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INITIAL INTAKE & EVALUATION FORM 

Name _____________________________________________ Nickname _____________________________ 

Address__________________________________________________________________________________ 

City__________________________________ State________________ ZIP/Postal_____________________ 

Phone___________________________________ Email___________________________________________ 

May we text or e-mail for you Appointments?  YES / NO Do you prefer TEXT / EMAIL (Circle One) 

Date of Birth_____________________________ Social Security____________________________________ 

Emergency Contact___________________________ Phone Number_________________________________ 

Your Occupation (Current or Prior to retirement) _________________________ Retired? YES / NO   

09/24/26 

 Conditions & Symptoms 

Please check all the apply 
___Neck Pain   ___Arthritis (Hands)  ___Spinal Stenosis  ___Cancer/  ___Pinched Nerve 
                     Chemotherapy 
___Low Back Pain  ___Arthritis (Feet)  ___Degenerative Disc  ___Diabetes  ___Poor Circulation 
 

___Foot Pain   ___Sciatica   ___Vascular Dysfunction  ___High  ___Joint Replacement 
     Cholesterol 

___Hand Pain   ___Pace Maker   ___Leg Pain   ___Poor Wound  ___Traumatic Brain Injury 
                Healing 

___Foot Numbness  ___ Herniated Disc ___Plantar Fasciitis  ___High Blood  ___Excessive Thirst or Urination 
    Pressure 

___Hand Numbness  ___Bulging Disc   ___Cor Stimulator ___Stroke/ Blood ___Serious Eye Conditions 
    Clots 

___Surgery of: HAND / FOOT / NECK / UPPER BACK / LOW BACK  ___Decreased Mobility/Balance 

___Other___________________________________________________________________________________________________ 

  

Personal Health Goals 

Please list the conditions you are looking to have treated with us: 

1)______________________________________________________________________________ 

2)______________________________________________________________________________ 

3)______________________________________________________________________________ 

4)______________________________________________________________________________ 

 

How long have you had symptoms for each condition? How much is your daily average water intake? 

1)__________________________    _________________________________ 

2)__________________________     

3)__________________________     

4)__________________________          
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On a scale from 1 to 10, with one being no pain and 10 being the worst, how would you rate your pain in 

the last week? _______ 

On a scale from 1 to 10, with one being no pain and 10 being the worst, if you had to accept some pain 

after the completion of a whole treatment plan, what would be acceptable? _______ 

 

Relevant Medical Information 

 

Primary Physician: 

 

Name_________________________ Address______________________________  Phone________________ 

 

Date of Last Appointment_____________________ 

 

Specialists: 

Have you visited any Specialists (Podiatrist, Neurologist, Surgeon, etc.) regarding your conditions? 

Name       Specialty    Phone Number 

_________________________________ ________________________ ________________________ 

_________________________________ ________________________ ________________________ 

_________________________________ ________________________ ________________________ 

_________________________________ ________________________ ________________________ 

 

Known Allergies: 

Items you have a reaction to: Reaction: 

________________________________________ ________________________________________ 

________________________________________ ________________________________________ 

________________________________________ ________________________________________ 

________________________________________ ________________________________________ 

________________________________________ ________________________________________ 

 

Medications (prescription and nonprescription) and Supplements (Vitamins, Herbs, Etc.): 
*You may also attach a list* 

Name                Dosage           Times Per Day 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________ 

________________________________________ ___________ ____________     

2 

Is there any time of day your symptoms improve? 



 Cheektowaga Chiropractic PLLC | 4415 Union Rd | Cheektowaga. NY 14225 | 716.650.7246 

Morning / Afternoon / Night / None 

Is there any time of day your symptoms worsen? 

Morning / Afternoon / Night / None 

 

Are there any activities that improve your symptoms? 

__________________________________________________________________________________________ 

 

Are there any activities that worsen your symptoms? 

__________________________________________________________________________________________ 

 

Please list any treatment from your Primary Physician or Specialist that has eased your symptoms: 

1)__________________________ 

2)__________________________ 

3)__________________________ 

4)__________________________ 

 

Please list any treatment from your Primary Physician or Specialist that has worsened or has not affected 

your symptoms: 

1)__________________________ 

2)__________________________ 

3)__________________________ 

4)__________________________ 

 

In relationship to the area of your condition, have you felt any of the following symptoms? 

___Numbness   ___Cramping   ___Aching Pain  ___Pins & Needles Pain 

___Tingling   ___Swelling   ___Stabbing Pain  ___Tiredness 

___Cold Hands/Feet  ___Burning   ___Sharp Pain  ___Dead Feeling 

___Hot Sensation  ___Shocking   ___Throbbing Pain  ___Heaviness 

 

Medical History 

 

Do you smoke? Yes / No How many cigarettes a day? ____ How long? ____ 

Did you smoke? Yes / No How long did you smoke? ____ How long ago did you stop? ____ 

Do you drink? Yes / No How many drinks per week? ____ Is your drinking mostly social? Yes / No 

Do you exercise regularly? Yes / No How often? __________________________________________  
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Name: _____________________________  Date: __________________    

 

Signature: ____________________________ Oswestry’s- OSW       

   

Using the diagram below draw the areas afflicted by your condition using the table below:   

 

A = ACHE    B = BURNING   N = NUMBNESS 

P = PINS & NEEDLES  S = STABBING   O = OTHER          

 

        

 

                      

 

 

 

   4 
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Low Back Questionnaire 

 

Please select the one (1) most relevant choice in each of the Sections below: 

Section 1 – Pain Intensity 

___I can tolerate the pain I have without having to use pain medication. 

___The pain is bad, but I manage without having to take pain medication. 

___Pain medication provides me complete relief from pain. 

___Pain medication provides me moderate relief from pain. 

___Pain medication provides me little relief from pain. 

___Pain medication has no effect on the pain. 

 

Section 6 – Standing 

___I can stand as long as I want without increased pain. 

___I can stand as long as I want but increases my pain. 

___Pain prevents me from standing for more than 1 hour. 

___Pain prevents me from standing for more than ½ hour. 

___Pain prevents me from standing for more than 10 mins. 

___Pain prevents me from standing at all. 

Section 2 – Personal Care (Washing, Dressing, etc.) 

___I can take care of myself normally without causing increased pain. 

___I can take care of myself normally, but it increases my pain. 

___It is painful to take care of myself and I am slow and careful. 

___I need help, but I am able to manage most of my personal care. 

___I need help every day in most aspects of my care. 

___I do not get dressed, wash with difficulty and stay in bed. 

 

Section 7 – Sleeping 

___Pain does not prevent me from sleeping well. 

___I can sleep well only by using pain medication. 

___Even when I take pain medication, I sleep less than 6 hours. 

___Even when I take pain medication, I sleep less than 4 hours. 

___Even when I take pain medication, I sleep less than 2 hours. 

___Pain prevents me from sleeping at all 

Section 3 – Lifting 

___I can lift heavy weights without increased pain. 

___I can lift heavy weights, but it causes increased pain. 

___Pain prevents me from lifting heavy weights off the floor, but I can 

manage if weights are conveniently positioned, e.g. on a table. 

___Pain prevents me from lifting heavy weights, but I can manage light 

to medium weights if they are conveniently positioned. 

___I can lift only very light weights. 

___I cannot lift or carry anything at all. 

 

Section 8 – Social Life 

___My social life is normal and does not increase my pain. 

___My social life is normal, but it increases my level of pain. 

___Pain prevents me from participating in more energetic activities (ex-

sports, dancing, etc. 

___Pain prevents me from going out very often. 

___Pain has restricted my social life to my home. 

___I have hardly any social life because of my pain. 

Section 4 - Walking 

___Pain does not prevent me walking any distance. 

___Pain prevents me walking more than 1 mile. 

___Pain prevents me walking more than ½ mile 

___Pain prevents me walking more than ¼ mile 

___I can only walk using crutches or a cane. 

___I am in bed most of the time. 

 

 

Section 9 – Traveling 

___I can travel anywhere without increased pain. 

___I can travel anywhere but it increases my pain. 

___Pain restricts travel over 2 hours. 

___Pain restricts travel over 1 hour. 

___Pain restricts my travel to short necessary journeys under ½ hour. 

___Pain prevents all travel except for visits to the doctor/therapist or 

hospital. 

 

Section 5 - Sitting 

___I can it in any chair for as long as I like. 

___I can only sit in my favorite chair for as long as I like. 

___Pain prevents me sitting more than 1 hour. 

___Pain prevents me from sitting more than ½ hour. 

___Pain prevents me from sitting more than 10 mins. 

___Pain prevents me from sitting at all. 

 

Section 10 – Changing Degree of Pain 

___My pain is rapidly getting better. 

___My pain fluctuates but is getting better. 

___My pain seems to be getting better, but improvement is slow. 

___My pain is neither getting worse of better. 

___My pain is gradually worsening. 

___My pain is rapidly worsening. 

 

 

For Office Use Only: 

 

Score: ____/100 
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Neck Pain Questionnaire 

 

Please select the one (1) most relevant choice in each of the Sections below: 

Section 1 – Pain Intensity 

___ I have no pain at the moment. 

___ The pain is very mild at the moment. 

___ The pain is moderate at the moment. 

___ The pain is fairly severe at the moment. 

___ The pain is very severe at the moment. 

___ The pain is the worst imaginable at the moment. 

 

Section 6 – Concentration 

___ I can concentrate fully when I want to with no difficulty. 

___ I can concentrate fully when I want to with slight difficulty. 

___ I have a fair degree of difficulty in concentrating when I want to. 

___ I have a lot of difficulty in concentrating when I want to. 

___ I have a great deal of difficulty in concentrating when I want to. 

___ I cannot concentrate at all. 

Section 2 – Personal Care (Washing, Dressing, etc.) 

___ I can look after myself normally without causing extra pain. 

___ I can look after myself normally, but it causes extra pain. 

___ It is painful to look after myself and I am slow and careful. 

___ I need some help but manage most of my personal care. 

___ I need help every day in most aspects of self-care. 

___ I do not get dressed, I wash with difficulty and stay in bed. 

 

Section 7 – Work 

___ I can do as much work as I want to. 

___ I can do my usual work, but no more. 

___ I can do most of my usual work, but no more. 

___ I cannot do my usual work. 

___ I can hardly do any work at all. 

___ I cannot do any work at all. 

Section 3 – Lifting 

___I can lift heavy weights without increased pain. 

___I can lift heavy weights, but it causes increased pain. 

___Pain prevents me from lifting heavy weights off the floor, but I can 

manage if weights are conveniently positioned, e.g. on a table. 

___Pain prevents me from lifting heavy weights, but I can manage light 

to medium weights if they’re conveniently positioned. 

___I can lift only very light weights. 

___I cannot lift or carry anything at all. 

 

Section 8 – Driving 

___ I can drive my car without any neck pain. 

___ I can drive my car as long as I want with slight pain in my neck. 

___ I can drive my car as long as I want with moderate pain in my neck. 

___ I cannot drive my car as long as I want because of moderate pain in 

my neck. 

___ I can hardly drive at all because of severe pain in my neck. 

___ I cannot drive my car at all. 

Section 4 – Reading 

___ I can read as much as I want to with no pain in my neck. 

___ I can read as much as I want to with slight pain in my neck. 

___ I can read as much as I want with moderate pain in my neck. 

___ I cannot read as much as I want because of moderate pain in my 

neck. 

___ I can hardly read at all because of severe pain in my neck. 

___ I cannot read at all. 

Section 9 – Sleeping 

 

___ I have no trouble sleeping. 

___ My sleep is slightly disturbed (less than 1 hour sleepless). 

___ My sleep is mildly disturbed (1-2 hours sleepless). 

___ My sleep is moderately disturbed (2-3 hours sleepless). 

___ My sleep is greatly disturbed (3-5 hours sleepless). 

___ My sleep is completely disturbed (5-7 hours sleepless). 

 

Section 5 – Headaches 

 

___ I have no headaches at all. 

___ I have slight headaches that come infrequently. 

___ I have moderate headaches which come infrequently. 

___ I have moderate headaches which come frequently. 

___ I have severe headaches which come frequently. 

___ I have headaches almost all the time. 

 

Section 10 – Recreation 

 

___ I am able to engage in all my recreation activities with no neck pain 

at all. 

___ I am able to engage in all my recreation activities, with some pain 

in my neck. 

___ I am able to engage in most, but not all, of my usual recreation. 

activities because of pain in my neck. 

___ I am able to engage in a few of my usual recreation activities 

because of pain in my neck. 

___ I can hardly do any recreation activities because of pain in my neck. 

___ I cannot do any recreation activities at all. 

 

 

For Office Use Only: 

 

Score: ____/100              
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Oxford Claudication Score 

Please select the one (1) most relevant choice relating to your back and leg conditions in the past month: 

 

 

 

For Office Use Only: 

 

Score: ____/100 
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Section 1 – Pain frequency 

On average, how often have you experienced pain in your back, 

buttock, or down the legs. 

___Not at all 

___Less than once a week 

___At least once a week 

___Every day for at least a few minutes 

___Every day for most of the day 

___Every minute of the day 

Section 6 – Leg weakness 

On average, how would you describe the strength in your legs 

ankles or feet in the past month? 

___Very strong 

___Strong 

___Moderate 

___Less the usual 

___Weak 

___No strength 

Section 2 – Total Pain Severity 

On average, how would you describe the worst pain you have had in 

the last month? 

___None 

___Mild 

___Moderate 

___Severe 

___Very Severe 

___Intolerable 

Section 7 – Balance 

On average, which statement best describes your steadiness when 

standing or walking in the past month? 

___I have no problems with my balance 

___I sometimes feel my balance is off, but can walk without an aid 

___I often feel my balance if off, but can walk without an aid 

___I am able to walk with an aid 

___I have difficulty walking despite use of an aid 

___I cannot stand up 

Section 3 – Back Pain Severity 

On average, how would you describe the pain or discomfort in your 

back or buttocks in the last month 

___None 

___Mild 

___Moderate 

___Severe 

___Very Severe 

___Intolerable 

Section 8 – Walking distance 

On average in the past month, when you go for a walk, how far are 

you able to walk before your back or leg troubles you? 

___More than 2 miles or no limit 

___More than a ¼ mile, but less than 2 miles 

___More than 100 yards but less than ¼ mile 

___More than 50 feet, but less than 100 yards. 

___Less than 50 feet 

___Not at all 

Section 4 – Leg Pain Severity  

On average, how would you describe the pain or discomfort in your 

legs or feet in the past month? 

___None 

___Mild 

___Moderate 

___Severe 

___Very Severe 

___Intolerable 

Section 9 – Walk ability 

On average, which statement describes your walking ability over 

the past month? 

___There is no limit to my walking ability 

___I can walk far enough to do everything I want to do 

___I can walk comfortably from home to the stops of my transport. 

___I can walk comfortably around the house 

___I can walk only from the bedroom to the bathroom or kitchen 

___I am not able to walk at all 

Section 5 – Nerve Symptom Severity 

On average, how would you describe the numbness, tinging, burning, 

or dead weight feeling in your legs or feet in the last month? 

___None 

___Mild 

___Moderate 

___Severe 

___Very Severe 

___Intolerable 

Section 10 – Walking Speed 

On average, which statement best describes your walking over the 

last month 

___I can walk at normal speed 

___I walk slowly standing upright 

___I walk slowly bent forward 

___I must stop and stand still when I walk 

___I must stop and sit down when I walk 

___I cannot walk at all. 
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Cheektowaga Chiropractic P.L.L.C. 
 

AUTHORIZATION AND ASSIGNMENT 
 

To: Christian Milioto D.C. & Kevin Nightingale D.C., Cheektowaga Chiropractic P.L.L.C. 

4415 Union Rd, Cheektowaga, NY 14225 (716)-650-7246 

 
FINANCIAL AGREEMENT, ASSIGNMENT OF BENEFITS, AND AUTHORIZATION 

Patient Name: _______________________ Date: _________________ 

In consideration of the undertaking by Cheektowaga Chiropractic P.L.L.C. to treat me, I agree to the following: 

1. Authorization to Release Information (HIPAA Compliant) 

I authorize Cheektowaga Chiropractic P.L.L.C. to release any medical information necessary to process my claims for reimbursement to my 

insurance company, employer (for Workers' Compensation), attorney, or claims adjuster. This includes authorization to release my medical records 

for Treatment, Payment, and Healthcare Operations (TPO) as defined under the Health Insurance Portability and Accountability Act (HIPAA). I 

understand that a separate, specific HIPAA authorization form may be required to release records to third parties not directly involved in my payment 

or treatment, such as a personal injury attorney. 

2. Assignment of Benefits & Authorization to Pay Direct 

I hereby assign to Cheektowaga Chiropractic P.L.L.C. my right to receive benefits under any applicable insurance policy, including health insurance, 

auto No-Fault, or liability coverage. I authorize and direct my insurance carrier(s) or my attorney to pay directly to Cheektowaga Chiropractic 

P.L.L.C. any sums owed for professional services rendered to me. 

If my current policy prohibits direct payment to the doctor, I hereby instruct and direct the insurance company to make the payment out to me, but 

mail it directly to: Cheektowaga Chiropractic P.L.L.C., 4415 Union Road, Cheektowaga, NY 14225. 

3. Assignment of Rights to Appeal & Pursue Claims 

Note: Under New York State Law, a patient cannot assign a personal injury "cause of action" (the right to sue someone for negligence) to a doctor. 

However, you can assign the right to collect insurance benefits and appeal denials. 

To the extent permitted by law, I hereby assign to Cheektowaga Chiropractic P.L.L.C. all of my rights to pursue, appeal, and take legal action against 

my insurance company (or the at-fault party’s insurance company) for the recovery of benefits owed for services rendered. This includes all rights 

under ERISA, New York No-Fault laws, and the NYS Department of Financial Services. I authorize the provider to prosecute, arbitrate, or settle 

these insurance claims in my name or the provider’s name. 

However, it is understood that the provider will make reasonable efforts to collect sums due from the obligated insurance company before attempting 

to collect directly from me, subject to state and federal billing laws. 

4. Financial Responsibility & Medical Lien 

I understand that I am ultimately financially responsible for all charges incurred for my treatment, except where prohibited by law (e.g., accepted 

NYS No-Fault assignments, Workers' Compensation, Medicaid, Medicare, or in-network contractual write-offs). I agree to pay any applicable 

copayments, coinsurance, deductibles, and non-covered services. 

If my treatment is part of a liability or personal injury claim, I hereby grant Cheektowaga Chiropractic P.L.L.C. a medical lien against any proceeds 

of my settlement, judgment, or verdict. I authorize and direct my attorney to withhold from my settlement funds the full amount owed to this office 

and pay it directly to Cheektowaga Chiropractic P.L.L.C. prior to distributing funds to me. 

5. Acknowledgment and Understanding 

Because of continuing changes in the healthcare industry and the variety of insurance restrictions, I understand that my doctor will base treatment 

decisions upon clinical experience and my specific medical needs, not upon third-party insurance reimbursement policies. 

I understand that my balance will become immediately due and payable by me (within 30 days of my last treatment or upon settlement of my liability 

claim, whichever occurs first) if any of the following occur, provided it does not violate NYS or Federal balance billing protections: 

• It is determined that no insurance company is obligated to pay for the services. 

• My attorney refuses to sign a letter of protection honoring the doctor’s medical lien, or I discharge my attorney and do not retain a new one. 

• I refuse a reasonable settlement offer, or my legal case is dismissed/lost. 

• My insurance company denies payment due to my failure to cooperate (e.g., failure to attend an Independent Medical Examination (IME) 

or complete required No-Fault paperwork). 

A photocopy or digital signature of this Authorization and Assignment shall be considered as effective and valid as the original. 

 
 
____________________________________________________________________________________________________________________________ 

Patient's Name Print                                                                  Patient’s Signature                                              Date 
 

If you are a minor, or if you are represented by another party: 
 
___________________________________________________________________________________________________ 
Personal Rep. Name Print                                                          Personal Rep. Signature                                     Date 
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Cheektowaga Chiropractic P.L.L.C. 
To: Christian Milioto D.C. & Kevin Nightingale D.C., Cheektowaga Chiropractic P.L.L.C. 

4415 Union Rd, Cheektowaga, NY 14225 (716)-650-7246 

 
CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 
In this document, “I” and “my” refer to the patient, and “Chiropractor” refers to Cheektowaga Chiropractic PLLC. 

Consent for Treatment, Payment, and Health Care Operations. I consent to the use or disclosure of my protected health information by Chiropractor 

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. I 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 is used or disclosed 

to carry out treatment, payment, or healthcare operations of the practice. Chiropractor is not required to agree to the restrictions that I may request, 

unless I pay for the services in full out-of-pocket. 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 already taken action in reliance 

on this Consent. My "protected health information" (PHI) means health information, including my demographic information, collected from me and 

created or received by my physician, another health care provider, a health plan, my employer, or a health care clearinghouse. This PHI relates to my 

past, present, or future physical or mental health or condition and identifies me, or there is a reasonable basis to believe the information may identify 

me.  

 

Acknowledgment of Receipt of Notice of Privacy Practices 

I acknowledge that I have been provided with a copy of the Notice of Privacy Practices of Chiropractor and understand that I have a right to review it 

prior to signing this document. The Notice of Privacy Practices describes the types of uses and disclosures of my PHI that will occur in my treatment, 

payment of my bills, or in the performance of health care operations. It also describes my rights and the duties of the Chiropractor with respect to my 

PHI. Chiropractor reserves the right to change the privacy practices that are described in the Notice of Privacy Practices. I may obtain a revised 

notice 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. 

(Revised 02/16/26) 

 

NOTICE OF PRIVACY PRACTICES 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

Our Legal Duty 

We are required by applicable federal and New York State law to maintain the privacy of your protected health information (PHI). We are also 

required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your PHI. We must follow the privacy 

practices that are described in this Notice while it is in effect.  

How We May Use and Disclose Your PHI 

• Treatment: We may use or disclose your PHI to a physician or other healthcare provider providing treatment to you. 

• Payment: We may use and disclose your PHI to obtain payment for services we provide to you. 

• Healthcare Operations: We may use and disclose your PHI in connection with our healthcare operations, including quality assessment and 

improvement activities, reviewing the competence or qualifications of healthcare professionals, and evaluating practitioner and provider 

performance.  

Stricter New York State Laws and Special Protections 

In situations where New York State law is stricter than federal HIPAA laws, we are required to follow state law.  

• Protected Categories: Specific written authorization is required to disclose certain highly sensitive information, including HIV/AIDS 

information, mental health treatment records, and genetic testing information.  

• Reproductive and Gender-Affirming Care (Shield Law): Pursuant to New York law, we will not disclose your PHI to out-of-state law 

enforcement or state officials cooperating with out-of-state investigations related to legally protected health care activities, such as lawful 

reproductive health care or gender-affirming care provided in New York.  

Other Permitted Disclosures 

• To You or Your Personal Representative: We must disclose your PHI to you, as described in the Patient Rights section of this Notice. 

• Law Enforcement and Public Health: We may disclose your PHI to public health agencies or law enforcement when required by law.  

• Workers' Compensation: We may release your PHI to comply with workers' compensation laws or similar programs.  

Your Patient Rights  

• Right to Access: You have the right to look at or get copies of your PHI, with limited exceptions. Under New York law, you are generally 

entitled to review your records within 10 days of your request. If you request copies, we will act upon your request within a reasonable time 

(typically 10 to 14 days). You must make a request in writing to obtain access to your PHI.  

• Right to Request Restrictions: You have the right to request that we place additional restrictions on our use or disclosure of your PHI. We 

are not required to agree to these additional restrictions, but if we do, we will abide by our agreement. However, if you pay for a service or 

healthcare item out-of-pocket in full, we are required to agree to a request to restrict disclosure to your health plan.  

• Right to Confidential Communications: You have the right to request that we communicate with you about your health information by 

alternative means or to alternative locations. You must make your request in writing.  
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• Right to Amend: You have the right to request that we amend your PHI. Your request must be in writing, and it must explain why the 

information should be amended. We may deny your request under certain circumstances.  

• Right to Accounting of Disclosures: You have the right to receive a list of instances in which we or our business associates disclosed your 

PHI for purposes other than treatment, payment, healthcare operations, and certain other activities.  

• Right to Breach Notification: You have the right to be notified if we discover a breach of your unsecured protected health information.  

(Revised 02/16/26) 

Questions and Complaints 

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health information, 

you may complain to us using the contact information below. You also may submit a written complaint to the U.S. Department of Health and Human 

Services (HHS) Office for Civil Rights. We will not retaliate in any way if you choose to file a complaint with us or with the HHS. 

Contact Office: Cheektowaga Chiropractic PLLC 

 
___________________________________________________________________________________________________ 
Patient's Name Print                                                                  Patient’s Signature                                              Date 

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

 

___________________________________________________________________________________________________ 
Personal Rep. Name Print                                                          Personal Rep. Signature                                     Date 
 

               
Patient Consent for Audio Recording and AI Transcription 
Cheektowaga Chiropractic PLLC 

1. Purpose of the AI Tool 

To allow our providers to focus entirely on your care during your visit, Cheektowaga Chiropractic PLLC utilizes a secure Artificial 

Intelligence (AI) medical scribe. This tool captures the audio of our conversation to assist the provider in generating accurate medical records. The 

information gathered from the recording is used strictly for your diagnosis, treatment, and clinical documentation. 

2. HIPAA & NYS Law Compliance 

The privacy of your Protected Health Information (PHI) is our highest priority. The AI tool and its recording systems are fully compliant 

with the Health Insurance Portability and Accountability Act (HIPAA) and New York State privacy laws. 

• Security & Encryption: All audio and resulting text are fully encrypted. The AI vendor operates under a strict Business Associate 

Agreement (BAA) with our clinic. 

• Audio Retention: Audio recordings of your visit are strictly temporary. All audio files are securely erased after 7 days. 

• Permanent Record: Only the finalized, provider-reviewed written clinical note will become a permanent part of your electronic health 

record. 

3. Voluntary Participation & Right to Decline 

Your consent to be recorded is completely voluntary. You have the right to decline or revoke your consent for audio recording and the AI 

scribe at any time, including at the start of any individual visit. Declining the use of this tool will not affect your relationship with Cheektowaga 

Chiropractic PLLC or the quality of care you receive; your provider will simply document your visit manually. 

Acknowledgment and Consent 

By signing below, I acknowledge that: 

• I have read and understand the information provided above. 

• I consent to the audio recording of my medical visits at Cheektowaga Chiropractic PLLC using a HIPAA-compliant AI tool. 

• I understand the recordings will be used solely for diagnosis, treatment, and generating my medical record. 

• I understand that the audio recordings will be permanently deleted after 7 days. 

• I understand that I may withdraw my consent to be recorded at any time. 

 

 

 

__________________________________________________________________________________________________________ 
Patient's Name Print                                                                  Patient’s Signature                                              Date 

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

__________________________________________________________________________________________________________ 
 
Personal Rep. Name Print                                                          Personal Rep. Signature                                     Date 
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 Cheektowaga Chiropractic PLLC | 4415 Union Rd | Cheektowaga. NY 14225 | 716.650.7246 

Cheektowaga Chiropractic P.L.L.C. 
To: Christian Milioto D.C. & Kevin Nightingale D.C., Cheektowaga Chiropractic P.L.L.C. 

4415 Union Rd, Cheektowaga, NY 14225 (716)-650-7246 

 

INFORMED CONSENT TO CHIROPRACTIC TREATMENT 
 

TO THE PATIENT: You have the right to be informed about your condition and the recommended chiropractic treatments. This document is 

intended to provide you with information regarding the nature, risks, and alternatives to chiropractic care so you can make an informed decision 

about your treatment. 

1. Nature of the Treatment 

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including physical examination tests 

and physical therapy techniques. I understand these procedures will be performed by the Doctor of Chiropractic named below and/or other licensed 

Doctor of Chiropractic who now or in the future render treatment to me while employed by, working for, or associated with this practice. 

2. Potential Risks of Chiropractic Care 

I understand that, as with any healthcare procedure, complications may arise during or after a chiropractic adjustment. 

• Musculoskeletal Risks: These include, but are not limited to, muscle strains, ligamentous sprains, fractures, disc injuries, dislocations, and 

separations. Some patients experience temporary stiffness or soreness following the first few days of treatment. 

• Neurological/Vascular Risks: Some types of manipulation of the neck have been associated with rare but potentially serious injuries to 

the arteries in the neck (such as cervical artery dissection). These injuries may lead to or contribute to serious complications, including 

stroke, Horner’s syndrome, diaphragmatic paralysis, or cervical myelopathy. While the risk of stroke or cerebrovascular injury is 

considered extremely rare, it is a known risk. 

• Ancillary Procedures: Additional therapies (e.g., Instrument assisted, Electric Stimulation, Spinal Decompression, Therapeutic Laser, 

Heat, Ice, Vibration) could produce skin irritation, burns, bruising, or other minor complications. 

I understand that the doctor cannot anticipate all possible risks and complications. I rely on the doctor to exercise clinical judgment during the 

procedure based on the facts known at the time. 

3. Alternatives to Chiropractic Care 

I understand there are other treatment options available for my condition. These may include: 

• Self-Care: Rest, ice, or heat. 

• Medical Care: Over the counter or prescription medications (such as anti-inflammatories, muscle relaxants, or analgesics). 

• Physical Therapy 

• Medical Interventions: Injections or surgery. 

I understand that each of these alternative treatments carries its own inherent risks, side effects, and potential complications, which I should discuss 

with my primary care physician or medical specialist. 

4. Expected Benefits and Guarantees 

Chiropractic treatment has been demonstrated to be an effective treatment for spinal pain, headaches, and other similar symptoms, and can contribute 

to overall health. However, I acknowledge that no guarantees or assurances have been made to me regarding the specific results or outcome of my 

treatment. 

5. Scope of Consent 

I intend this consent form to cover the current course of treatment for my present condition. If my clinical condition changes significantly or if a new 

course of treatment is recommended, I understand that a new treatment plan and consent discussion may be required. 

 

PATIENT ATTESTATION & SIGNATURE 

I have read, or have had read to me, the above explanation of chiropractic adjustments and related treatments. I have had an opportunity to discuss the 

nature, purpose, risks, and alternatives of this treatment with the doctor and/or office personnel. All of my questions have been answered to my 

satisfaction. 

By signing below, I acknowledge that I have weighed the risks and benefits, and I voluntarily consent to undergo the recommended chiropractic 

treatment. 

 

Patient Signature: ________________________________________ Date: _______________ 

 

Patient’s Representative (if minor/incapacitated): __________________________________  

 

Relationship to Patient: __________________________________ Date: _______________ 

 

DOCTOR ATTESTATION 

I have discussed the nature, risks, benefits, and alternatives of the proposed treatment with the patient or the patient's representative. I have answered 

all questions to the best of my ability and believe the patient/representative fully understands what has been explained. 

Doctor Signature: _________________________________________ Date: _______________ 
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