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Patient Application Form 
     

We specialize in assisting our patients to achieve their highest level of health through our spinal and 
postural corrective programs.  Our approach is very unique and advanced from other rehabilitative 

programs. This allows our patients to achieve far superior results compared to most other systems. 
	

Patient Name 

Patient Signature 

Date 

File Number 
For Office Use Only 

• Please fill out the following information thoroughly so the doctor can let you know if you are a case we can accept.  
• Please note, filling out this form does not guarantee acceptance to this program, the doctor must feel as though 

you are a candidate for our specific type of treatment.  
	

Please feel free to ask any questions if you need assistance. We truly look forward to serving you. 
	

Mission	Statement 
Body By Design is the wellness center of the future. We believe every person has the God given right to live the 
life they were created to live, be the person they were created to be, do the things they were created to do & 

fulfill their sole purpose, we know the only way to achieve that life is with optimal health & wellness.  
Our mission is to teach, guide & inspire every person to lead that life,  

through health, wellness & empowered action. 
	

	
	
	
	
	
	
	
	
	
	



Patient Application  
     

Date: 

Name:	_______________________________________________________			Age	_______					Gender:					Male					Female	

Home	Address:	____________________________________________________		Home	Phone:	(							)	______________________________	

City,	State,	Zip:		____________________________________________________		Work	Phone:	(								)	______________________________	

Email	Address:	____________________________________________________		Cell	Phone:					(								)	______________________________	

Birth	Date:	_____	/	_____	/	_________				Social	Security	#:	______	-	_____	-	_________		

Occupation:	______________________________________		Employer:	_________________________		Full-Time	/	Part-Time								

Marital	Status:								Married							Widowed							Single							Separated							Partnered	

Spouse’s	Name:	______________________________	Work	Phone:	(					)	__________________	Cell	Phone:	(					)	____________________	

Spouse’s	Employer:	________________________________________			Occupation:	_________________________________________________	

How	did	you	hear	about	us?:							Television							Radio							Health	Talk								Friend/Family							Online	

Who	may	we	thank	for	referring	you	to	our	office:	________________________________________________	

IN	CASE	OF	EMERGENCY,	CONTACT	

Name:	________________________________		Relationship:	____________________________		Contact	Number:	(					)	________________	

PATIENT INFORMATION 

Purpose of This Visit 
     

Reason	for	this	visit	–	Main	Complaint:	____________________________________________________________________________________	

Is	this	visit	related	to	an	auto	accident	/	work	injury?					Yes					No					If	yes,	please	see	front	desk	

When	did	this	condition	begin?		________________________		Did	it	begin:					Gradual					Sudden					Progressive	over	time	

If	you	are	already	experiencing	a	symptom(s),	what	is	it?	_______________________________________________________________	

How	bad	is	it?	How	intense	are	your	symptoms?	(circle)	

	

How	often	do	you	experience	these	symptoms	throughout	the	day?	:	100%				75%				50%				25%				10%				Only	with	Activity	

Have	you	experienced	this	condition	before?					Yes					No							If	so,	please	explain:	____________________________________	

Who	have	you	seen	for	this?		_______________________________________	What	did	they	do?	__________________________________	

How	did	you	respond?	____________________________________________________	
On	the	diagram	please	use	the	following	to	draw	and	describe	your	symptoms;		

What	does	it	feel	like?	(check	where	appropriate)		

				N	=		Numbness																P	=	Pins	&	Needles	
				T	=		Tingling																		SH	=	Shooting	
				S	=	Stiffness																					B	=	Burning	
				A	=	Aching																					ST	=	Stabbing	
				C	=	Cramping														SW	=	Swelling	
				T	=	Throbbing																O	=	Other	*If	you	marked	“O”	for	OTHER	
																																																																																															please	explain	here:	____________________________________	

	

	

How Can We Help You? 
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How	is	this	symptom(s)	/	condition	interfering	with	your	life?	(check	where	appropriate)	

	

	

	

IMPACT OF YOUR SYMPTOMS 

Relationships																

No 
Effect 

Mild 
Effect 

Moderate 
Effect 

Severe 
Effect 

Severe 
Effect 

Moderate 
Effect 

Mild 
Effect 

No 
Effect 

How committed are you to correcting this issue?  

Children & Pregnancy 

Allergies, Medications & Surgeries 

ALLERGIES	(list)	 MEDICATIONS	(list)	 SURGERIES	(list)	

Work																
Exercise																
Recreation																

Sleep															
Self-Care																

Energy																
Attitude																	

Productivity																
Creativity																	
Other	___________																

Patience																

Nutrition & Weight Loss 
Would	you	like	to	set	up	a	Nutritional	Consultation	with	one	of	our	Body	Transformation	Specialists?									Yes							No		
Would	you	like	to	set	up	a	Weight	Loss	Consultation	with	one	of	our	Body	Transformation	Specialists?							Yes							No		
	

Are	your	symptoms	(body	signals)	getting	worse?						Yes					No							

Explain:	______________________________________________________________________________________________________________________	

What	aggravates	your	symptoms?	________________________________________________________________________________________	

Is	there	anything	that	relieves	your	symptoms?__________________________________________________________________________	

Have	you	ever	been	treated	for	this	?______________________________________________________________________________________	

Who	did	you	see?____________________________________________________________________________________________________________	

What	treatment	was	performed?__________________________________________________________________________________________	

How	did	you	respond?______________________________________________________________________________________________________	

	

If you did not select a “10” what do you think is holding you back? _____________________________    

Do	you	have	any	other	conditions	that	you	would	like	to	be	evaluated	for	here	in	the	office.	Please	list	below;	

Second	Complaint	is:	____________________________________________	

Third	Complaint	is:				____________________________________________	

Fourth	Complaint	is:	_____________________________________________	

	

	
	
	
	
	
	
	

	

NOT 
COMMITTED 

VERY 
COMMITTED 

How	many	children	do	you	have?	____________	

Children’s	ages?	____________________________________________	

Children’s	health	concerns?	_______________________________	

Are	you	currently	pregnant?					Yes					No	

Due	Date:	_____	/	____________	

Number	of	past	pregnancies?	___________	

Health	concerns	regarding	pregnancy?	_______________	



a) What number do you think represents your health today? _________ 
b) In what direction is your health currently headed and why? _____________________________ 
c) What do you currently do to promote your health? ___________________________________  
	

Experience With Chiropractic 
     Have	you	seen	a	Chiropractor	before?						Yes					No						When?	___________________________________________________________	

Reason	for	visits:	____________________________________________________________________________________________________________	

Did	your	previous	chiropractor	take	before	and/or	after	x-rays?						Yes					No	–	Diagnosis?	__________________________	

Did	your	previous	Chiropractor	recommend	a	specific	course	of	treatment							Yes					No	

Did	they	recommend	a	Home	Health	Care	Program						Yes					No	

If	yes,	what?	_________________________________		How	long	were	you	treated?	______________	Last	Treatment?	____________	

How	did	you	respond?	______________________________________________________________________________________________________	

Did	you	know	posture	determines	your	health?					Yes					No	

Are	you	aware	of	any	of	your	poor	posture	habits?									Yes							No	

Explain:	___________________________________________________________________________________________________________	

Are	you	aware	of	any	poor	posture	habits	in	your	spouse	or	children?							Yes							No	

Explain:	___________________________________________________________________________________________________________	

Lifestyle Behaviors 
     Do	you	exercise?					Yes					No					How	often?				1x				2x				3x				4x				5x				per	week				Other:____________________	

What	activities?				Running		/		Weight	Training		/		Cycling		/		Cross	Fit		/		Yoga		/		Pilates				Other_________	

Do	you	smoke?					Yes					No					How	much?	______________________________________________________________________	

Do	you	drink	alcohol?						Yes					No					How	much/week?	______________________________________________________	

Do	you	drink	coffee?						Yes					No					How	many	cups/day?	____________________________________________________	

Health Conditions 
On a scale of 1 – 10, please circle the importance of your health.?  

Abnormal postural habits or distortions are the result of trauma or stress to the body that have misaligned the vertebrae in your spine.  When 

these vertebrae are twisted from their normal position, they will cause stress to the spinal cord and the delicate nerves that pass between 

vertebrae.  These misalignments are called Subluxations (sub-lux-a-shuns).  It has been extensively documented that subluxations, causing 

stress to your nerves, will weaken and distort the overall structure of your spine. This results in a weakened and distorted POSTURE.  Postural 

distortions have many serious and adverse affects on your overall health. The most common and detrimental postural distortion is called 
Forward Head Syndrome (a “hunched forward” posture starting in the neck and progressively moving down your spine weakening the entire 

body). Please answer the following questions accurately so we may determine the full extent of your condition. 
 

The  most  common pos tura l  weakness is Fo rward  Head Syndrome  (head  and neck  s ta r t ing to bend  forwa rd and 

progress ive ly  mov ing  downward  weaken ing your  whole  body ).   Even  less seve re forms  o f th is  pos ture can  cause many 

adverse af fec ts on  your  ove ra l l  heal t h.  Have you ever  been t o ld or  fe l t  l i ke  you  c ar ry  your  head  fo rward,  not iced a 

rounding  o f your  shou lders  o r  a  deve lop ing “hump”  a t  t he  base of  your  neck?       Yes     No  

	
	

	
	
	
	
	
	
	
	
	
	

EXTREMELY 
IMPORTANT 

Not  
Important 



CERVICAL SPINE (NECK) 
Misalignment	of	the	individual	vertebrae	or	distortion	of	the	complete	cervical	curve	(neck)	originating	in	the	neck	or	a	
compensation	 from	postural	 distortions	 in	 other	 areas	 of	 the	 spine	may	 result	 in	many	 health	 conditions.	Have	 you	
experienced	any	of	these	symptoms	or	body	signals	presently	or	in	the	past?	
	Please  ind ica te (N) = Now, (P)  =  Past  or  (B)  fo r bo th  Pas t  &  Now  nex t  to a l l  condit i ons  you ’ ve exper i enced .  

	____	Neck	Pain																																																																							____		Headaches																																																							____		Sinusitis	
____	Pain	in	Shoulders/arms/hands																														____		Dizziness																																																										____		Allergies/Hay	Fever	
____	Numbness/tingling	in	arms/hands																						____			Visual	Disturbances																																					____		Recurrent	Colds/Flu	
____	Hearing	disturbances																																															____			Coldness	in	Hands																																								____		Low	Energy/Fatigue	
____	Weakness	in	grip																																																							____		Thyroid	Conditions																																							____		TMJ	Pain/Clicking	
	Please	explain:		
	

THORACIC SPINE (UPPER BACK) 
Misalignment	of	the	individual	vertebrae	or	distortion	of	the	upper	thoracic	curve	(upper	back)	originating	in	the	upper	
back	 or	 a	 compensation	 from	postural	 distortions	 in	 other	 areas	 of	 the	 spine	may	 result	 in	many	health	 conditions.	
Have	you	experienced	any	of	these	symptoms	or	body	signals	presently	or	in	the	past?	
	Please  ind ica te (N) = Now, (P)  =  Past  or  (B)  fo r bo th  Past  &  Now next  to a l l  c ondi t ions  you ’ve expe ri enced.  

	____	Heart	Palpitations																																																															____	Recurrent	Lung	Infections/Bronchitis																																																								
____	Heart	Murmurs																																																																				____		Asthma/Wheezing																																																											
____	Tachycardia																																																																										____		Shortness	Of	Breath																																						
____	Heart	Attacks/Angina																																																							____			Pain	on	Deep	Inspiration/Expiration																																									
	Please	explain:		
	

THORACIC SPINE (MID BACK) 
Misalignment	of	the	individual	vertebrae	or	distortion	of	the	mid	thoracic	curve	(mid	back)	originating	in	the	mid	back	
or	a	compensation	from	postural	distortions	in	other	areas	of	the	spine	may	result	in	many	health	conditions.	Have	you	
experienced	any	of	these	symptoms	or	body	signals	presently	or	in	the	past?	
	Please  ind ica te (N) = Now, (P)  =  Past  or  (B)  fo r bo th  Pas t  &  Now  nex t  to a l l  condit i ons  you ’ ve exper i enced .  

	____	Mid	Back	Pain																																																														____	Nausea																																														____	Diabetes																															
____	Pain	in	the	Ribs/Chest																																														____		Ulcers/Gastritis																												____	Hypoglycemia/Hyperglycemia													
____	Indigestion/Heartburn																																													____		Reflux																																						
____	Tired/Irritable	after	eating	or	when	not	having	eaten	for	a	while		
	Please	explain:		
	

LUMBAR SPINE (LOW BACK) 
Misalignment	of	the	individual	vertebrae	or	distortion	of	the	lumbar	curve	(low	back)	originating	in	the	mid	back	or	a	
compensation	 from	postural	 distortions	 in	 other	 areas	 of	 the	 spine	may	 result	 in	many	health	 conditions.	Have	 you	
experienced	any	of	these	symptoms	or	body	signals	presently	or	in	the	past?	
	
____	Pain	in	hips/legs/feet																																				____		Weakness/injuries	in	hips/knees/ankles								____		Low	Back	Pain	
____	Numbness/tingling	in	legs/feet																	____		Recurrent	bladder	infections																																____		Coldness	in	legs/feet	
____	Frequent/difficulty	urinating																					____			Muscle	Cramps	in	legs/feet																																		____		Sexual	Dysfunction	
____	Constipation/Diarrhea																																	____			Menstrual	irregularities/cramping	(females)																																									

Please  ind ica te (N) = Now, (P)  =  Past  or  (B)  fo r bo th  Pas t  &  Now  nex t  to a l l  condit i ons  you ’ ve exper ienced . 

	

Please	explain:		
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



Please	check	any	health	condition	you	may	be	experiencing,	now	or	in	the	past	below	Patient Name ___________________________________________________ Date ___________________________

“The nervous system controls and coordinates all organs and structures of the human body.” (Gray’s Anatomy, 29th Ed., page
4). Misalignments of spinal vertebrae and discs may cause irritation to the nervous system and affect the structures, organs, and
functions which may result in the conditions shown below. Please help us help you by placing a check mark in the appro-
priate box under the “Possible Effects” column to indicate your symptoms.

SYM PTOM S OF SPINAL M ISALIGNM ENT QUESTIONNAIRE

Blood supply to the head, pituitary gland,
scalp, bones of the face, brain, inner and
middle ear, sympathetic nervous system.

Eyes, optic nerves, auditory nerves, sinus,
mastoid bones, tongue, forehead.

Cheeks, outer ear, face bones, teeth,
trifacial nerve.
Nose, lips, mouth, eustachian tube.

Vocal cords, neck glands, pharynx.

Neck muscles, shoulders, tonsils.

Thyroid gland, bursae in the shoulder,
elbows.

Arms from the elbows down, including
hands, wrists, and fingers; esophagus and
trachea.

Heart, including its valves and covering;
coronary arteries.
Lungs, bronchial tubes, pleura, chest,    

Gall bladder, common duct.

Liver, solar plexus, blood.

Stomach.

Pancreas, duodenum.
Spleen.
Adrenal and supra-renal glands.

Kidneys.

Kidneys, ureters.

Small intestines, lymph circulation.

Large intestines, inguinal rings.

Appendix, abdomen, upper leg.

Sex organs, uterus, bladder, knees.

Prostate gland, muscles of the lower 
back, sciatic nerve.

Lower legs, ankles, feet.

Hip bones, buttocks.

Rectum, anus.

Possible Effects of a Malfunct ionAreas Cont rolled by Nerves*Vertebrae
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■■ headaches, ■■ nervousness, ■■ insomnia, ■■ head
colds, ■■ high blood pressure, ■■ migraine headaches,
■■ nervous breakdowns, ■■ amnesia,
■■ chronic tiredness, ■■ dizziness.

■■ sinus trouble, ■■ allergies, ■■ crossed eyes,
■■ deafness, ■■ eye troubles, ■■ earache, ■■ fainting
spells, ■■ vision difficulties.

■■ neuralgia, ■■ neuritis, ■■ acne or pimples,
■■ eczema.

■■ hay fever, ■■ hearing loss, ■■ adenoids.

■■ laryngitis, ■■ hoarseness, ■■ sore throats,
■■ quincy.

■■ stiff neck, ■■ pain in upper arm, ■■ tonsillitis,
■■ whooping cough, ■■ croup.

■■ bursitis, ■■ colds, ■■ thyroid conditions.

■■ asthma, ■■ cough, ■■ difficult breathing, ■■ shortness
of breath, ■■ pain in lower arm, ■■ pain in hands.

■■ functional heart conditions, ■■ chest conditions.

■■ bronchitis, ■■ pleurisy, ■■ pneumonia, ■■ congestion,
■■ influenza.

■■ gall bladder conditions, ■■ jaundice, ■■ shingles.

■■ liver conditions, ■■ fevers, ■■ low blood pressure, 
■■ anemia, ■■ poor circulation, ■■ arthritis.

■■ stomach troubles, ■■ nervous stomach, 
■■ indigestion, ■■ heartburn, ■■ dyspepsia.

■■ ulcers, ■■ gastritis.

■■ low resistance to colds and disease.

■■ allergies, ■■ hives.

■■ kidney troubles, ■■ hardening of the arteries,
■■ chronic tiredness, ■■ nephritis, ■■ pyelitis.

■■ acne, ■■ pimples, ■■ eczema, ■■ boils.

■■ rheumatism, ■■ gas pains, ■■ sterility.

■■ constipation, ■■ colitis, ■■ dysentery, ■■ diarrhea, 
■■ ruptures, ■■ hernias.

■■ cramps, ■■ difficult breathing, ■■ acidosis, ■■ varicose
veins.

■■ bladder troubles, ■■ menstrual troubles such as
painful or irregular periods, ■■ miscarriages, ■■ bed 
wetting, ■■ impotency, ■■ change of life symptoms, 
■■ knee pains.

■■ sciatica, ■■ lumbago, ■■ difficult, painful, or too 
frequent urination, ■■ backaches.

■■ poor circulation in the legs, ■■ swollen ankles,
■■ weak ankles and arches, ■■ cold feet, ■■ weakness in
the legs, ■■ leg cramps.

■■ low back pain, ■■ spinal curvature.

■■ hemorrhoids (piles), ■■ pruritis (itching), ■■ pain at
end of spine on sitting.
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* Directly or indirectly controlled
For further explanation of the conditions shown above, and information about those not
shown, ask your Doctor of Chiropractic
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breast.   

Please Check Below 	
	
	
	
	
	
	
	
	
	



When a person seeks chiropractic and rehabilitation health care and is accepted for such care, it is essential for both parties 
to be working towards the same objective.  As a Chiropractic & Rehab facility we have one main goal, to detect and 
correct/reduce the vertebral subluxation complex and interference on the nervous system. It is important that each person 
understand both the objective and the method that will be used to attain this goal. This will prevent any confusion or 
disappointment. 
 Adjustment: An adjustment is the specific application of forces to facilitate the body’s 

correction of vertebral subluxation.  Our chiropractic method is by specific 
adjustments of the spine. 
 

Health: A state of optimal, physical, mental and social well-being, not merely the 
absence of disease or infirmity. 
 

Vertebral Subluxation: A misalignment of one or more of the 24 vertebra in the 
spinal column which causes alteration of nerve function and interference to the 
transmission of mental impulses, resulting in a lessening of the body’s God-given, innate 
ability to express it’s maximum health potential. 

We do not offer to diagnose or treat a disease or condition other than vertebral subluxation. Regardless of what a disease is 
called, we do not offer to treat it.  Nor do we offer advice regarding treatment prescribed by others. Our Only Practice 
Objective is to eliminate a major interference to the expression of the body’s innate wisdom and ability to heal. Our only 
method is specific adjusting to correct vertebral subluxations combined with rehabilitation procedures. NOTE: It is 
understood and agreed the amount paid to Body By Design Wellness Chiropractic for x-ray, is for examination only and the x-
rays will remain the property of this office, being on file where they may be seen at any time while a patient of this office. 
O ffice Usage: at Body By Design we have a semi-open adjusting area so that we can serve as many families as possible. We may 
use or disclose your health information in the form of patient testimonials. We keep an open environment in the office to 
create a sense of warmth, family, healing and education. During adjustments, we do Not go over private information; however, 
you will be in an open area where others may see you and/or over-hear conversation. If there is a need to discuss something of 
a personal or private nature, you may request an appointment in one of our private rooms. The doctor or trained team member 
will speak with you about your condition or other matters in the private room.  
Family and Close Friends Involved in Your Care: Our office has an open, family-centered approach to wellness and we believe 
it is in all our patient’s best interests to have the support and cooperation of their families. Therefore, our office requires 
that the spouse or significant other be present when the doctor goes over the patient’s report and recommendations for care. 
 

Terms of Acceptance 
     

Consent To Care 
     I do hereby authorize the doctor(s) of Body By Design Wellness Chiropractic to administer such care that is necessary for my 

particular case. This care may include consultation, examination, spinal adjustments and other chiropractic procedures, 
including various modes of physical therapy and diagnostic x-rays or any other procedure that is advisable, and necessary for 
my health care. 
 
Furthermore, I authorize and agree to allow the doctor of chiropractic named below and/or other licensed doctors of 
chiropractic or medical assistants who now or in the future treat me while employed by, working or associated with or 
serving as back-up for the doctor of chiropractic named below, including those working at the clinic or office listed below 
or any other office or clinic, to work with my spine through the use of spinal adjustments and rehabilitative exercises for 
the sole purpose of postural and structural restoration to allow for normal biomechanical motion and neurological 
function. 
 
I have had the opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinical 
personnel the nature and purpose of chiropractic adjustments and other procedures related to my health care. I understand 
that I am responsible for all fees incurred for the services provided, and agree to ensure full payment of all charges. I 
further understand that a fee for services rendered will be charged and that I am responsible for this fee whether results 
are obtained or not. 
 
I understand and have been informed that, as in the practice of medicine, in the practice of chiropractic there are some risks 
to treatment including, but not limited to fractures, disk injuries, strokes, burns, dislocations and sprains. I do not expect 
the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise 
judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my 
best interests.  The doctor will not be held responsible for any health conditions or diagnoses which are pre-existing, given 
by another health care practitioner, or are not related to the spinal structural conditions treated at this clinic. 
 
I also clearly understand that if I do not follow the Doctors specific recommendations at this clinic that I will not receive 
the full benefit from the programs offered, and that if I terminate my care prematurely that all fees incurred will be due 
and payable at that time.  I authorized the assignment of all insurance benefits be directed to the Doctor for all services 
rendered.  I also understand any sum of money paid under assignment by any insurance company shall be credited to my 
account, and I shall be personally liable for any and all of the unpaid balance to the doctor. 
 

I, __________________________, have read or have read to me, the above consent. I have also had the opportunity to ask questions 

about this consent, and by signing below I agree to the above-named procedures. I intend this consent form to cover the entire 

course of treatment for my present condition and for any future condition(s) for which I seek treatment. 

Signature ________________________________________________  Date _________________ (if under 18) Parent’s Signature 

 

	
	
	
	
	
	
	
	
	
	



Pregnancy Release 

          This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his associates have 

my permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child. 
 

Date of last menstrual cycle: __________________ 
 

Signature_______________________________________________  Date ___________________ 
 

Consent to x-ray 

I hereby grant Body By Design Wellness Chiropractic and/or Dr Ryan D. Braverman D.C  permission to perform/refer for 

x-ray evaluation if needed. I understand that x-rays are being performed to locate vertebral subluxation, and not to 

diagnose or treat any other disease or condition. Furthermore it should be noted that these x-rays will be sent to an 

independent 3rd party to review these films. I hereby consent to an initial course of care before a final diagnostic 

report has been generated by said 3rd party. 
 

Signature_______________________________________________  Date ___________________(if under 18) Parent’s Signature 
 

Consent to evaluate and adjust a minor child 

          I, ________________________ being the parent or legal guardian of _________________________ have read and fully 

understand the above terms of acceptance and hereby grant permission for my child to receive chiropractic care. 
 

Signature_______________________________________________ Date ___________________ (if under 18) Parent’s Signature 
 

Our Legal Duty 

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you 

this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the 

privacy practices that are described in this Notice while in effect until we replace it. 
 

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by 

applicable law. We reserve the right to make the changes. Before we make a significant change in our privacy practices, we will change 

this Notice and make the new Notice available upon request. 
 

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this 

Notice, please contact us using the information listed at the end of this Notice. 

Uses and Disclosures of Health Information 

We use and disclose health information about you for treatment, payment, and healthcare operations, for example; 

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you 

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

Health Care Operations: We may use and disclose your health information in connection with our health-care operations. Health 

care operations include quality assessment and improvement activities, reviewing the competence or qualifications of health care 

professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing 

or credentialing activities. 

Your Authorization: In addition to our use of your health information for treatment, payment or health care operations, you may give 

us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you 

may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was 

in effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those 

described in this Notice. 

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this 

Notice. We may disclose your health information to a family member, friend, or other person to the extent necessary to help with your 

health care or with payment for your health care, but only if you agree that we may do so. 

Marketing Health-Related Services: We will not use your health information for marketing communication without your 

authorization 

Required by Law: We may use or disclose your health information when we are required to do so by law. 

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a 

possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information 

to the extent necessary to avert a serious threat to your health or safety or the health or safety of others. 

 
I clearly understand that all insurance coverage is an arrangement between my insurance carrier and me. If this office chooses to 
bill any services to my insurance carrier that they are performing these services strictly as a convenience for me.  The Doctors office 
will provide any necessary report or required information to aid in insurance reimbursement of services, but I understand that 
insurance carriers may deny any claim and that I am ultimately held responsible for any unpaid balances. Any monies received will be 
credited to my account. I certify that this office visit is not related to any personal injury or worker’s compensation case that is 
active or that has not been closed and finalized.  
INTEREST AND COLLECTION: I acknowledge and agree that, should my account become more than 30 days overdue, I will incur interest 
on my past balance of seven percent (7%) per annum. I further acknowledge and agree that Dr Ryan David Braverman shall be entitled 
to reimbursement from me for any legal cost including attorney fees, for all efforts to collect on any past due account with Dr Ryan 
David Braverman. The assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be 
considered as valid as the original. I have read and fully understand this agreement. 
 

 

Signature_______________________________________________ Date ___________________ (if under 18) Parent’s Signature 

Insurance Information 
     

	
	
	
	
	
	
	
	
	
	



Acknowledgement of Receipt 
of Notice of Privacy Practices 

500 Old Country Road, Suite 314 
Garden City . New York . 11530 

516 – 279 - 6330 

     
I	 understand	 and	 have	 read	 the	 Notice	 of	 Privacy	 Practices	 on	 previous	 pages	 that	 provide	 a	 more	 complete	
description	of	information	uses	and	disclosures.	I	understand	that	I	have	the	following	rights	and	privileges:	
	 The	right	to	review	the	notice	prior	to	signing	this	consent,	

The	right	to	object	to	the	use	of	my	health	information	for	directory	purposes,	and		
The	 right	 to	 request	 restrictions	 as	 to	 how	my	health	 information	may	be	 used	 or	
disclosed	to	carry	out	treatment,	payment	or	health	care	operations.	
	

Your	 chiropractor	and	members	 of	 the	 practice	 staff	may	need	 to	 disclose	 your	 name,	 address,	 phone	number,	
billing	information	and	your	clinical	records	to	the	New	York	Chiropractic	Association	(NYCA).	This	disclosure	will	
be	made	 if	 we	 need	 the	 NYCA’s	 assistance	 to	 receive	 reimbursement	 for	 your	 services	 or,	 we	 need	 the	 NYCA’s	
assistance	because	the	party	responsible	for	reimbursing	your	services	has	improperly	processed	your	claim.	
	
By	 signing	 this	 form	 you	 are	 giving	 us	 authorization	 to	 send	 the	NYCA	 this	 information.	 	 You	 are	 also	 giving	 the	NYCA	
authorization	 to	 re-disclose	 your	 information	 to	 the	 party	 responsible	 for	 the	 payment	 of	 your	 services,	 NYCA’s	 legal	
counsel,	and	state	or	federal	agencies	that	may	be	asked	to	intercede	on	your	behalf.	
	
Signature_______________________________________________ Date ___________________ 
 

If	not	signed	by	the	patient,	please	indicate	relationship.	
	

Your	chiropractor	and	members	of	the	practice	staff	may	need	to	use	your	name,	address,	phone	number,	and	your	clinical	
records	 to	 contact	 you	with	 appointment	 reminders,	 information	 about	 treatment	 alternatives,	 or	 other	 health	 related	
information	that	may	be	of	interest	to	you.		If	this	contact	is	made	by	phone	and	you	are	not	at	home,	a	message	will	be	left	
on	your	answering	machine.		
By	signing	this	form,	you	are	giving	us	authorization	to	contact	you	with	these	reminders	and	information.	
 

Parent	or	guardian	of	minor	patient	
Guardian	or	conservator	of	an	incompetent	patient	
Beneficiary	or	personal	representative	of	deceased	patient	
	Name of Patient: _______________________________________________	

Appointment Reminders and Health Care Information Authorization 
     

For Office Use Only: 
 

Signed form received by: ____________________________________________	

We	have	many	success	stories	in	our	office	and	often	patients	wish	to	share	these	stories	in	an	effort	to	help	others.	Your	
picture,	 written	 testimonial	 or	 video	 will	 only	 be	 shared	 with	 your	 permission	 and	 will	 only	 be	 available	 when	 YOU	
PROVIDE	it	to	us.		This	is	a	standard	publicity	release	in	accordance	with	the	Federal	Trade	Commission	(FTC).	
	
I	 hereby	 grant	 you,	 Body	 By	 Design	 Wellness	 Chiropractic	 PLLC	 and	 Dr.	 Ryan	 D	 Braverman	 all	 rights	 with	 this	 my	
irrevocable	explicit	approval	to	use	my	likeness,	voice,	etc.,	as	captured	or	edited,	recorded	and	rendered	in	various	audio,	
visual	and	written	medium,	to	be	used	in	commercial,	instructional,	and	promotional	activities	as	Body	By	Design	Wellness	
Chiropractic	PLLC	or	Dr	Ryan	D	Braverman	sees	fit.		Body	By	Design	Wellness	Chiropractic	PLLC	and	Dr	Ryan	D	Braverman	
shall	own	100%	right	,	title	and	interest	in	resulting	product.	
	
Signature of Parent, Patient or Guardian _______________________________________________ Date ___________________	
 

Use of Information 
     

New York Chiropractic Association Authorization 
     

	
	
	
	
	
	
	
	
	
	


