WORKER'S COMPENSATION QUESTIONNAIRE
Employee's name & address:

Phone number: Occupation:
Age: Sex: M/ F (circle one) SS# '

Employer's name & address:
Phone number: )
Type of business (retail, manufacturing, construction, etc.)

Workers Compensation Insurance Carrier:

On what date did your injury occur? What time? AM PM
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:

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: -

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



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

) NATURE OF INJURY OR INJURED PERSON'S
WCB CASE NO. {If Known) CARRIER CASE NO. (If Known} DATE OF INJURY ILLNESS SOC. SEC. NO.
A ' APT. NO.
CLAIMANT NAME _ ADDRESS
EMPLOYER
INSURANCE
CARRIER

You may become responsible for the medical costs of treatment for your illness 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 iliness 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 approvéd. 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 __ 0 ' Leaxy Chiropractic, PLLC 395 Bay R4

oueenshury, NY 12804

TO THE CLAIMANT

Workers' Compensation Board Regulation 325-1.23 permits your doctor or therapist to request that you sign this A-9 notice. By signing this
notice, you acknowledge your obligation to pay the provider's fees for the services you receive if it turns out that such fees are not legally
required 10 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 iilness, or fail to attend a Board hearing if your employer challenges your right to venefits. Even if
you make all required efforts to prosecute your claim, the Workers' Compensation Board may still find that you are nol entitled to henefits.
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 notice also covers instances in which a claimant with an existing valid workers' compensation case comes (o an agreement with
his/her employer or its insurance carrier settling his/her case in accordance with Section 32 of the Workers' Compensation Law. A Section
32 agreement may include a provision which relieves the employer or carrier of the liability to pay future medical bills associated with the
case. Your health care provider may ask you 10 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 atlorney or licensed hearing representative, if you have one. You may also contact your local
district office of the Workers' Compensation Board.

TO THE HEALTH CARE PROVIDER

This notice is meant o advise the workers' compensation claimant that helshe may be responsible for paymenl.’Failure of the claimant to
sign this form does not relieve the provider of the obligation to treat the claimant, nor does il 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 Notices of Decisions in which the compensability of a claim, authorization of treatment, or payment of medical bills is included.
You will also be notified if the claimant submits a Section 32 Agreement with the Board for approval. Do not bill the claimant unless and
until you receive a Board decision finding that 1) claimant failed to prosecute the claim, or 2) the claim is denied, or 3) the treatment is not

causally related to the work injury, or 4) a Section 32 agreement relieving the carrier of liability for medical treatment is approved.

Prescribod by Chalr .
A-9 (1 .07) Workers' Compansation Boasd ESTE RESUMEN ESTA ESCRITO EN ESPANOL AL DORSO, NY-WCB
Stato of New York "
(www.web,stato.ny.us)



ASSIGNMENT OF BENEFITS / ERISA AUTHORIZED REPRESENTATIVE FORM
Einancial Responsibility
| have requested professional services from ("Provider”) on behalf of myself
and/or my dependents, and understand that by making this request, | am responsible for all charges
incurred during the course of said services. | 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.

O'Leary Chiropractic

Assignment of Insurance Benefits
| hereby assign all applicable health insurance benefits to which | and/or my dependents are entitled to

Provider. ‘| certify that the health insurance information that | provided to Provider is accurate as of the

date set forth below and that | am responsible for keeping it updated.

| 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 | provided to Provider, in good faith. | 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, | 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-assignment, | instruct my benefit plan (or its
administrator) to make out the check to me and mail it directly to Provider.

| 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. | also understand that | am responsible for all
amounts not covered by my health insurance, including co-payments, co-insurance, and deductibles.

Authorization to Release Information

| hereby authorize Provider to: (1) release any information necessary to my heaith benefit plan (or its
administrator) regarding my iliness and freatments; (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.

ERISA Authorization .

| 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 | 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
andlor benefit plan (including but not limited to, the right to act on my behalf in respect to a benefit plan
govemed by the provisions of ERISA as provided in 29 C.F.R. §2560.5031(bX4)) with respect to any
healthcare expense incurred as a result of the services | 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. | have
chosen to Accept/Decline this packet.

Date:

Name:




’ ¥~  O'LEARY CHIROPRACTIC, PL.L.C.
‘ HAEL]. O S.P. 395 Bay Road
‘ é ‘ Il;dl:SI:AN M. ]S'I(‘)EIEJ'.LE?];{(?C CORE Queensbury, NY 12804

Talanhana: (5)8) 793-1205

Electronic Health Récords 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

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

Smoking Status (Circle one): Every Day Smoker / Occasional Smokér/ 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 / | Decline to Answer

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

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

1% Dosageand Frequency (i:e. 5mig once a day, etc)

Do you have any medication allergies?

... Reaction .- -~ | ' * OnsetDate - | Additional Comments ..

[J 1 choose to decline receipt of my clinical summary after every visit (These summaries are often blank as a

result of the nature and frequency of chiropractic care.)

Patient Signature: Date:

V‘Véight: . Blood Pressure:___ /—




BOURNEMOUTH QUESTIONNAIRF

Patient Name Date

Instructions: The following scales have been designed 1o find out about your pain and how it is affecting you. Please answer ALL the
scales. and mark the ONE number on EACH scale that best describes how you leel.

5]

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

No pain Waorst pain possible

0 1 2 3 4 5 6 7 8 9 10

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

No interference i Unable to carry out activity

0 1 2 3 4 5 .6 7 8 9 10

’

Over the past week. how much has your pain interfered with your ability to take part in recreational, social. and lamily
activities? '

No interterence Unable to carry out activity

0 1 2 3 4 5 6 7 8 9 10

Over the past week. how anxious (tense. uptight. irritable. difTiculty in concentrating/relaxing) have you been feeling?

Not at all anxious Iixtremely anxious

0 | 2 4 5 6 7 8 9 10

(¥

Over the past week. how depressed (down-in-the-dumps. sad. in low spirits. pessimistic. unhappy) have you been feeling?

Not at all depressed Extremely depressed

0 | 2 3 4 5 6 7 8 9 10
Over the past week. how have you felt your work (both inside and outside the home) has affected (or would altect) your pain?

Have made it no worse Have made it much worse

0 | 2 3 4 5 6 7 8 9 10

Over the past week. how much have you been able Lo control (reduce/help) your pain on your own?

Completely control it No control whatsoever
0 I 2 3 A N 8 9 10
Examiner

OTHER COMMENTS:

With Permission from: Bolton JE. Humphreys BK: The Bournemouth Questionnaire: A Short-form Comprehensive Outcome Measure. 1. Psychumelric
Properties in Neck Pain Patients JAPT2002: 25 (3): 1:H - LIR.




