
Staten Island Welbess Care Health Profile
Name

Age _ Mrle_ Female_ Dste of Birth / I

Address:

Email:

City:

Phone: Home

Strte_ Zip_
Cell

May we includc you in our weekly text4hestth text messages: Yes No (you oatr stop anytime)

Occupation: _ Employer:

Single / Married / Divorced / Widowed Spouse's name:

Number of Children: _ Nameq Ages & Gender

Who may we thank for referring you?

LIST YOUR HEALTH CONCERNS BELOW

HAVE YOU EVER SEEN OTHER DOCTORS FOR TI{ESE CONDITIONS? YES / NO

CHIROPRACTOR? MEDICALDOCTOR? OTHER?

WHOANDWHEN?

IECI.EALL CI'RAENT PROBLEMS YOU EAVE:

DV.ZINB8S MORAINES MEN}IRUAI DISORDERS NT'MBNSI9IN I,ECII LUPUS

HEADACHES At{XtsTY HEART DXSORDERS NUMBNESS IN TET FIBROMYALOIA

VERTIGO IIROAT ISSUES STOIV{ACHDISORDERS LoW BACK PAIN CHEST PAIN

EA!,INFECNONS TTTYROID PROBLEM} KTDNEY IROBLEMS HIP PAIN LEO PAIN ARMPAIN

NAUSEA ASTH}V'A BLADDER PR,OBLEI\'II} SHOULDER PAIN ADD/ADHD

TM ULCERS IRRITABLE BOWEL LIVBR, DISEASE KNEE PAIN

NECK PAIN NIJMBNBSS IN HANDS DITIC PROBLEMI CHROMC PAIICI'E NER\rcUENESS

EPE.ETSY DU}C PROBI,EM INFERIILIIT GASTRIC REFL1IX MID BACK PAIN

CHROMC SINT.,II OTHER: 

-

Eedth Coocems:
Lllt rccordhg to
ge|vcrlty

Srrcrity or
rcd. ol l-10

WL.! dld
cphodc bcgin?

U you hrd tbc
condltbo
bdorc. rhco?

DH th.
problco bcgh
vltt i! hlon?

Art,yoptoa!
coBrlllt or
l .mlttto!I

Darc:. l_l _



CIRCLE AI\TY CONDMON YOU IIAYE NOWHAVE EAD:
STROKE CANCM HEART DISEASE SEIZT'RES SPINAI BONE FRACT'RE SCOLIO$S DIABETES

LIST ALL SURGICAL OPERATIONS AND YEARS:

LIST ALL OER THE COI.]NTER & PRESCRIMON MEDICATIONS YOU ARE ON:

WHEN WAS YOUR LAST AUTO ACCIDENT?

HAVE YOU HAD PREVIOUS CHIROPRACTIC CARE? YES / NO

IF YOU HAVE, WHO DID YOU SEE AND WHEN?

HAVEYOU EVER BEEN KNOCKED I,JNCONCIOUS?

FRACTUREDABONE? YES/NO

YES/NO

IFYES, PLEASE DESCRJBE

OTHERTRAUMA:

DO YOU VIEW YOUR HSALTH AS AN I}WESTMENT OR EXPENSE?

HOW COMMITIED ARE YOU TO LTVING A HEALTHIER LIFE ON A SCALE OS I-IO, WTI}I IO

BEING THE HEALTHIEST LIFE POSSIBLE?

WRITTEN CONSENT

I AUT}IORZE DR, STEVEN GUAGLIARDO TO PERFORM DTAGIOSTIC PROCEDTJRES. RENDER

CHIROPRACTIC CARE AND PERFORM CHIROPRACTIC ADruSTMENTS

AS OF THIS DATE. I TIAVE T1IE LEGAL RIG}TT TO SELECT AND AUTIIORTZE HEALTH CARE

SERVICES. IF MY AUI'I{ORITY TO SELECT AND AUTHORITF CAIIE IS REVOKED OR ALTERED, I
WILL IMMEDTATELY NOTIFY LEADING EDGE CHIROPRACTIC.

DATE SIGNATU RE



Patient Information

Patient Name:

Date of Initial Visit:

Date of Birth:

Date of Initial Injury (ifapplicable):

Phone Number:

Insurance Information

Primary lnsurance Company Name:_
Insurcd ID No: Policy Group No:

Addrcss

Relationship to Patient:

Secondary Insurance Company Name:

Insurcd ID No:

*If different from Patient

Insured's Name:

Addrcss:

Date of Birth:

Relationship to Patient: lnsured's Employer:

Patient Authorization

I request authorized insurance payment be made on my behalf to Staten Island Wellness Care. I

also authorize any holder ofmedical data about me to release il to the Health Care Finance

Administration (HCFA), or any other agent(s), any information needed to determine the benefits

payable for related services. I also understand that I am responsible for medical services rendered

to myself and dependents and for any amount not covered by insurance

Pstient or Guardian Signature:- Date:

rlf difierent from Patient

lnsured's Name:_ Date of Birth:_

Insured's Employer:_

Policy Group No:_
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aLJInOrrzation,n thos6 lollowing crrcumst6nces

,lf we provido healh car6 services to yor|rl
an 6mergency,
'll we are roquired by law to provide ca,e to
yoLJ and we are unable to oolatn your
consent after attemp(ing to do so.
'll there are substanUal barflers lo
CommLrnicating will. yol,, but ,n Our
profossional judgmanl wE betiova lhar you
inlen0 for us to provide care.
"llwe are orderBd by the courts or another
appropriale agency

'vor,r h-eatlh care records as wel. as you.
:,llrng records may be discloseO to anothe,3:lU sr!ll as an ,nsUrance ca, e,, an
nivl0, a PPO, or your emplgyef ,i iney a.e
c'rnay responsibre lor lhe payment ol
serv'ces provrded lo you .yoL,r name
acidress, phone nJmber, ano yoJ. realtn
care records may bo used lo contact you
regsrding appointmBnl remindsrs,
'19r"131;6r about al(Brnatrves lo you.
e esext care or 0ther heallh retaleo
-.tcrn'alion that may be ol interesl to yo.l

! !! nave a right to request restrictions on our
.,se ol your prolected health informalion for
ireatn,ent, payrnenl and operalions l)rJrposes
J-\/in.equesls aro not aulomalic and require ll"e
agfeenenl ol this office

'r'our name adciress lBlephone number. e"mal
aodress and heatth records may bb usod lo
:0^tacl yO.,'egarOrng appO,nlrnect .errcOeiS
nlormation about a,le natrves tc )c..r prese^!
care, or olher h0alth related informaIon lhal
:r',ay De ol inleresl to you

'lyou are not lrome lo roceive an appolntmenl
re"rinder or other .etared informalion a tnessaJe
mav bo lo,l on your answering machine or with a
a,erso. rrr your ltOuSehOlO Yor/ have a .tgtrt tc
Conlidenlial CommunioatiOns ano lO reqrJest
resllclrons relative to suoh contac:s you atso
.ave the nght lo be

You have a righl to roceive an accounting of any
such disclosures madB by this oflice.

Any use or disclosure of your proleclBd hea(h
Infoanalion, other than as cutlined above, will
only be nrads upon your written autholizatron ll
you provide an autholizgtron for r€lea$e o,
rnformetion you have tha righl lo r€voke thal
authorrzation at a later data.

lr'rformation lhat wo use or diScloss based on thrs

pflvacy notice may bB subJBc( to re'digcrosure
l)y lhe porson lo wnom we provide the
irilormation and may no longer be prolecled bl,

the lederal privacy ru les

we normal'y plovlde inlormallon aoout yo!'
hoalln to yor, in psrsor at lhe llme yoJ recerve

cn,rgpr2gilg care fro'n .rs We may also marl
informBlion lo you regarding your health care or

ahoul the slatus o[ your accounl. ll you woul0
lrt(e lO receive lhrs rnlormalion At an address
other lhan yoLlr home or, ir you would hke lhe
irtro nat.onrn a speclf'c form piease advrse us rn

writing as to your Proference$,

We are required oy state and federal la\ry lo
rnaintaln the privacy of your patient file and tho
h0alth protecied hoalth intormalion lherein. We



are also requtred to provlde you with this nolice
or our pnvacy practices w'lh respsct to your
heallh information Ws are further required by
raw lo abide by the torms of this notice while it rs
In eflect.

We reserve the right to aller or am6nd the terms l

of this privacy notice. lf changes are nrade to our
prlvacy notice we will nolify you in writing as :

soon as possible following thB changes. Any
change in our privacy notice will apply for all of
your health information in our files, You have the '

right to inspect and/or copy your health
rnformalion for seven years from the datB that th€ l

record was created or as long as the information i

remarns in our files. Copies are providsd at a
cost ol $1 00 per page

Name (Pnnled please) igqature

li you are a mrnor, or if you are heing r{)presented qy another party

lf you would like further information about our
privacy policias and practices pleass contsct
Dr Steven Guagliardo Call 718-9804840 or
Fax 718-98M841

You also havo tha right to lodge a complaint with
ths secr€tary of the ospanmant ol Haslth and
Human Services. lf you choose t0 lodge a
complainl with thls office or with the socretary
your care will oontinue End you will not be
disadvantag€ lly this oflico or our slaff ln any
manner whatsoever.

lf you have a complaint rEgarding our privacy
notice, our privacy practlces or eny especl of our
privacy activities you should direot your
complaint to:
Dr, Stsven Ouagllardo 86 N€w Dorp Plstc, Staten
lrlEnd. NY 10308

Oate

Thls notlce ls offsctlve as ofJanuary 1,2017. ihis nolice, and any alterations or am3ndments msde
hereto will explre seven years after thr: date upon vihich the record was created. My signeture
acknowledges that lhave receiveo a ccpy of this notice.

Nanre 1P11n1s6 t1ar.a, Signature Date

PermlSslon to Text

I hereby consent to have my physician, Dr. Stoven Guagliardo, and othor statt at Slaten lsland Wellness
Care, communicate wlth me hy Bmail or standard SMS messaging regarding various aspects of my
medical caro, which may include, but shall not bs limited to, test results, appointm8nts, and billing. I

understan(l that email and standard SMS masqaging are nol conlidential methods ol communlcation
and may bs insecure. I further understand lhat, bocause ol this, thgre is a risk lhat email and standard

SMS messaging regarding my medlcal cale might be intercepted and read by a thlrd party.

P16ase lnitial

I

Descnption ot the authority to act on behalf of the phtient:_


