do not expect the doctor to be able to anticipate all risks and complications and I wish to rely on the
doctor to exercise judgment during the course of the procedure(s) which the doctor feels at the time, based upon the facts then known, 1s
in my best interest. I further acknowledge that no guarantees or assurances have been made concerning the results intended from the
treatment.

Other treatment options that could be considered may include: Over the counter analgesics: the risk of these medications include
irritation to the stomach, liver, and kidneys and other side effects on a significant number of cases. Medical care: typically anti-
inflammatory drugs, tranquilizers and analgesics. Risks of these drugs include a multitude of undesirable side effects and patient
dependence on a significant number of cases. Hospitalization: in conjunction with medical care adds risk of exposure to virulent
communicable disease in a significant number of cases. Surgery: in conjunction with medical care adds to the risks of adverse reaction to
anesthesia as well as an extended convalescent period in a significant number of cases.

Chiropractic treatment, including spinal adjustment/manipulation, has been the subject of government reports and
multidisciplinary studies conducted over many years and have been demonstrated to be highly effective treatment for spinal pain,
headaches and other similar symptoms. Chiropractic care contributes to your overall health. The tisk of injuries or complications from
chiropractic treatment is substantially lower than that association with many medical or other treatments, medications, and procedures
given the same symptoms.

I have read or have had read to me the above explanation of the chiropractic adjustment and related treatment. I have also had an
opportunify to ask questions about its content, and by signing below I state that I have weighed the risks involved in undergoing treatment
and T have myself decided that it is in my best interest to undergo the chitopractic treatment recommended. Having been informed of the
risks, benefits, and alternatives, I hereby give my consent to that treatment. I intend this consent form to cover the entire course of
treatment for my present condition and for any future conditions(s) for which I seek treatment.

Patient's Name Print Patient’s Signature Date

If you are a MINOL, or if vou are represented by another party:

Personal Rep. Name Print Personal Rep. Signature Date

Witness Name Print Witness Signature Date



Nightingale Chiropractic ¢ Wellness P.C.

Kevm M. nghtmgale D.C. 154 Plaza Dr. Williamsville, NY 14221 (716)-204-0784

Notice of Privacy Practices for Protected Health Information

Consent for Purposes of Treatment, Payment & Healthcare Operations (3/03)

In this document, “I” and “

T
y

refer to the pauent,
and “Chiropractor” refers to Nightingale Chiropractic & Wellness P.C.

I consent to the use or disclosure of my protected health information by Chiropracior for the purpose of analyzing,
diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of
Chiropractor. T understand that analysis, diagnosis or treatment of me by Chiropractor may be conditioned upon my consent as
evidenced by my signature below.

I understand I have the right to request a restriction as to how my protected health information 1s used or disclosed to
carry out treaiment, payment or healthcare operations of the practice. Chiropractor is not required to agree to the restrctions
that I may request. However, if Chiropractor agrees to a restriction that I request, the restriction is binding on Chiropractor.

I have the right to revoke this consent, in writing, at any time, except to the extent that Chiropractor has taken action
in reliance on this Consent.

My "protected health information" means health information, including my demographic mformation, collected from
me and created or received by my physician, another health care provider, a health plan, my emplover or a health care
clearinghouse. This protected health information relates to my past, present or future physical or mental health ox condition
and identifies me, or there is a reasonable basis to believe the information may identify me. You agree to allow Nightingale
Chiropractic & Wellness to use my name on testimonials upon your consent.

I have been provided with a copy of the Notice of Privacy Practices of Chiropractor and understand that I have a night
to teview the Notice of Privacy Practices ptior to signing this document. The Notice of Privacy Practices describes the types of
uses and disclosutes of my protected health information that will occur in my treatment, payment of my bills or in the
petformance of health care operations of Chiropractor. This Notice of Privacy Practices also describes my nights and duties of
the Chiropractor with respect to my protected health information.

Chiropractor reserves the right to change the privacy practices that are described in the Notice of Privacy Practices. 1
may obtain a revised notice of privacy practices by calling the office of Chiropractor and requesting a revised copy be sent
electronically, in the mail or asking for one at the time of my next appointment.

This notice will expire seven years after the date upon which the record was created. By signing below, 1 acknowledge
that T have read and/or received a copy of this notice.

Patient's Name Print Patient’s Signature Date

If vou are 2 MINOL, or if vou are represented by another party:

Personal Rep. Name Print Personal Rep. Signature Date

Witness Name Print Witness Signature Date
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