
New Patient Information 
(Please Print Legibly) 

Last Name_____________________First________________ Middle ______     Gender   M     F 

SS#_____________________  Date of Birth____/____/____  Age ____  Marital Status: __________ 

Home Address ___________________________________             Apt. #________ 

City_____________________State_______Zip________  Home Phone #________________                                  

Cell# ________________   Email Address________________________________________

Employers Name_____________________________  Occupation______________________ 

Employers Address _______________________________________Suite #_________ 

City_____________________State_______Zip______ Work Phone #______________________                    

SPOUSE OR GUARDIAN: Name__________________________  SS#________________ 

Date of Birth ____/___/___/ Work Phone#_____________Employment_________________________ 

Home address _________________________________________Phone#______________________ 

EMERGENCY CONTACT: Name_______________________Phone#__________________ 

Relatation to Patient __________________________________Work Phone#__________________ 

PRIMARY INS.________________________________ID#_________________ Group#_________________

SECONDARY INS.________________________________ID#_______________ Group #__________________

Policy Holder's Name _______________________________________________ Date of Birth ____\____\______

Do You Need a referral?     Yes      No 

Who may we thank for referring you?__________________________________ 

Insurance Assignment and Release: 

I certify that I, and/or my dependent(s), have insurance coverage with ____________________, and assign directly to 
Dr. Brandon Cooper, D.C., all insurance benefits, if any, otherwise payable to me for services rendered.  I understand 
that I am financially responsible for all charges, whether or not paid by insurance.  If insurance payments have not been 
received, or are denied by my insurance company, I agree to pay for services rendered within thirty (30) days of the 
written request by Cooper Chiropractic and Wellness, LLC.  I further agree that I will pay all additional fees if a 
collection agency, or similar institution, is utilized to collect my payment. 
I authorize the use of my signature on all insurance submissions.   
Dr. Brandon Cooper, D.C. may use my health care information and may disclose such information the above-named 
Insurance Company(ies) and their agents for the purpose of obtaining payment for services and determining insurance 
benefits payable for related services.  This consent will end when my current treatment plan is completed or one year 
from the date signed below. 

I request services______________________________________Date__________________ 

  (Patient, Parent, or Responsible party sign here) 



PATIENT INTAKE FORM 
Patient Name:  _____________________________ Date:  _______________ 
 

1. Is today's problem caused by:  □ Auto Accident     □ Workman's Compensation 
 

2. Indicate on the drawings below where you have pain/symptoms 

 
3. How often do you experience your symptoms? 
 □ Constantly (76-100% of the time)  □ Occasionally (26-50% of the time) 
 □ Frequently (51-75% of the time)  □ Intermittently (1-25% of the time) 
 

4. How would you describe the type of pain? 
 □ Sharp   □ Numb 
 □ Dull   □ Tingly 
 □ Diffuse  □ Sharp with motion 
 □ Achy   □ Shooting with motion 
 □ Burning  □ Stabbing with motion 
 □ Shooting  □ Electric like with motion 
 □ Stiff   □ Other:___________________ 
 

5. How are your symptoms changing with time? 
□ Getting Worse  □ Staying the Same  □ Getting Better 
 

6. Using a scale from 0-10 (10 being the worst), how would you rate your problem? 
0     1     2     3     4     5     6      7     8      9     10 (Please circle) 
 

7. How much has the problem interfered with your work? 
□ Not at all □ A little bit □ Moderately □ Quite a bit □ Extremely 
 

8. How much has the problem interfered with your social activities? 
□ Not at all □ A little bit □ Moderately Quite a bit □ Extremely 
 

9. Who else have you seen for your problem? 
□ Chiropractor  □ Neurologist  □ Primary Care Physician 
□ ER physician  □ Orthopedist  □ Other:_____________ 
□ Massage Therapist □ Physical Therapist □ No one 
 

10. How long have you had this problem? ___________ 
 

11. How do you think your problem began? 
___________________________________________________________________________________ 
 

12. Do you consider this problem to be severe? 
□ Yes  □ Yes, at times  □ No 
 

13. What aggravates your problem? 
____________________________________________________________________________________ 
 

14. What concerns you the most about your problem; what does it prevent you from doing? 
____________________________________________________________________________________ 
 



15. What is your:  Height___________  Weight _____________ Date of Birth ___________ 
  Occupation _____________________________________________________ 
 

16. How would you rate your overall Health? 
□ Excellent         □ Very Good         □ Good         □ Fair         □ Poor 
 

17. What type of exercise do you do? 
□ Stenuous            □ Moderate            □ Light            □ None 
 

18. Indicate if you have any immediate family members with any of the following: 
□ Rheumatoid Arthritis                                       □ Diabetes                            □ Lupus 
□ Heart Problems                                               □ Cancer                               □ ALS 
 

19.  For each of the conditions listed below, place a check in the "past" column if you have had the 
condition in the past.  If you presently have a condition listed below, place a check in the "present" 
column. 
Past  Present   Past   Present             Past   Present 
□         □ Headaches  □          □ High Blood Pressure      □         □ Diabetes 
□         □ Neck Pain  □          □ Heart Attack              □         □ Excessive Thirst 
□         □ Upper Back Pain  □          □ Chest Pains             □         □ Frequent Urination 
□         □ Mid Back Pain  □          □ Stroke              □         □ Smoking/Tobacco Use 
□         □ Low Back Pain  □          □ Angina              □         □ Drug/Alcohol Dependance 
□         □ Shoulder Pain  □          □ Kidney Stones             □         □ Allergies 
□         □ Elbow/Upper Arm Pain □          □ Kidney Disorders             □         □ Depression 
□         □ Wrist Pain  □          □ Bladder Infection             □         □ Systemic Lupus 
□         □ Hand Pain  □          □ Painful Urination             □         □ Epilepsy 
□         □ Hip Pain   □          □ Loss of Bladder Control □         □ Dermatitis/Eczema/Rash 
□         □ Upper Leg Pain  □          □ Prostate Problems          □         □ HIV/AIDS 
□         □ Knee Pain  □          □ Abnormal Weight Gain/Loss 
□         □ Ankle/Foot Pain  □          □ Loss of Appetite                  For Females Only 
□         □ Jaw Pain  □          □ Abdominal Pain             □         □ Birth Control Pills 
□         □ Joint Pain/Stiffness □          □ Ulcer              □         □ Hormonal Replacement 
□         □ Arthritis   □          □ Hepatitis             □         □ Pregnancy 
□         □ Rheumatoid Arthritis □          □ Liver/Gall Bladder Disorder 
□         □ Cancer   □          □ General Fatigue 
□         □ Tumor   □          □ Muscular Incoordination 
□         □ Asthma   □          □ Visual Disturbances 
□         □ Chronic Sinusitis  □          □ Dizziness 
□         □ Other:____________________________ 
 

20. List all prescription medications you are currently taking: 
_______________________________________________________________________________ 
 

21. List all of the over-the-counter medications you are currently taking: 
________________________________________________________________________________ 
 

22. List all surgical procedures you have had: 
________________________________________________________________________________ 
 

23. What activities do you do at work? 
□ Sit:           □ Most of the day                      □ Half the day                 □ A little of the day 
□ Stand:         □ Most of the day                      □ Half the day                 □ A little of the day 
□ Computer work: □ Most of the day                      □ Half the day                 □ A little of the day 
□ On the phone:  □ Most of the day                      □ Half of the day             □ A little of the day 
 

24. What activities do you do outside of work? 
_________________________________________________________________________________ 
 

25. Have you ever been hospitalized? □ No □ Yes 
if yes, why __________________________________________________________________________ 
 

26. Have you had significant past trauma?     □ No       □ Yes 
 

27. Anything else pertinent to your visit today?______________________________________________ 
 

Patient Signature___________________________________   Date:____________________ 



CONSENT TO CARE 
 
 
A patient coming to Dr. Brandon Cooper, D.C. gives him permission and authority to care for the 
patient in accordance with appropriate tests, diagnosis, and analysis. The clinical procedures 
performed are usually beneficial and seldom cause any problem. In rare cases underlying physical 
defects, deformities or pathologies, may render the patient susceptible for injury.  Dr. Cooper, of 
course, will not provide specific healthcare, if he is aware that such care may be contraindicated. 
It is the responsibility of the patient to make it known or to learn through health care procedures 
from whatever he/she is suffering from: latent pathological defects, illnesses, or deformities 
which would otherwise not come to the attention of the physician. 
 
 
I have read and understand the foregoing. 
 
 
  
Patient’s Signature Date 
 
 
 

 
 

X-RAY QUESTIONNAIRE: FOR WOMEN ONLY 
 
Our consultation and examination may indicate that x-rays are necessary to accurately diagnose 
and analyze your spinal condition. Should x-rays be necessary we would like to confirm that you 
are not pregnant at this time. 
 
Name:    
 
 There is a possibility that I may be pregnant at this time. 
 Yes. I am definitely pregnant – Due Date:________________________________________ 
 No. I am definitely not pregnant at this time 
 I request that x-ray films not be taken because   
  

  

 
Date of last menstrual period:    
 
 
 
 
 
  
Patient’s Signature Date 
 



NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW YOU’RE HEALTH INFORMATION  
MAY BE USED AND DISCLOSED AND HOW TO  

ACCESS THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY. 

If you have any questions about this notice, please contact Cooper Chiropractic & Wellness 
Center, LLC, at (646) 941-5061 . 

WHO WILL FOLLOW THIS NOTICE 

This notice describes the health information privacy practices followed by our employees, staff 
and other clinic personnel. The practices described in this notice will also be followed by the 
healthcare providers you consult with by telephone (when your regular healthcare provider from 
our clinic is not available) who will provide "on-call coverage" for your healthcare provider. 

YOUR HEALTH INFORMATION 

This notice applies to the information and records we have about your health, health status, and 
services you receive at our clinic. 

We are required by law to give you this notice. It will tell you about the ways in which we may 
use and disclose health information about you and describes your rights and our obligations 
regarding the use and disclosure of that information. 

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU 

For treatment we may use health information about you to provide you with health treatment or 
services. We may disclose health information about you to doctors, nurses, technicians, clinic 
staff or other personnel who are involved in taking care of you and your health. 

For example, your doctor may be treating you for a heart condition and may need to know if you 
have other health problems that could complicate your treatment. The doctor may use your 
health history to decide what treatment is best for you. The doctor may also tell another doctor 
about your condition so that doctor can help determine the most appropriate care for you. 

Different personnel in our clinic may share information about you and disclose information to 
people who do not work in our clinic in order to coordinate your care, such as phoning in 
prescriptions to your pharmacy, scheduling lab work and ordering x-rays. Family members and 
other health care providers may be part of your health care outside this clinic and may require 
information about you that we have. 



For Payment We may use and disclose health information about you so that the treatment and 
services you receive at this clinic may be billed to and payment may be collected from you, an 
insurance company or a third party. For example, we may need to give your health plan 
information about a service you received here so your health plan will pay us or reimburse you 
for the service. We may also tell your health plan about a treatment you are going to receive to 
obtain prior approval, or to determine whether your plan will cover the treatment. 

For Health Care Operations We may use and disclose health information about you in order to 
run the clinic and make sure that you and our other patients receive quality care. For example, 
we may use your health information to evaluate the performance of our staff in caring for you. 
We may also use health information about all or many of our patients to help us decide what 
additional services we should offer, how we can become more efficient, or whether certain new 
treatments are effective. 

Appointment Reminders We may contact you as a reminder that you have an appointment for 
treatment or health care at the clinic. 

Treatment Alternatives We may tell you about or recommend possible treatment options or 
alternatives that may be of interest to you. 

Health-Related Products and Services We may tell you about health-related products or 
services that may be of interest to you. 

Please notify us if you do not wish to be contacted for appointment reminders, or if you do not 
wish to receive communications about treatment alternatives or health-related products and 
services. If you advise us in writing (at the address listed at the top of this Notice) that you do 
not wish to receive such communications, we will not use or disclose your information for these 
purposes. 

You may revoke your Consent at any time by giving us written notice. Your revocation will be 
effective when we receive it, but it will not apply to any uses and disclosures that occurred 
before that time. 

If you do revoke your Consent, we will not be permitted to use or disclose information for 
purposes of treatment, payment or health care operations, and we may therefore choose to 
discontinue providing you with health care treatment and services. 



  

SPECIAL SITUATIONS 
 
We may use or disclose health information about you without your permission for the following 
purposes, subject to all applicable legal requirements and limitations: 
 
To Avert a Serious Threat to Health or Safety We may use and disclose health information 
about you when necessary to prevent a serious threat to your health and safety or the health and 
safety of the public or another person. 
Required By Law We will disclose health information about you when required to do so by 
federal, state or local law. 
 
Research We may use and disclose health information about you for research projects that are 
subject to a special approval process. We will ask you for your permission if the researcher will 
have access to your name, address or other information that reveals who you are, or will be 
involved in your care at the clinic. 
 
Organ and Tissue Donation If you are an organ donor, we may release health information to 
organizations that handle organ procurement or organ, eye or tissue transplantation or to an 
organ donation bank, as necessary to facilitate such donation and transplantation. 
 
Military, Veterans, National Security and Intelligence If you are or were a member of the 
armed forces, or part of the national security or intelligence communities, we may be required by 
military command or other government authorities to release health information about you. We 
may also release information about foreign military personnel to the appropriate foreign military 
authority. 
 
Workers' Compensation We may release health information about you for workers' 
compensation or similar programs. These programs provide benefits for work-related injuries or 
illness. 
 
Public Health Risks  We may disclose health information about you for public health reasons in 
order to prevent or control disease, injury or disability; or report births, deaths, suspected abuse 
or neglect, non-accidental physical injuries, reactions to medications or problems with products. 
 
Health Oversight Activities  We may disclose health information to a health oversight agency 
for audits, investigations, inspections, or licensing purposes. These disclosures may be necessary 
for certain state and federal agencies to monitor the health care system, government programs, 
and compliance with civil rights laws. 
 
Lawsuits and Disputes  If you are involved in a lawsuit or a dispute, we may disclose health 
information about you in response to a court or administrative order. Subject to all applicable 
legal requirements, we may also disclose health information about you in response to a 
subpoena. 
 



  

Law Enforcement We may release health information if asked to do so by a law enforcement 
official in response to a court order, subpoena, warrant, summons or similar process, subject to 
all applicable legal requirements. 
 
Coroners, Health Examiners and Funeral Directors We may release health information to a 
coroner or health examiner. This may be necessary, for example, to identify a deceased person or 
determine the cause of death. 
 
Information Not Personally Identifiable We may use or disclose health information about you 
in a way that does not personally identify you or reveal who you are. 
 
Family and Friends We may disclose health information about you to your family members or 
friends if we obtain your verbal agreement to do so or if we give you an opportunity to object to 
such a disclosure and you do not raise an objection. We may also disclose health information to 
your family or friends if we can infer from the circumstances, based on our professional 
judgment that you would not object. For example, we may assume you agree to our disclosure of 
your personal health information to your spouse when you bring your spouse with you into the 
exam room during treatment or while treatment is discussed. 
 
In situations where you are not capable of giving consent (because you are not present or due to 
your incapacity or health emergency), we may, using our professional judgment, determine that a 
disclosure to your family member or friend is in your best interest. In that situation, we will 
disclose only health information relevant to the person's involvement in your care. For example, 
we may inform the person who accompanied you to the emergency room that you suffered a 
heart attack and provide updates on your progress and prognosis. We may also use our 
professional judgment and experience to make reasonable inferences that it is in your best 
interest to allow another person to act on your behalf to pick up, for example, filled prescriptions, 
health supplies, or X-rays. 
 
 
OTHER USES AND DISCLOSURES OF HEALTH INFORMATION 
 
We will not use or disclose your health information for any purpose other than those identified in 
the previous sections without your specific, written Authorization. We must obtain your 
Authorization separate from any Consent we may have obtained from you. If you give us 
Authorization to use or disclose health information about you, you may revoke that 
Authorization, in writing, at any time. If you revoke your Authorization, we will no longer use or 
disclose information about you for the reasons covered by your written Authorization, but we 
cannot take back any uses or disclosures already made with your permission. 
 
If we have HIV or substance abuse information about you, we cannot release that information 
without a special signed, written authorization (different than the Authorization and Consent 
mentioned above) from you. In order to disclose these types of records for purposes of treatment, 
payment or health care operations, we will have to have both your signed Consent and a special 
written Authorization that complies with the law governing HIV or substance abuse records. 
 



YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU 

You have the following rights regarding health information we maintain about you: 

Right to Inspect and Copy You have the right to inspect and copy your health information, 
such as health and billing records, that we use to make decisions about your care. You must 
submit a written request to Cooper Chiropractic & Wellness Center, LLC, in order to inspect 
and/or copy your health information. If you request a copy of the information, we may charge a 
fee for the costs of copying, mailing or other associated supplies. We may deny your request to 
inspect and/or copy in certain limited circumstances. If you are denied access to your health 
information, you may ask that the denial be reviewed. Should such a review be required be 
mandated by Federal or State law, we will select a licensed health care professional to review 
your request and our denial. The person conducting the review will not be the person who denied 
your request, and we will comply with the outcome of the review. 

Right to Amend Should you believe that your health information in our records are incorrect or 
incomplete, you may submit a request to amend the alleged incorrect or incomplete information. 
Such right to request an amendment is available as long as your health records are maintained by 
our clinic. 

To request an amendment, complete and submit a Health Record Amendment/Correction Form 
to Cooper Chiropractic & Wellness Center, LLC. We retain the right to deny your request for 
an amendment if it is not in writing or does not include a reason to support the request. In 
addition, we may deny your request if you ask us to amend information that: 

a) We did not create, unless the person or entity that created the information is no longer
available to make the amendment.

b) Is not part of the records maintained at our clinic.

c) You would not be permitted to inspect and copy.

d) Is accurate and complete.

Right to an Accounting of Disclosures You have the right to request an "accounting of 
disclosures." This is a list of the disclosures we made of health information about you for 
purposes other than treatment, payment and health care operations. To obtain this list, you must 
submit your request in writing to Cooper Chiropractic & Wellness Center, LLC.  It must 
state a time period, which may not be longer than six years from the date of this notice. Your 
request should indicate in what form you want the list (for example, on paper, electronically). 
We may charge you for the costs of providing the list. We will notify you of the cost involved 
and you may choose to withdraw or modify your request at that time before any costs are 
incurred. 



  

Right to Request Restrictions You have the right to request a restriction or limitation on the 
health information we use or disclose about you for treatment, payment or health care operations. 
You also have the right to request a limit on the health information we disclose about you to 
someone who is involved in your care or the payment for it, like a family member or friend. For 
example, you could ask that we not use or disclose information about a surgery you had. 
 
We are Not Required to Agree to Your Request If we agree, we will comply with your request 
unless the information is needed to provide you emergency treatment. 
 
To request restrictions, you may complete and submit the Request For Restriction On 
Use/Disclosure Of Health Information to Cooper Chiropractic & Wellness Center, LLC. 
 
Right to Request Confidential Communications You have the right to request that we 
communicate with you about health matters in a certain way or at a certain location. For 
example, you can ask that we only contact you at work or by mail. 
 
To request confidential communications, you may complete and submit the Request For 
Restriction On Use/Disclosure Of Health Information And/Or Confidential Communication to 
Cooper Chiropractic & Wellness Center, LLC.  We will not ask you the reason for your 
request. We will accommodate all reasonable requests. Your request must specify how or where 
you wish to be contacted. 
 
Right to a Paper Copy of This Notice You have the right to a paper copy of this notice. You 
may ask us to give you a copy of this notice at any time. Even if you have agreed to receive it 
electronically, you are still entitled to a paper copy. To obtain such a copy, contact Cooper 
Chiropractic & Wellness Center, LLC. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



THIS NOTICE IS SUBJECT TO CHANGE 

We reserve the right to change this notice, and to make the revised or changed notice effective 
for health information we already have about you as well as any information we receive in the 
future. We will post a summary of the current notice in the clinic with its effective date in the top 
right hand corner. You are entitled to a copy of the notice currently in effect. 

COMPLAINTS 

If you believe your privacy rights have been violated, you may file a complaint with our clinic or 
with the Secretary of the Department of Health and Human Services. To file a complaint with 
our clinic, contact Dr. Brandon Cooper, D.C.. You will not be penalized for filing a complaint. 

EFFECTIVE DATE OF THIS NOTICE 

Please note that the effective date of this notice shall be October 31, 2017 as mandated by 
Federal Law and subject to change. 



PATIENT ACKNOWLEDGEMENT OF 
RECEIPT OF NOTICE 

I hereby acknowledge receipt of the Notice of Privacy Practices for Cooper Chiropractic & 
Wellness Center, LLC regarding my health information.  I have been informed and understand 
the manner in which my health information shall be maintained, utilized and disclosed by Clinic 
and my respective rights contained there in.  I also understand that the Notice furnished to me is 
subject to change at any time.   I am aware that I may obtain a current copy of this Notice at any 
time by contacting Dr. Brandon Cooper, D.C. 

Cancellation/No Show Policy 
 

We understand there may be times when you miss an appointment due to an emergency or 
obligation to work or family.  However, we urge you to call 24-48 hours prior to your 
appointment to cancel or reschedule an appointment.

If you no show for an appointment you will be charged $50 for late cancellation/no show.

I have read and understand the above information, and I AGREE TO THE TERMS.

_____ Patient/Guarantors Initials

My signature herein below constitutes full acknowledgement that I have furnished a copy 
of the Notice of Privacy Practices for Cooper Chiropractic & Wellness Center, LLC. 

____________________________ 
      Date 

____________________________ 
      Date 

_______________________________________            
Patient Signature

_______________________________________           
Patient’s Legal Representative
if required 

If signed by patient’s legal representative, please state representative’s relationship to patient: 

_____________________________________________ 



Cooper Chiropractic & Wellness PLLC.    36 W. 44th Street, Suite 610 
www.cooperchiropractic.com     New York, NY 10036 
clinic.inquiries@gmail.com      PH: (646) 941-5061 
         FAX: (646) 941-5043 
 
 
 
 
 

HIPPA CONSENT AGREEMENT 
 
I understand that as part of my healthcare, Cooper Chiropractic and Wellness PLLC, originates 
and maintains health records describing my health history, symptoms, examination and test 
results, diagnoses, treatment, any plans for future care of treatment.  I understand that this 
information serves as: 

 A basis for planning my care and treatment. 
 A means of communication among the many health professionals who contribute to my 

care. 
 A source of information for applying my diagnosis and surgical information to my bill 
 A means by which a third-party payer can verify that services billed were actually 

provided. 
 And a toll for routine healthcare operations such as assessing quality and reviewing the 

competence of healthcare professionals. 
 
By signing this agreement, I understand and have been provided with Notice of Information 
Practices that provides a more complete description of information uses and disclosures.  I 
understand that I have the right to review the notice prior to signing this consent.  I understand 
that the organization reserves the right to change their notice and practice and prior to 
implementation will mail a copy of any revised notice to the address I have provided.  I 
understand that I have the right to object to the use of my health information for directory 
purposes.  I understand that I have the right to request restrictions as to how my health 
information may be used or disclosed to carry out treatment, payment, or healthcare 
operations and that, Cooper Chiropractic and Wellness PLLC., is not required to agree to the 
restrictions requested.  I understand that I may revoke this consent in writing, except to the 
extent that, Cooper Chiropractic and Wellness PLLC., has already taken action in reliance 
thereon. 
 
 
 
Signature:________________________________________  Date:________________________ 

 

http://www.cooperchiropractic.com
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