
WORKER'S COMPENSATION QUESTIONNAIRE

Employee's name & address;
Phone number:

Age:

Occu

Sex: M / F (circle one) SS#

pation:

Employer's name & address:
Phone number:

Type of business (retail, manufacturing, construction, etc.)

Workers Compensation Insurance Carrier:

What time?On what date did your Injury occur?

What address were you at.when you were injured?

Did you notify your employer of this injury? Yes No (circle one)

Have you retained an attorney? Yes No (circle one)
If Yes, please give name & address:

AM PM

Are you currently in litigation for this injury? Yes No Maybe

Please explain how the injury or illness occurred:

What injuries did you suffer?
When was the last day you worked?.

When did you return to work?

When was your first examination? _
Who examined you?

What was doctor's diagnosis?

Have you received any treatments prior to visiting this office? Yes No (circle one)

What treatments did you receive?

Have you ever injured this area before? Yes No (circle one)

If Yes, when did the injury occur?

Did you lose time from work? Yes' No (circle one)
If you lost time from work with injuries prior to this injury, please list doctor or doctors consulted:

Do you have other injuries or illnesses that affect your employment? Yes No (circle one)
If Yes. please explain:

No (circle one)In your work, do you favor one part of your body more than others? Yes

If Yes. please explain:

Have you ever had a Worker's Compensation claim before? Yes No (circle one)

Before the injury were you capable of working on an equal basis with others your age? Yes No (circle one)

Are your work activities restricted as a result of this accident? Yes No (circle one)

Since this injury are your symptoms: improving? getting worse? the same? (circle one)



responsible for medical costs in the event of
COMPENSATION CLAIM IS DISALLOWED, OR IF

notice that you may be
FAILURE TO PROSECUTE, OR IF

AGREEMENT PURSUANT TO WCL §32 IS APPROVED
injured PERSON'S

soc.sec.no.
NATURE OF INJURY OR

ILLNESSDATE OF INJURYCARRIER CASE NO. (If Known)WCB CASE NO. (If Known)

Aprrro:
address

NAME
CLAIMANT

EMPLOYER

INSURANCE

CARRIER

YOU may beooma responsible for the “f torkerV''oornpensaTot'or p!' IDs

^^^^“"rdl^arbrer^rt^e^rr Ir’? employer for treatment/

for the provider's fees for services rendered.

right to

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

Date
Claimant's Signature

Rd
n ' T,P.arV ChiropracjLic

JiY L2ilQ.^lX}uaeiifibur.y.

Provider's Name and Address

TO THE CLAIMANT , oor s o-q oprmits vour doctor or therapist to request that you sign this A-9 notice. By signing this
Workers' Compensation Board Regulation 32o-1.23 / services you receive if it turrrs out that such fees are not legallynotice, you acknowledge your obligation to pay the fe®® Lurar^ce carrier and if such fees are not covered by other insurance,
required to be paid by your employer you fail to file a claim for workers' compensalion, or fail
Ttm employer or carrier may not be required to a Bo 'ri ea g Hyo” employer challenges your right to benefits. Even ifto notify your employer of your injury or illness, or ail Board may still fnd that you are not entitled to benefits.

:Lch cai: m?not“ L?s that you acknowledge your personal liability tor payment of his/her bills.

Workers' Compensation Law Section 32. workers' compensation case comes to an agreement withThe A-9 notice also covers instances in which a c  ™‘  ' '^Jg^ce with Section 32 of the Workers' Compensation Law. A Section
his/her employer or its insurance carrier ^ carrier of the liability to pay future medical bills associated with the

vL^TeaTth^cIlirpmXmJr-Mou ̂o'Tgn't-^-^noL to insure that you acknowledge your persona, liability tor payment 
of

his/her bills if you have waived your right to future i  .medical benefits under a Section 32 agreement

You may also contact your local■  licensed hearing representative, if you have one.
if you have any questions, contact your attorney oi
district office of the Workers' Compens.ation Board.

TO THE HEALTH CARE PROVIDER ,h.,i hcMhP m-w hr^ re-oonsible for payment.'Failure of the claimant to

™n^S“ordS noU:;fe:;rth:°pro^vTder ̂  treat the claimant, 00^ does it negate ttre claimant's responsibility tor

original of this form tor your records and give -PV J--will r^eceive Notices of Decisions in which the not bi„ the claimant unless and
You will also be notified if the claimant submits  a .  ,,,3 claim or 2) the claim is denied, or 3) the treatment is not

NY-WCB
ESTE RESUMEN ESTA ESCRITO EN ESPANOL AL DORSO.Pre8cril)8cl by Chair

Workers' Compflnsatlon Board
State of New York

(www.wcb.8tato.ny.vt5)

A-9 (1-07)



ASSIGNMENT OF BENEFITS / ERISA AUTHORIZED REPRESENTATIVE FORM

O'Leary ChiropracticFinancial ResDonsibilitv

I have requested professional services from
and/or my dependents, and understand that by making this request, 1 am responsible for all charges
incurred during the course of said services. I understand that all fees for said services are due and
payable on the date services are rendered and agree to pay all such charges incurred in full immediately
upon presentation of the appropriate statement unless other arrangements have been made in advance.

Assignment of Insurance Benefits

1 hereby assign all applicable health insurance benefits to which I and/or my dependents are entitled to
Provider. I certify that the health insurance information that I provided to Provider is accurate as of the
date set forth below and that I am responsible for keeping it updated.

I hereby authorize Provider to submit claims, on my and/or my dependent’s behalf, to the benefit plan (or
its administrator) listed on the current insurance card I provided to Provider,' in good faith, I also hereby
instruct my benefit plan (or its administrator) to pay Provider directly for services rendered to me or my
dependents. To the extent that my current policy prohibits direct payment to Provider, I hereby instruct
and direct my benefit plan (or its administrator) to provide documentation stating such non-assignment to
myself and Provider upon request. Upon proof of such non-asfeignment, I instruct my benefit plan (or its
administrator) to make out the check to me and mail it directly to Provider.

1 am fully aware that having health insurance does not absolve me of my responsibility to ensure that my
bills for professional services from Provider are paid in full. 1 also understand that I am responsible for all
amounts not covered by my health insurance, including co-payments, co-insurance, and deductibles.

Authorization to Release Information

I hereby authorize Provider to: (1) release any information necessary to my health benefit plan (or its
administrator) regarding my illness and treatments; (2) process insurance claims generated in the course
of examination or treatment; and (3) allow a photocopy of my signature to be used to process insurance
claims. This order will remain in effect until revoked by me in writing,

(“Provider") on behalf of myself

ERISA Authorization

I hereby designate, authorize, and convey to Provider to the full extent permissible under law and under
any applicable insurance policy and/or employee health care benefit plan, as my Authorized
Representative: (1) the right and ability to act on my behalf in connection with any claim, right, or cause in

action that I may have under such insurance policy and/or benefit plan; and (2) the right and ability to act

on my behalf to pursue such claim, right, or cause of action in connection with said insurance policy
and/or benefit plan (including but not limited to, the right to act on my behalf in respect to a benefit plan
governed by the provisions of ERISA as provided in 29 C.F.R. §2560.5031 (b)(4)) with respect to any
healthcare expense incurred as a result of the services I  received from Provider and, to the extent

permissible under the law, to claim on my behalf, such benefits, claims, or reimbursement, and any other
applicable remedy, including fines.

A photocopy of this Assignment/Authorization shall be as effective and valid as the original.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY
PRACTICES FOR PROTECTED HEALTH INFORMATION

O’Leary Chiropractic, PLLC, is a HIPAA compliant office with regards to all personal health
information (PHI), A HIPAA Privacy Policy informational packet is available to all patients, I have
chosen to Accept/Decline this packet.

Name;Date:



O'LEARY CHIROPRACTIC, P.L.L.C.

111 395 Bay Road

Queensbury, NY 12804
^5JS' 785"1205

MICHAEL J. O'LEARY, D.C., C.C.S.P.
BRYAN M. STEELE, D.C.

Electronic Health Records Intake Form
In compliance with requirements for the government EHR incentive program

First Name: Last Name:

Email address: Best Contact #:

Preferred method of communication for patient reminders (Circle one): Email / Phone / Mail

Gender (Circle one): Male / Female Preferred Language:DOB:

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never Smoked

CMS requires providers to report both race and ethnicity

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American / White (Caucasian)

Native Hawaiian or Pacific Islander / Other / I Decline to Answer

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / I Decline to Answer

Are you currently taking any medications? (Please include regularly used over the counter medications)

Dosage and Frequency (i.e. 5mg once a day, etc.)Medication Name

Do you have any medication allergies?

Medication Name Additional CommentsReaction Onset Date

□ I choose to decline receipt of my clinical summary after every visit (These sumimaries are often biank os a

result of the nature and frequency of chiropractic care.)

Patient Signature: Date:

For office use only

Height: Weight: Blood Pressure:



BO IJ N ['. M O LJ I I I Q U ES I I ON N AIR E

DateI’atieiil Name

Instructions: The Following scales liave been designed to (ind out about youi' pain and how it is aFFecting you. Please answer ALL the
scales, and mark the ONI: number on EACH scale that best describes how \oii Feel.

Over the past week, on average, how would you rate your pain?

No pain

1 .

Worst pain possible

108 974 620 I 5j

Over the past week, how much has your pain interfered w ilh your daily activities (housework, washing, dressing, lilting,
reading, driving)?

2

Unable to carry out activityNo interference

108 96 7420 I j

1

Over the past week, how much has sour pain intcrl'ercrl ss ith s our ability to lake part in recreational, social, and lamils
activities?

.1.

Unable to carry out activityNo interl'erence

9 107 85 63 420 1

)•)

Over the past ss-eek. hosv an.xious (tense, uptight, irritable. diFlicults in concenlraling./rela.xing) have you been Feeling

L.slremelv anxiousNot at all anxious

4.

107 8 9.5 6420 I a

Over the past sveek. hosv depressed (down-in~the-dumps. sad. in low spirits, pessimistic, unhappy) have you been Feeling?

Extremely depressedNot at all depressed

.4.

108 975 62 40 1 a

Over the past week, hosv have you Felt your work (both inside and outside the home) has alTected (or svould al'Fect) your pain'?

Have made it much svorseHave made it no svorse

6.

1097 86420 I 5..1

1  ••

Over the past sveek. hosv much have you been able to control (reduce/help) s our pain on your osvn?7.

No control svhatsoeverCompletely control it

107 8 96470 I s

Evaminer

OI HI:R COMMENTS:

PsvciioiiielricWith Permission From: Bolton .IE. Humphreys 1!K; The Boiirncmoiilh Oueslionnaire: A Short-Form Comprchensis'c (tntcomc Measure

Propenies in Neck Pain Patients JiUPr?.(W2: ii): 14 I - I IX,


