
Kuizen Chiropractic, P, C.
2710 Grand Ave,

llellmore, NY 11710
Tel: 781-9555 Ftx: (516) Ztt-ZgZI

.4) PA'I"IEN'I'}lAJOIT 1\{[DICAI,{-PIUPICAIII,] INSURANCII INTAI(B FOII.M

f , i,*tlent Nlme :

Address:

cendcr: t\t Ii s. Dare of rlirrrr (DoB) | _/*_-!__.- .u*ri'r?,isttte' 
zip

Ilarital Statusr Singlc: .-- Marriedr _ Divorced: _ Widorvcd:

Iinrergencv contact: 
.

Place of e nrplor.nrcnt

2.

3.

4,

6,

8.

10. \Yho rnay rve thank lbr rul'errtng you?

B) MAJOR i\'l E DICAL/ i\'I DDI CARIJ I NSU It/\N c E IN Fo Il ilI ATION

I l. Heulth Insuranee Nanrer

I 2. lolic.vh<rlder's Nanle;

Ilclation: phone #r

9. 'I'ypc oI Bnrployrncnt:

1.1. Policyholder's D0li:

15, Phonc #: l

I11. I)olicyholder,s I)()t3;

l{. Insurance ID#;

If applicablc, plelsc providc Secontlar.y Insuranre; _

16. Hcrlth Insurance Narnel

I 7, Policyholrter,s Nanrel

19. Insurance ID/l: 20, Phorre ll:
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""i;; ,il1;;;il:iliijH:;lr:;

i*:::,::T,::ll::,,.f:i;ll"f!:il',,n,,:g:d jo ottcrnririe,,v -piiri.,r,rc Me<ticrre, Mccriitrsurance bcnent(s) to tvltich I may be entittcct und/or to deteirnirrc r,r.ii,,:,Jilj u,li;ffi;:
:i,::3ll::':1:iTl:":11..:::I:::,u:,:,',rcrr bv Kaizen criiiupi,,.ti., r.l, ru,tr,.r, r rrereby adi.ecr tnar a,1 anrr art payrncnrs or be nrfits of ;.;;yr.il;;;';;.;;;l;;;;;,:;,il"il#ff:l
payablc ttr Krtizctt Chiropractic, P.C. lbr all chiropractic/ dilgnosti. ,o.ri.*, t'urrrislctl tochiropractic, I'c. I unttt'rstanrl- that I ilrn fully rcsponsiblc toi puynrcnt at Ill tirnes for any

lllY;::^i]lT:il:'llll-ll-1ll; ttrllcscrvice.s iirurr puvn,.i;t.i;';;;',;;;;, by Merricarc, &rcdiothe r applicable insurer ancv or I-i,ion u,der thc terl.s 0f nly contrfi.i";j";;;;;;;:i';;;;
fi:ii,::1,j.::T::..11:illl,l:,11),1:c.,,iu,:paymcnt urar r rrray r,..*uri*,.*,civcr ur uny tir,c fr
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and/or othcr

ze and
tlircctly
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iltuncrliufe ll
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Paticnt Signature I)rirrt Nanre

hiroprnctic,



KrtzEN CUIR0PRACTILI , P.c.
2? 10 Grancl Avenuc
Bcilnrotc, NY 11?10

wrvw KrizcnNY,conr

Phorc: 5 I6.?81 .955 5 i'a\.:)10,15;,,11, .

Patient Cdre Text Messaging/llmailing Consent Form

DECLARATION

lcotlsent to the practice contaeting rne by text messoge/email frrr lhe purposs$ olhcalth
i: ro r:t o', i,l rt an d for appo i ntnr errt rerninders.

I acknowlbdge that appointment reminders by text/email are an additional service and that rhcse
may not take place on all occasions, and that the responsibility of attencling appointments or
canceiling them still rests with tne. I can cancel the text messageiemail thcitiiy at a,y rinre ,

Te xl nrcssagcs are genernted using a secure tacitity. I unclerstand that they are rrausmit6.rJ ()\r(:r (.r

public tretrvork ollto fl personitl telephonc and ts such nray not bg secure. l-lowgvcr, the pracrice
rvili not transmit any inibrmation which would enable an individual patient to be identified.

I agrte to advise the practice if my mobile number changes or. if rhis is no longer in my
possession.

Piltient Narne:
i'ittttr'prittl

Signature:

r Iu nrr ttltlthotie n u ltril r..r.:

'{'he practice claes nat share tnobile phone/email cuntcrct tle lails wlth any external organization.

I I Do Nor coNsENT'rol'HE pnACTIcR coN'r'AcrrNc ME gy 't ttx'r NTIISSAGnI(;

'tiell Carrier:

\lobile telephone number.:



Instructions for the IJse
of the HlPAA-compliant Authorization Forrn to

Release Health Information Needed for Litigation

This form is tlie product of a collaborative process between the
Office of Court Adminisration, representatives of the medical provider
New York, ffid the be,nch and bar, designed to produce a standaxd off

Accountability Act (*HIPAA") and its implementing regulatious, to be us
the release of health infomration needed for litigation in New York State

When filing out Item 11, which requests the date or event when
will expire, the person filling out the form may desiguate an event
conclusion of my corut case" or provide a specific date amount of time,
from this date".

State
.ty in

York

complies with the privacy requirements of the federal Health Insurance ility and
form that

to authorize
. It can,

authorization
as "at the

as "3 yearc

however, be used more broadly than this and be used before liti has been
commenied, or whenever counsel would find it useful.

The goal was to produce a standard HlPAA-compliant offrcial to obviate the
current disputes which often take place as to whether health inforuration made in
the course of litigation meet the requirements of the HIPAA Privacy It should be

on line andnoted, though, that the form is optional. This form may be filled
downloaded to be signed by hand, or downloaded and filled out eutiroly

If a patient seeks to authorize the release of his or her entire record but
only from a certain date, the first two boxes in section 9(a) should both
the relevant date inserted on the firct line containing the first box.

checked, and



OCA OIEclsl forn No.: 960

AUTHORIZATION FOR RELEASE OF'MALTH INF'ORMATION PURSUANT TO MPAA
lThis form has been approved by the New York State Department of Health]

PatientName Date ofBirth

Patient Address

I, or my authorized representative, request that health information regarding my care and teatuent be released as ast fodh on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996

GffiAA), I understand ttrail
1. This authorization may include disclosure of information relating !o ALCOHOL and DRUG ABUSE, MENTAL ffiALTE
TREATMENT, except psychotherapy notes, and CONFIDENTIAL IIIV* RELATED IhI.FORMATION only if I place my initials on
the appropriate line iu ltem 9(a). In ttre event the health information described below includes atry of these types of information, and I
initial the line on the box in Item 9(a), I specifically authorize release of such information to the persoa(s) indicated in Item 8.
2. If I am authorizing the release of HV-related, alcohol or drug heatuent, or mental health teatnsnt hfonnBtion, the recipient is
prohibited from redisolosing suoh information without my authoriz:ation unless pennitted to do so under federal or state law, I
understand that I have the right to request a list of people who may receive or rtse my HfV-related information without authorization, [f
I cxpcricnec discrimination becausc of the rclcase or disclosure of HfV-related infomation, I may contact the New York State Division
of lluman fughts at (212) 480-2493 or the New York City Commission of Hr,rman Rights at Qlz) 306-7450. These agvocies are
responsiblo for protecting my rights.
3. I have the right to revoke this authorization at ery time by writing to the hcalth care providu listed bclow. I understand that I may
rsvske this authorization except to the extent that action has already been taken based on this authorization.
4. I understand that signing this authorization is voluutary. My teahnent payment, enrollme,lrt in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.
5. Infonnation disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may uo loagerbe pmtected by federal or state law.
6. THIS AUTHORIZATION DOES NOT AUTIIORIZE YOU TO IIISCUSS MY HEALTH INFOKwTA*TION OR MEDICAL

HANYONE OTIIERTEAN TIIE ATTORNEY OR GOYERTIMENTALAGENCY SPECITIED INITEM 9
7. Name and addrcss of health provider or entity to rclcase this information:

8. Name and address of pcrson(s) or catogory of pcrson to whom this infonnation will be sent:

9(a). Specific iaformation to be released:

D Medioal Record from (insert date) to (insert date)

O Entire Medical Record, including patient bistories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, cnnsults, billing r€cords, insuance records, and records sent to you by otler health care pmviders.

E Other: lnclude: Qndlcate by Initialing)

_ AlcohoVDrug Treatment

_ Mental Health hformation

_ Hlv-Related InformationAuthorizstion to Discuss Health Informafion

(b) tl tsV initialing here _ I authorize
Initials Name of irdividual health oare provider

to discuss my health informalion with my attorney, or a govertrmental ageircy, listed here:

(Attomey/Firm Namo or Governmental Aesncy Name)

10. Reason for releasc of information:
E At request of individual
fl Other:

11. Date or event on which this authorizafion will expire:

12. If not the patienq name of person sigring form: 13. Authority to sign on behalf of patient:

Al1 iterns on this form have been completed and my questions about this form have been nnFwered, In addition, I have been provided a

copy of the form.

Sipature of patient or representative autlorized by law.

* Human Immunodeliciency Virus that cruser AIDS. The New York State Publlc Health Law protectr lnformation whlch rearonably could
identi$ someode as haying HfV iymptomr or infection aud lnformation regardlng a perion's contacts.

Date:



iYew Patient Medicut Hi,

Kaizen Chiropractic, P.
2710 Crand Ave . Belhnore. Ny I

(516) 781-e555
www,KaizenNY.conr

this ttrto-sided

10

Date of Birth:_ l_l

.lgy tql"u hear about our.practice?

Sex: _

t Pluuru b.iufly rt.t* io th* bol

t Past Medical

i Past Surgical procedures I / Serious Iniuries or Fractur.es o

t Other Physicians and Specialists I



Merlicutiott Stength Numher of pills
tuken & Ji'equency

Medictttiott Strength Number of pills
talten &

freguency

Iixample: Tylenol 500 mg I - twice daily

\4arital Status: Age of children, if any:

\\ prk Status (circlqone):

QEnrployeA QUncmploycd
QRetired Q Disabled

Current or Prior Occupation: I{ours worked per week:

Highcst Levcl of Education: Cornpleted at which institution / school:

\\'liat 1l'pe ol'exercises do you 1rerl.bmr, duration & fi'equerrcy?

ln uhat t.vpe of rcsidence do you live (i.e., house, assisted living, nursing horne)?

\\'hat are your hobbies?

Do vou drink alcohol? What type of alcohol? No. of drinks per week?

Are 1'ou a cunent smoker? lf you srnoke, how many packs per day?

.,-: - . . .: i,.:-:,.'l- snloktr'l If so, u,hat year did you quit? No. of years you smoked?

- :- ' .,, :r-,,,.,,i: .iid 1,ou smokc pcr day?

a Medication or Food Allergies or Intolerances l

I Medications, Vitamins and Herbal Supplements t

Educational and Work



t Family Health History 0
Please list below the health history of your blood (genetic) first

F'ather:

Ivlother:

Living or
Deceased

Health Problenrs

Brother(s):

Sister(s):

t Review
Please review the following symptoms anr

of Systems I
. circle those items flrqt oblem for you

lcniu' lFrequent Urination Low Blood Pressure
]eruise Easily

Depression lfact of Bladder
lPoor Circulation Hives

Dizziness
]nuinn t Urinarion nlRapid llearr bear

lSwelling Anliles

Itching
F'ainting f-lPoo, Appetite I ihange in l\4oles
Fever l-lntoatirg JVaricose Veins Ras

Forgctfulness ]nowet Changes Ieleeding Gums ls.o..
Fleadache l_lconstipation Rlurred Visiorr lsore that won't heal
Loss of Slcep [-lDiarrhea [fcross.,t cy*s lBreast Lurnp
Loss of Weight I lExcessive Hunger Difliculty Swallowing t- Erection Difficulties
Neryousness

I-
.lExcessive Thirst

Joouble Vision I ll-urnp in Testicles
Nurnbness lc,, Jnarache In*r| oiscrrarge
Sweats

JI-Iemorrhoids l Ear Disclralge Sore on Penis
Arnr Pain

t ---_-I

J llndigcstion [nurF; Abdominal Pap Srncar

lBack Pain I lNausea ]Horrr.n.., Ble{ing berween periods

Brea[st Lump
Foot Pain IRectal Bteeciing !lorr of Flearing

Ifand Pain I Jsto,ro.h Pain Nose BIeeds xtremc Menstrual Pain
Hip Pain [Vo,"i,u1g [_lPersiste,r, Cougf-r ]uot Flashes

nLeg Pain fVornitirs ;lood J lninging in Ears Nipple Discharge

LJNeck Pain lchest nain inus Problems
_lffi

Shoulder Pain
I

JHigh lllood Pressure Vision - Flashes . ffi
Blood in Ulinc I lhregutar Hearr Bcat I lvision - Halos Othcr:

Check the box to the teft if you ti,;ru ,or; oJ'th;;b,;,



MonthlYr Month/Yr Month/Yr

Flu Vaccine Manrmogram Eye Exam

Pncnrnonia Vaccine Pap Smcar Heart Catheterization

Tetanus Vaccine Colonoscopy Endoscopy (EGD)

Hepatitis B Vaccine Bone Density Heart Stress Test

Shingles Vaccinc EKC Ab Aneurysm Screen

Gardasil Vaccine Cliest X-Ray HIV Test

t Disease Prevention and Health Maintenance +
Please list below the most recent dates of yor,r vaccines and lrcalth screeninp tests


