BACK AND NECK PAIN RELIEF CENTER

DR. SYDNEY R. HOCHMAN
119 Everts Avenue * Queensbury N.Y. 12804
518 792-6262 « fax 518 792-6269

Mr., Mrs., Ms. Date

Address City State Zip

Home Phone # Cell # Work#

Email Address

Social Security# Age Birth Date

Height Weight Marital Status Children
Occupation Employer

Work Address

Spouses Name Spouses Employer

Nearest Relative Phone #

How were you referred here?
Is this case: [J on the job injury [ auto accident [ other accident

Primary Care Physician

List Present Complaints/Concerns:

1.

2.

Other Doctors consulted for this condition(s):

Name

Diagnosis _

for how long

for how long

Name

Diagnosis




Prior Surgeries:

Type year Dr.
Type year Dr.
Type year Dr.
Remarks
Scrious Accidents/Falls/Fractures:
What year
What year
Rmarks
Other Symptoms:
(J Headaches (3 Pain in Hands or Arms (J Chest Pains
(3 Neck Pain/stiffness O Numbness in Hands or Arms (7 Heart Attack
3 Sleeping Problems (3 Pain in Legs or Feet (3 High Blood Pressure
(3 Low Back Pain O Numbness in Legs or Feet (O Stroke
O Nervousness - (O Fatigue (3 Cancer
3 Depression 3 Painful Urmatlon (J Asthma
O Lights Bother Eyes O Diabetes (J Allergies
O Dizziness 3 Loss of Memory (O Diarrhea
3 Pain Between Shoulders (J Shoulder Pain (3 Constipation
3 Sinus O Stomach Upset (3 Loss of Smell or Taste
O Joint Swelling (3 Shortness of Breath (3 Menstrual Cramps
O Fever O Loss of Balance (3 Weight Loss
O other symptoms:
Significant medical history or family history - please explain:
O Smoker /day 0 Alcohol - how much/often?
Medications/Vitamins:
What dosage Dr.
What dosage Dr.
What dosage Dr.
What dosage Dr.
Others/remarks

1 hereby assign payment directly to Dr. Sydney Hochman for professional services rendered and 1

shall be personally responsible for any unpaid balance to Dr. Hochman.

Patient/Insurcd Signature

Date




BACK AND NECK PAIN RELIEF CENTER
DR.-SYDNEY R. HOCHMAN

119 EVERTS AVENUE « QUEENSBURY, NY 12804

TELEPHONE: (518) 792-6262 « FAX: {518)792-6269

NOTICE OF !NFOR&QATSON PRAQBQES

Protectmg the prwacy of yo ur persona! heaith mfomaﬁor% is ﬁnm’tant to us, Th;s
notice describes how information about you may be used and disclosed and how
you can get access o this information. Please review it carefully.

Disciosure of your protected health information without authorization is strictly
limited o defined situations that include emergency care, quality assurance
aclivities, public health, research, and law enforcement activilies. Any other
disclosures for the purposes of freatment, payment, or practice operations will be
made only afler obtaining your consent You may. request restrictiors on
disclosures,

Disclosures of protected health informetion are limited fo the minimum neceses?y

for the purpose of the disclosure. This provision doss not a;;ply o the ﬁansfer of
medica! records for freatment.

You may inspect and receive copies of your records within 30 davs a requast o
do £0. There may be a reasonable cost-based fes for photocopying, postage
and prepamﬁon

You may request changes fo your records. Our praciice has the ﬁght to acc.,pé
of deny YOUF :equest

We maintain a history of pretected heaith information dxsf%s&es
accessﬁ:%ete you, :

In the futufe, we may con@ct you for appointment reminders, anmwzcemems
and to mfonn you about our pracfice and ifs staff.

Our practice is requsred fo abide by this notice. Ye have the right fo chan o
nofice in the future. Any revisions will be prominently displaved n 3 c%:@aﬂfg
visible iecaiwn i our office.

You may file a complaint about privacy violations by confacting our @ﬁae
Manager. :

Name Phone

The effective date of this Nofice of Information Practices is

Thank you.



A Back and Neck Pain Relief Center
Dr. Sydney R. Hochman
119 Everts Avenue & Queensbury, NY 12804
Telephione: (518)792-6262 @ Fax: (518)792-6269

!nformed Coﬁsent or Exammaﬁen 33@% ‘?feaﬁmm o

| (we) hereby consent to the performance of examination and ¥estment on me of on
, by the licensed doclors of chiropraciic, medical
doctors, andior ficensed physical therapisis who may be employed by or engaged in practice in
this clinic.

i have had an opportunily to discuss with the doctor(s) or oiher oiitlc personnel the
nshie and purpose of the dsﬁefem: physical therapy procedures and chiroprecis rsabment
{maripulstion/adjustment]. | mderﬁand that nefther chiropradctic nor medical Fealment is an
exact science and that my care may involve judgments besed upon facis and information known
to the doctor. The dodior uses this judgment o attempt o anficingie or sxplein dsks and
éompﬁsaéms znd an undesirable resul does not necessarily indicale an ey In udgment No
-guarantee for resulls can be made or expecied bt rather | wish o rely on the doclor fo chasse
and recomimend a best course of reatment based upon facts known that is in my best indsresis.

! further understand that there are ceriain degress of risk sssodiated with chiropraciic
heatth cere and physical therapy, which includes rarsly, but not tmited o fechuss, diss %"'“?éﬁﬁa
strokes, and strain/spraine and am therefore willing to acsept and consant o the risk associsied
with the care that | am about o receive. S

| have read, or the above information has been explained regarding consent | have had
an opportunity fo ask questions about my examination and freatment. By signing helow, | agree
and intend this consent form to cover the procedures prescribed for my condiion and for any
future conditions for which | seek reatment.

-Femaie Patients: Bymysgne&a*eoathssrerm%d& hereby siate thet o the best of my

kncw!edge } am not pregnant, nor is pregnancy suspecied or confirmed ot th's particular me,
Date of last mensimai period

Paiient’s Name (Prind) Patient's Signeture

Date Relafionship or authorily  not signed

Eypa@eﬁt






