
 
VKP Medical, PLLC. 

920 Main Street, Niagara Falls, NY 14301 
5 Limestone Drive, Williamsville, NY 14221 

(P)  716. 686. 7816 (F) 978. 495. 9911 
 

PATIENT REGISTRATION FORM (Please Print) 

Today’s Date: Thank you for selecting VKP Medical, PLLC. 
 

PATIENT INFORMATION 

Patient’s Last Name:  First: Middle: Gender: Age: 

Patient’s Birth Date: Marital Status:                                               
 
S M D W SEP 

Social Security: Preferred Language: 

Street Address: Apt # City/Town: State: Zip Code: Home Phone Number: 

Mobile Phone Number:  
 

Work Phone Number: Email Address: Preferred Method of Contact: 
    Home      Mobile 
    Work       Email 
 

Name of Employer: Address: City/Town: State: Zip: 

SPOUSE INFORMATION  

Last Name: First: Contact Number: 

EMERGENCY CONTACT 
Name: Relationship to Patient: 

Primary Telephone Number: Secondary Telephone Number: 

REFERRAL SOURCE Primary Care Physician 

How did you learn about us?  Internet       Friend/Family      
Physician       Attorney        Other  

Primary Care Physician Name: 

Please list the name and number of the referral source: Street Address: 

City, State, Zip: 

Telephone Number: 

PHARMACY INFORMATION 
Name (Local):  Address: Telephone #: 

 
Fax#: 
 

Name (Mail Away): Address: Telephone #: Fax#: 

  HEALTH INSURANCE INFORMATION 

 Primary Insurance:   Patient’s Relationship to Insured: Self Spouse Child Other: 
Insurance Name: Group Number: 

ID Number: 

Insured’s Name (if not self, spouse or parent listed above): Birth Date: 

Secondary Insurance:  Patient’s Relationship to Insured: Self Spouse Child Other: 

Secondary Insurance Name:   Group Number: 
 
ID Number: 
 

Insured’s Name (if not self, spouse or parent listed above): 
 

Birth Date: 



  

        PATIENT/GUARDIAN SIGNATURE:   DATE:   /  / _____________ 

        IF GUARDIAN, PRINT RELATIONISHIP TO PATIENT: ______________________________________________________________________ 

SYMPTOM SPECIFICATIONS (Give only a brief description in one to two sentences) 

Please list your symptoms and complaints relating to your visit today: 
 
 
 
 
 
PATIENT REGISTRATION FORM CONTINUED (Please Print) 

MEDICAL TREATMENT HISTORY 

Are these symptoms related to an accident?          YES        NO 

Did you go to the hosptial?        YES        NO If yes, list hopsital name: 
 
Any X-Rays/MRI’s or testing performed? 
 
If yes, what type?  
 
 

Were you:          Out-Patient         In-Patient 

Have you seen any doctors for this inury and/or condition:  
    YES     NO 

Medication(s) Prescribed:  

NO FAULT MOTOR VEHICLE ACCIDENT  

Insurance Company Name: Insurance Phone Number: 

Policy Holder Name: Claim Representative: 

Claim #: Policy# 

Was the accident reported to the insurance company?     YES        NO                    

Was the accident reported to the police?       YES        NO             ( If yes, provider the front desk with a copy of the police report. ) 

Where you the:         Driver            Passenger         Pedestrian      

# of people in the Vehicle:  Where was the vehicle hit?      Front       Rear       Driver Side        Passenger Side   

Were you working at the time of accident?      YES        NO              

WORKERS COMPENSATION-WORK ACCIDENT  

Insurance Carrier: Employer Name & Address (at the time of accident)  

Claim/Carrier Case #: 

WCB #: 

Claim/Case Manager: Telephone Number: 

Was injury reported to your employer?      YES        NO              

Name & Phone number of Supervisor Reported to: 

Injury Specifications 

Date of Injury:  Accident occurred in:     City:                                                              State: 

Injury resulted from:     Motor Vehicle Accident        Work Accident              Other   
 
• If other please specify: 
Do you have an attorney representing you for this injury?        YES        NO              

Attorney Firm Name: Telephone Number: 

Did you miss any time at work as a result of the 
injury?       YES        NO              

1st Date Missed: Date of Return: 

 



 
 

VKP Medical, PLLC. 
920 Main Street, Niagara Falls, NY 14301 

5 Limestone Drive, Williamsville, NY 14221 
(P)  716. 686. 7816 (F) 978. 495. 9911 

 
New Patient Medical History Form  

 
Date:  _______________________________________ 
Patient Name: ________________________________ 
 

Date of Birth:  ________________________________ 
 

Chief Complaint 

Where is your pain located?  _______________________________________________________________________ 

Which is your worst pain?  _________________________________________________________________________  

How long have you had these symptoms?  ____________________________________________________________ 

   What is your pain level today (on a scale of 0-10)?  ______________________________________________________ 

Does your pain radiate? If so, where: _________________________________________________________________ 
 
What word best describes the frequency of your pain:  

 
Constant ☐          Intermittent ☐ 

 
What is the quality of your pain? Check all the following that describe your pain? 
Aching ☐ Burning ☐ Shooting ☐ 
Cramping ☐ Dull ☐ Sharp ☐  
 
Which of the following activities change the nature of your pain? 

 Aggravates Pain Relieves Pain Neither 
Sitting    
Standing    
Walking    
Bending Forward    
Lying on your side    
Lying on your back    
Lying on your stomach    
Rising from sitting    
Coughing/sneezing    
Driving    

*Now go back and CIRCLE the box to indicate the most aggravating and most relieving activities 
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Medical Treatment History: 

Are these symptoms related to an accident? Yes ______ No ______ Did you go to the hospital? Yes ______ No ______ 

Were you: Outpatient _____ In Patient ____ Name of Hospital: _____________________________________________ 

Were any X-rays/MRI/CT scan/EMG/NCS studies? 
________________________________________________________________________________________________ 

If yes, what type(s) were done, when were they done and at what facility? 

________________________________________________________________________________________________ 

Previous Treatment(s): 

Have you seen other pain management/physiatrists/surgeons for your current complaints? Yes _______ No _______ 

Please list in chronological order and explain what they did for you. 

Name: 
Date last seen:                            
Treatments Undergone:                                          
Why you stopped seeing them: 
 
Name: 
Date last seen:                            
Treatments Undergone:                                          
Why you stopped seeing them: 
 
Name: 
Date last seen:                            
Treatments Undergone:                                          
Why you stopped seeing them: 

 
Put a check next to each type of treatment you have had for your pain control in the past. Then check the column that best  
describes the effect of the treatment: 
 

Treatment Have had this Made Pain Better Made Pain Worse No Change in Pain 
Anti-inflammatory     
Muscle relaxants     
Narcotic pain medications     
Physical therapy     
Exercises     
Pool therapy     
Acupuncture     
Chiropractic Adjustments     
Trigger point injections     
Epidural injections     
Facet joint injections     
SI joint injections     
Spine surgery     
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Functional Status:  
 

As limited by your pain condition (please answer the following questions): 

1)How long can you drive? 0-5 
mins 

5-10 min 15 min 30 
min 

45 min 60 min  120+min  

2)How long can you sit? 0-5 
mins 

5-10 min 15 min 30 
min 

45 min 60 min  120+min  

3)How long can you stand? 0-5 
mins 

5-10 min 15 min 30 
min 

45 min 60 min  120+min  

4)How long can you walk? 0-5 
mins 

5-10 min 15 min 30 
min 

45 min 60 min  120+min  

5)How many hours of sleep do you get?  1-2 2-4 3-4 4-5 5-6 7+ 

Past Medical History:  
Mark the following conditions/diseases that you have been treated for in the past? 
General Medical  □          Emphysema/ COPD 

□ Pneumonia 
□ Tuberculosis 
□ Valley Fever 
 

□          Dialysis  
□ Kidney infection(s) 
□ Kidney Stones 
□ Urinary Incontinence 

□ Cancer - Type_____ 
□ Diabetes - Type_____ 
□ HIV/ AIDS 
 
 
Head/Eyes/Nose/Throat                              Gastrointestinal Hepatic  
□ Headaches 
□ Migraines 
□ Head Injury 
□ Hyperthyroidism 
□ Hypothyroidism 
□ Glaucoma 

□ Bowel Incontinence 
□ GERD (Acid Reflux) 
□ Gastrointestinal Bleeding 
□ Constipation 

□ Hepatitis A 
(active/ inactive/ unsure) 
□ Hepatitis B 
(active/ inactive/ unsure) 
□ Hepatitis C 
(active/ inactive/ unsure) 

Cardiovascular/ Hematologic Musculoskeletal Neuropsychological 
□ Anemia 
□ Bleeding Disorders 
□ Heart Attack 
□ High Blood Pressure 
□ High Cholesterol 
□ Mitral Valve Prolapse 
□ Murmur 
□ Phlebitis 
□ Poor Circulation 
□ Stroke 
□ Coronary Artery Disease 
□ Pacemaker/Defibrillator 

□ Amputation 
□ Bursitis 
□ Carpal Tunnel Syndrome 
□ Chronic Low Back Pain 
□ Chronic Neck Pain 
□ Chronic Joint Pain 
□ Fibromyalgia 
□ Joint Injury 
□ Osteoarthritis 
□ Osteoporosis 
□ Phantom Limb Pain 
□ Rheumatoid arthritis 
□ Tennis Elbow 
□ Vertebral Compression Fracture 

□ Alcohol Abuse 
□ Alzheimer Disease 
□ Bipolar Disorder 
□ Depression 
□ Epilepsy 
□ Prescription Drug Abuse 
□ Multiple Sclerosis 
□ Paralysis 
□ Peripheral Neuropathy 
□ Schizophrenia 
□ Seizures 
□ Reflex Sympathetic 
Dystrophy/CRPS                           
□ Other Diagnosed 
Conditions Respiratory Genitourinary/Nephrology 

□ Asthma 
□ Bronchitis 

□          Bladder infections(s) 
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Past Surgical History: 
Please indicate any surgical procedures you have had done in the past, including the date, type, and any 
pertinent details. 
 
Abdominal Surgery 

   
Joint Surgery 

□ Gallbladder removal___________________________ 
□ Appendectomy _______________________________ 
□ Other _______________________________________ 

□    Shoulder ___________________________________ 
□   Hip ________________________________________ 
□    Knee ______________________________________ 

 
Female Surgeries  

 
Spine I Back Surgery 

□ Caesarean section ____________________________ 
□ Hysterectomy________________________________ 
□ Laparoscopy _________________________________ 

□ Discectomy (levels) ___________________________ 
□ Laminectomy ________________________________ 
□ Spinal fusion (levels)___________________________ 

 
Heart Surgery 

 
Other Common Surgeries 

□   Valve replacement ___________________________ 
□   Aneurysm repair _____________________________ 
□   Stent placement _____________________________ 
□   Other ______________________________________ 

□ Hemorrhoid surgery ___________________________ 
□ Hernia repair _________________________________ 
□ Thyroidectomy _______________________________ 
□ Tonsillectomy ________________________________ 
□ Vascular surgery ______________________________ 

 
Please list any other surgeries and dates (attach an additional sheet if necessary) 
 
 □ I HAVE NEVER HAD ANY SURGICAL PROCEDURES DONE. 
 

Social History 
Are you capable of becoming pregnant?   □ Yes          □No   

 
Work Status:   □ Working Full Time     □ Part Time    □ Disabled    □ Unemployed   

 
Marital Status:   □ Married     □ Single     □ Divorced    □ Widowed 

 
Alcohol 
Use:  

□ Daily Limited Use 
□ History of Alcoholism  
□ Current Alcoholism 
□ Never Drinks Alcohol 
□ Drinks Alcohol Socially  

Tobacco 
Use:  

□ Current Tobacco User 
Packs per day __________  
How many years smoker __________________ 
□ Former Tobacco User 
□ Has Never used Tobacco 

 
Illegal Drug 
Use: 

□ Denies Any Illegal Drug Use □ Currently Using Illegal Drugs 
Which:______________________________________ 

□ Currently uses Marijuana □ Currently Using Someone Else’s Prescription 
Medications 

□ Formerly Used Illegal Drugs (not currently using) Which:_______________________________ 
 
Have you ever abused alcohol, narcotic or prescription medications? □ Yes          □No   
If yes which one? _________________________________________________________________________________ 
Have you ever completed a detoxification program for either opioid or alcohol abuse? □ Yes          □No   
If yes, where and when: ___________________________________________________________________________ 
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Family History 
Mark all appropriate diagnoses as they pertain to your biological MOTHER AND FATHER only. 
 

 
Other medical problems: ___________________________________________________________________________ 
 
□ I HAVE NO SIGNIFICANT FAMILY MEDICAL HISTORY □ I AM ADOPTED (No Medical History Available). 
 

Allergies  
Do you have any known drug allergies? □     Yes     □     No 
If so, please list all medications you are allergic to. 
 
Medication Name  

 
Allergic Reaction Type 

________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
Topical Allergies:    □ Iodine □ Latex     □   Tape  Are you allergic to shellfish?  □     Yes     □     No 
 

Current Medications  
Please indicate which (if any) of the following blood-thinners you are taking: 
 
□ Aggrenox     □ Coumadin / Warfarin     □ Efferent      □ Lovenox     □ Plavix     □ Pletal      □ Pradaxa    
□ Prasugrel     □ Ticlid     □ Other ___________________________________________________________________ 
 
Please list all medications you are currently taking. Attach an additional sheet, if required. 

Medication Name Dose Frequency 
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Review of Systems: 
Mark the following symptoms that you currently suffer from.  
Constitutional: □ All Negative  Eyes: □ All Negative Cardiovascular □ All Negative 
□ Denies Excessive Seating  
□ Insomnia 
□ Unexplained Weight loss 
□ Fatigue 
□ Weakness 
 

□ Denies Visual Changes □ Denies Chest Pain  
□ Edema 
□ High Blood Pressure 
□ irregular pulse and palpitations 
  
 

Gastrointestinal: □ All Negative Ears/ Nose/Throat/Neck: 
 □ All Negative 

Respiratory:  □ All Negative 

□ Denies abdominal pain 
□ Indigestion   
□ stomach ulcers 
□ bowel incontinence 
    

□          Denies difficulty swallowing  
□          Sore throat 
□          Ringing in in ears  
 

□ Denies chronic cough  
□ Shortness of Breath  
 

Skin: □ All Negative Musculoskeletal: □ All Negative Genitourinary: □ All Negative 
□ Denies skin, hair and nail 
symptoms  

□ Denies Joint pain 
 

□ Denies difficulty voiding 
 

Neurological: □ All Negative Psychiatric: □ All Negative 

□ Headaches 
 

□Depressed Mood 
□ Suicidal Thoughts 
 

 

Patients Signature: ________________________________________________________________________________ 
 
Date:  ___________________________________________________________________________________________ 
 
 



                               OCA Official Form No.: 960 
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA 

[This form has been approved by the New York State Department of Health] 
 

Patient Name Date of Birth Social Security Number  

Patient Address 

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form: 
In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 
(HIPAA),   I understand that: 
1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH 
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on 
the appropriate line in Item 9(a).  In the event the health information described below includes any of these types of information, and I 
initial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8. 
2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is 
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law.  I 
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization.  If 
I experience discrimination because of the release or disclosure of HIV-related information, I may contact the New York State Division 
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450.  These agencies are 
responsible for protecting my rights. 
3. I have the right to revoke this authorization at any time by writing to the health care provider listed below.  I understand that I may 
revoke this authorization except to the extent that action has already been taken based on this authorization. 
4. I understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for 
benefits will not be conditioned upon my authorization of this disclosure.  
5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this 
redisclosure may no longer be protected by federal or state law. 
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL 
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b). 
7. Name and address of health provider or entity to release this information: 

8. Name and address of person(s) or category of person to whom th is information will be sent: 
 
9(a).  Specific information to be released: 
        q Medical Record from (insert date) ___________________ to (insert date) ___________________  
        q Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films, 
             referrals, consults, billing records, insurance records, and records sent to you by other health care providers.  
        q Other:  __________________________________                                              Include: (Indicate by Initialing) 

                        __________________________________                                               ________ Alcohol/Drug Treatment 
                                                                                                                                        ________ Mental Health Information 
Authorization to Discuss Health Information                                                                ________ HIV-Related Information 

 (b) q By initialing here ____________ I authorize ________________________________________________________________ 
                                                    Initials                                                             Name of individual health care provider 

         to discuss my health information with my attorney, or a governmental agency, listed here: 
         ______________________________________________________________________________________________________ 
                                                                      (Attorney/Firm Name or Governmental Agency Name) 
10.  Reason for release of information: 
       q At request of individual 
       q Other: 

11.  Date or event on which this authorization will expire: 
 

12.  If not the patient, name of person signing form: 13.  Authority to sign on behalf of patient: 

All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a 
copy of the form.   
 
  ______________________________________________  Date: _____________________________ 
   Signature of patient or representative authorized by law.   

 *   Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could 
identify someone as having HIV symptoms or infection and information regarding a person’s contacts. 



VKP Medical, PLLC. 
920 Main Street, Niagara Falls, NY 14301 

5 Limestone Drive, Williamsville, NY 14221 
(P)  716. 686. 7816 (F) 978. 495. 9911 

 
 

AUTHORIZATION TO RELEASE INFORMATION 
 
 
 

I authorize and instruct my insurance carrier, _____________________________________, to 

provide all information requested by VKP Medical, PLLC.  including but not limited to state of 

origin of policy, deductible/co payment information and/or policy maximum information and to 

verify benefit eligibility, pre-certify procedures, and predetermine benefits as necessary under 

this policy. 

 
 
Patient Name (printed): _________________________________________________________ 
 
 
Patient Signature: _____________________________________________________________ 
 
 
Date: ________________________________________________________________________ 







Employee Claim 
State of New York - Workers' Compensation Board 

THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE 
WITH DISABILITIES WITHOUT DISCRIMINATION

C-3

Number and Street                                                           City                                                                                            State                        Zip Code

B.  YOUR EMPLOYER(S)
1. Employer when injured:

3. Your work address:

6. List names/addresses of any other employer(s) at the time of your injury/illness:

7. Did you lose time from work at the other employment(s) as a result of your injury/illness? NoYes

Female

A.  YOUR INFORMATION (Employee)
1. Name:

3. Mailing address:

4. Social Security Number: 6. Gender: Male

C.  YOUR JOB on the date of the injury or illness
1. What was your job title or description?

 2. What types of activities did you normally perform at work?_________________________________________________________________ 

 3. Was your job? (check one) Full Time Part Time Seasonal Volunteer   Other:____________________

4. What was your gross pay (before taxes) per pay period? 5. How often were you paid?

Yes 6. Did you receive lodging or tips in addition to your pay?  If yes, describe:No

D.  YOUR INJURY OR ILLNESS

3. Where did the injury/illness happen? (e.g., 1 Main Street, Pottersville, at the front door)

 If no, why were you at this location? NoYes 4. Was this your usual work location?

5. What were you doing when you were injured or became ill? (e.g., unloading a truck, typing a report) _______________________________

WCB Case Number (if you know it):

                                Fill out this form to apply for workers' compensation benefits because of a work injury
                                or work-related illness.Type or print neatly.  This form may also be filled out on-line at www.wcb.ny.gov.

Number and Street/PO Box/Apartment No.                                                         City                                                                                      State                        Zip Code

7. Will you need a translator if you have to attend a Board hearing? Yes No If yes, for what language?

6. How did the injury/illness happen? (e.g., I tripped over a pipe and fell on the floor) 

 7. Explain fully the nature of your injury/illness; list body parts affected (e.g., twisted left ankle and cut to forehead):______________________

        First                                                   MI                                                             Last

5. Your supervisor's name:

2. Date of Birth: ______/______/______

5. Phone Number: (_____)_______________

2. Phone Number: (_____)_______________

4. Date you were hired: _____/_____/_____

1. Date of injury or date of onset of illness: ______/______/______ AM PM2. Time of injury: 

          www.wcb.ny.govC-3.0 (1-11)  Page 1 of 2
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No

No

D.  YOUR INJURY OR ILLNESS continued
If yes, what? NoYes 8. Was an object (e.g., forklift, hammer, acid) involved in the injury/illness?

 9. Was the injury the result of the use or operation of a licensed motor vehicle?
 If yes, your vehicle employer's vehicle other vehicle License plate number (if known):

 If your vehicle was involved, give name and address of your motor vehicle insurance carrier:

 10. Have you given your employer (or supervisor) notice of injury/illness?

in writingorally   If yes, notice was given to: ____________________________________

11. Did anyone see your injury happen? If yes, list names:________________________________________

F.  MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
  None received (skip to question F-5)

3. Where did you receive your first off site medical treatment for your injury/illness?  none received 
Doctor's office

Emergency Room
Clinic/Hospital/Urgent Care Hospital Stay over 24 hours 

 Name and address where you were first treated:

4. Are you still being treated for this injury/illness? 
Give the name and address of the doctor(s) treating you for this injury/illness:

5. Do you remember having another injury to the same body part or a similar illness? 

6. Was the previous injury/illness work related?
 If yes, were you working for the same employer that you work for now?

NoYes

NoYes

Yes

NoYes

No Yes

NoYes
Yes

An individual may sign on behalf of the employee only if he or she is legally authorized to do so and the employee is a minor, mentally incompetent or incapacitated. 

I am hereby making a claim for benefits under the Workers' Compensation Law.  My signature affirms that the information I am providing is true 
and accurate to the best of my knowledge and belief. 

Employee's Signature: Print Name:
On behalf of Employee: Print Name:

If yes, were you treated by a doctor? NoYes    If yes, provide the names and addresses of the doctor(s) who treated 
 you and COMPLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORM:

Any person who knowingly and with INTENT TO DEFRAUD presents, causes to be presented, or prepares with knowledge or belief that it 
will be presented to, or by an insurer, or self-insurer, any information containing any FALSE MATERIAL STATEMENT or conceals any 
material fact, SHALL BE GUILTY OF A CRIME and subject to substantial FINES AND IMPRISONMENT.

YOUR NAME:________________________________________________ DATE OF INJURY/ILLNESS: ______/______/______

Date notice given: _____/_____/_____

limited duty

E.  RETURN TO WORK
1. Did you stop work because of your injury/illness?

2. Have you returned to work? regular duty

3. If you have returned to work, who are you working for now? Same employer New employer Self employed

4. What is your gross pay (before taxes) per pay period? How often are you paid?

NoYes

NoYes

, on what date? _____/_____/_____                     , skip to Section F.

If yes, on what date? _____/_____/_____

Date: _____/_____/_____

Date: _____/_____/_____

1. What was the date of your first treatment? ______/______/______
2. Were you treated on site? Yes No

Phone Number: (_____)_______________

Phone Number: (_____)_______________

Unknown

First                                           MI                                                    Last

C-3.0 (1-11)  Page 2 of 2

I certify to the best of my knowledge, information and belief, formed after an inquiry reasonable under the circumstances, that the allegations and other factual 
matters asserted above have evidentiary support, or are likely to have evidentiary support after a reasonable opportunity for further investigations or discovery.

Signature of Attorney/Representative (if any):

Print Name: Title: 

ID No., if any:  R

Date: _______/_______/_______

If Licensed Representative, License No.: Expiration Date: _______/_______/_______



      www.wcb.ny.govC-3.3 (12-09)

 Limited Release of Health Information
(HIPAA)

State of New York - Workers' Compensation Board
C-3.3

WCB Case No. (if you know it):___________________________
To Claimant:  If you received treatment for a previous injury to the same body part or for an illness similar to the one described in your current
Claim, fill out this form. This form allows the health care providers you list below to release health care information about your previous injury/
illness to your employer's workers' compensation insurer. The federal HIPAA law (Health Insurance Portability and Accountability Act of 1996)
says you have a right to get a copy of this form. If you do not understand this form, talk to your legal representative. If you do not have a legal
representative, the Advocate for Injured Workers at the Workers' Compensation Board can help you. Call: 800-580-6665.

To Health Care Provider: A copy of this HIPAA-compliant release allows you to disclose health information. If you send records to the
employer's workers' compensation insurer in response to this release, also mail copies to the Claimant's legal representative. (If no legal
representative is listed below, send copies to the Claimant.) Health care providers who release records must follow New York state law and
HIPAA.

This release is:
Voluntary. Your health care provider(s) must give you the same care,
payment terms, and benefits, whether you sign this form or not.
Limited. It gives your health care provider(s) permission to release only
those health records that are related to the previous illness/condition you
describe below.
Temporary. It ends when your current claim for compensation is established
or disallowed and all appeals are exhausted.
Revocable. You can cancel this release at any time. To cancel, send a letter
to the health care provider(s) listed on this form. Also, send a copy of your
letter to your employer's workers' compensation insurer and the Workers'
Compensation Board. Note: You may not cancel this release with respect to
medical records already provided.

    For records only. It gives your health care provider(s) listed on this form
permission to send copies of your health care records to your employer's
workers' compensation insurer.

This form does NOT allow your health care provider(s)
to release the following types of information:

 HIV-related information

 Psychotherapy notes

 Alcohol/Drug treatment

Mental Health treatment (unless you check below)

Verbal information (your health care providers may
not discuss your health care information with anyone)

 Any medical records released will become part of your workers' compensation file and are confidential under the Workers' Compensation Law.
A.  YOUR INFORMATION (Claimant)
      1. Name:__________________________________________________________________ 2. Social Security Number:______-_____-______
      3. Mailing Address: _________________________________________________________________________________________________
      4. Date of Birth: ______/______/______    5. Date of the current injury/illness: ______/_______/_______
      6. Current injury/illness, including all body parts injured:_____________________________________________________________________
           ______________________________________________________________________________________________________________
      7.  Your legal representative's name and address (if any):___________________________________________________________________
            ______________________________________________________________________________________________________________
            Check here if you allow your health care provider(s) to release mental health care information.

B.  YOUR HEALTH CARE PROVIDER(S) (List all health care providers who treated you for a previous injury to the same body part or similar
illness.  If more than 2 providers attach their contact information to this form.)

     1.  Provider:__________________________________________________________________ 2. Phone Number: (______)_______________
      3.  Mailing Address: _________________________________________________________________________________________________
      4.  Other provider (if any):_______________________________________________________ 5. Phone Number: (______)_______________
      6.  Mailing Address:_________________________________________________________________________________________________
C.  READ AND SIGN BELOW.  I hereby request that the health care provider(s) listed above give my employer's workers' compensation

insurer copies of all health records related to any previous injury/illness, to all body parts, described above.

           ____________________________________________________________________________________________________________

             If the claimant is unable to sign, the person signing on his/her behalf must fill out and sign below:

           ______________________________________________________________________________________________________________

Claimant's signature (ink only -- use blue ballpoint pen, if possible.)                                                                                  Date

Your name                                   Relationship to Claimant                    Signature (ink only -- use blue ballpoint pen, if possible.)             Date

Versión en español al reverso de la forma.
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WCB Case No. (if you know it) (Número de caso WCB [si lo sabe])

 Divulgación limitada de información sobre la salud
(HIPAA)

 Estado de NuevaYork - Junta de Compensación Obrera (WCB)
C-3.3

Al reclamante:  Si usted recibió tratamiento por una lesión anterior en la misma parte del cuerpo o por una enfermedad similar a la que motiva
ahora su reclamación, complete este formulario. Este formulario les permite a los proveedores de salud que usted señala a continuación divulgar
a la compañía de seguros de compensación obrera de su empleador la información sobre su salud relacionada con su lesión/enfermedad
anterior. La Ley federal HIPAA (Ley de portabilidad y responsabilidad del seguro de salud de 1996) establece que usted tiene derecho a recibir
una copia de este formulario. Si no comprende este formulario, hable con su representante legal. Si no tiene un representante legal, el
Representante de los obreros lesionados de la Junta de Compensación Obrera puede ayudarlo. Llame al 800-580-6665.
Al proveedor de salud: Una copia de esta divulgación, redactada según lo que establece la ley HIPAA, le permite divulgar información sobre la
salud. Si envía los registros al asegurador de compensación obrera del empleador en respuesta a la presente divulgación, también debe enviar
por correo copias al representante legal del reclamante. (Si a continuación no se especifica un representante legal, envíe las copias al
reclamante). Los proveedores de salud que divulgan los registros deben cumplir con las leyes del estado de Nueva York y la HIPAA.

Esta divulgación es:
Voluntaria. Su(s) proveedor(es) de salud deben otorgarle la misma
atención, condiciones de pago y beneficios, independientemente de que
usted firme este formulario o no.
Limitada. Le otorga a su(s) proveedor(es) de salud permiso para divulgar
únicamente los registros médicos que se relacionen con la enfermedad/
afección anterior que usted describe a continuación.
Temporal. Termina cuando se otorgue o desestime su actual reclamación
de compensación y se hayan agotado todas las apelaciones.
Revocable. Usted puede cancelar esta divulgación en cualquier momento.
Para hacerlo, envíe una carta al (a los) proveedor(es) de salud que se
indican en este formulario. Además, envíe una copia de su carta a la
compañía de seguros de compensación obrera de su empleador y a la Junta
de Compensación Obrera. Nota: No podrá cancelar esta divulgación en lo
que se refiere a registros médicos que ya se hayan provisto.

    Solamente para registros. Le otorga a su(s) proveedor(es) de salud que se
indica(n) en este formulario permiso para enviar copias de sus registros de
salud a la compañía de seguros de compensación obrera de su empleador.

Este formulario NO autoriza a su(s) proveedor(es) de
salud a divulgar los siguientes tipos de información:

 Información relacionada con el VIH

 Notas de terapia psicológica

 Tratamientos por abuso de alcohol o drogas

Tratamiento de salud mental (a menos que usted lo
indique a continuación)

Información verbal (sus doctores no pueden hablar
con nadie sobre su información de salud)

Los registros médicos divulgados se incorporarán a su expediente de compensación obrera y son confidenciales conforme a la
Ley de compensación obrera.

A.  YOUR INFORMATION (Claimant)   INFORMACIÓN PERSONAL (Reclamante)
      1. Name (Nombre)                                                           2. Social Security Number (Número de seguro social)
      3. Mailing Address (Dirección postal)
      4. Date of Birth (Fecha de nacimiento)                            5. Date of the current injury/illness (Fecha de la lesión/enfermedad actual)
      6. Current injury/illness, including all body parts injured (Descripción de la lesión/enfermedad actual, incluyendo todas las partes del
          cuerpo lesionadas)
      7.  Your legal representative's name and address (if any)  (Nombre y dirección de su representante legal [si corresponde])
          Check here if you allow your health provider(s) to release mental health care information.  (Marque aquí si autoriza a su(s) proveedor(es) de
          salud a divulgar información sobre tratamientos de salud mental.)
B.  YOUR HEALTH CARE PROVIDERS (List all health care providers who treated you for a previous injury to the same body part or similar

illness.  If more than 2 providers, attach their contact information to this form.
       SU(S) PROVEEDOR(ES) DE SALUD (Enumere todos los proveedores de salud que le han tratado por lesiones previas a las mismas

areas del cuerpo ó por enfermedades semejantes.Si son más de 2 proveedores, adjunte su información de contacto a este formulario.)
      1.  Provider (Proveedor de salud)                      2. Phone Number (No de teléfono)
      3.  Mailing Address (Dirección postal)
      4.  Other provider (if any) (Otro proveedor [si corresponde])          5. Phone Number (No de teléfono)
      6.  Mailing Adress (Dirección postal)
C. READ AND SIGN BELOW  I hereby request that the health care provider(s) listed above give my employer's workers' compensation

insurer copies of all health records related to any previous injury/illness, to all body parts, described above.  LEA Y FIRME A
CONTINUACIÓN.  Por la presente solicito que los proveedores de salud aquí enumerados le provean al asegurador de compensación
obrera de mi patrono copias de todos los records médicos relacionados a cualquier lesión/enfermedad aquí enumeradas.

      If the claimant is unable to sign, the person signing on his/her behalf must fill out and sign below:  (Si el reclamante no puede firmar, la
persona que firme el formulario en su nombre y representación debe llenar y firmar a continuación)

Claimant's signature (Firma del reclamante ) use solo tinta - preferiblemente azul                                                Date (Fecha)

Your name (Su nombre)        Relationship to Claimant (Relación con el reclamante)                   Signature(Firma)                   Date(Fecha)

CONTESTA LAS SIGUIENTES PREGUNTAS, EN INGLÉS SI ES POSIBLE, EN LOS ESPACIOS PROVISTOS Y FIRMA
AL FRENTE DE LA FORMA.

 xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

 xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
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Instructions for Completing Employee Claim (Form C-3) 
 
Please complete this form and send it to the Workers' Compensation Board centralized mailing address listed at the end of these 
instructions. If you need additional help completing this form, contact the Workers' Compensation Board at 1-877-632-4996. You 
may also fill this form out online at wcb.ny.gov. If you do not have or know your Workers' Compensation Board Case Number, 
please leave this field blank. It is not required to process your claim. Remember to enter your name and the date of your 
injury/illness on the top of page two. 
 
Section A - Your Information (Employee): 
In Section A, enter your name, address and other requested information.  
Note on Item 7: Board hearings are conducted in English. If you need a translator, select Yes and indicate the language needed.  
 

Notification Pursuant to the New York Personal Privacy Protection Law 
(Public Officers Law Article 6-A) and the Federal Privacy Act of 1974 (5 U.S.C. § 552a).  
 
The Workers' Compensation Board's (Board’s) authority to request that claimants provide personal information, including their 
social security number, is derived from the Board’s investigatory authority under  Workers' Compensation Law (WCL) § 20, and 
its administrative authority under WCL § 142. This information is collected to assist the Board in investigating and administering 
claims in the most expedient manner possible and to help it maintain accurate claim records.  Providing your social security 
number to the Board is voluntary. There is no penalty for failure to provide your social security number on this form; it will not 
result in a denial of your claim or a reduction in benefits.  The Board will protect the confidentiality of all personal information in 
its possession, disclosing it only in furtherance of its official duties and in accordance with applicable state and federal law.   

Section B - Your Employer(s): 
In Section B, enter the name, address, phone number and other information of the employer you were working for at the time of the 
injury/illness.  
Note: Your employer is the company or agency that issues your paycheck. If you are a contractor at a work site or office, the 
staffing agency or vendor who hired you is your employer, not the work site or office where you report to work.  
 
Section C - Your Job on the Date of the Injury or Illness: 
In Section C, enter your job title, work activities and pay information. 
 
Section D - Your Injury or Illness: 
In Section D, enter your injury or illness information. 
Item 1: Enter the date you were injured or the first date you noticed you became ill.  
If this is an illness or occupational disease, skip item 2. The date you were injured must be in month/day/year format. The year 
should be written as four digits, e.g., 2015.  
Item 2: Enter the time when the injury occurred. Check whether it was AM or PM. 
Item 3: Indicate the location where the injury/illness occurred, including the address of the building and the physical location in the 
building where the injury/illness happened. 
Item 4: Check whether this was your normal work location. If it was not, explain why you were at this location. 
Item 5: Describe in detail what you were doing at the time of the injury/illness (e.g., unloading boxes from a truck by hand). 
This explains the events leading up to the injury. 
Item 6: Describe in detail how the injury/illness occurred (e.g., I was lifting a heavy box off a truck). This should include all people 
and events involved in the injury/illness. 
Item 7: Indicate fully the nature and extent of your injury/illness, including all body parts injured. Be as specific as possible (e.g., I 
strained my back trying to lift a heavy box. It hurts to bend over or hold even lighter objects now). 
Item 8: Indicate if some object was involved in the accident other than a licensed motor vehicle. Other objects may include a tool 
(e.g., hammer), a chemical (e.g., acid), machinery (e.g., forklift or drill press), etc. 
Item 9: Indicate if a licensed motor vehicle was involved in the accident. If so, check if the motor vehicle involved was yours, your 
employer's, or a third party's. Include the license plate number (if known). If your vehicle was involved, fill out the name and address 
of your automobile liability insurance carrier. 
Item 10: Check if you gave your employer or supervisor notice of your injury or illness. If so, indicate who you gave notice to as well 
as if it was orally or in writing. Include the date you gave notice. 
Item 11: Check if anyone else saw the injury happen. If anyone did see it, include their name(s). 
 
Section E - Return to Work: 
Item 1: If you stopped working as a result of your work-related injury/illness, check Yes and indicate the date you stopped working. 
If you have not stopped working, check No and skip to the next section. 
Item 2: If you have since returned to work, check Yes. Also indicate on what date you started working again, as well as if you have 
returned to your Normal Duties or if you are on Limited or Restricted Duty. (If you have not returned to your full pre-injury or illness 
work duties, then you are on Limited Duty.) 
Item 3: If you have returned to work, indicate who you are working for now. 
Item 4: Enter your gross pay (before tax pay) per pay period for the job you are working at now. Indicate how often you are 
receiving a paycheck (weekly, bi-weekly, etc.). 
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Section F - Medical Treatment for This Injury or Illness: 
Item 1: If you did not receive medical treatment for this injury/illness, check None Received and skip to item 5. Otherwise, enter the 
date you first received treatment for this injury/illness and complete the rest of this section. 
Item 2: Check if you were first treated on the job for this injury or illness. 
Item 3: Check the location where you first received off site medical treatment for your injury or illness. Include the name and 
address of the facility as well as the phone number (including area code). 
Item 4: If you are still receiving ongoing treatment for the same injury or illness, check Yes and indicate the name and address of 
the doctor(s) providing treatment as well as the phone number (including area code); otherwise, check No. 
Item 5: If you believe you already had an injury to the same body part or a similar illness, check Yes and indicate if you were treated 
by a doctor for this injury or illness. If you were treated by a doctor, indicate the name(s) and address(es) of the doctor(s) whom 
provided care and complete and file Form C-3.3 together with this form. 
Item 6: If you had a previous injury or illness, check if your previous injury or illness was work-related. If Yes, check if the injury or 
illness happened while working for your current employer. 
 
Sign Form C-3 in the place provided for Employee's Signature on page 2, print your name, and enter the date you signed the form. 
If a third-party is signing on behalf of the employee, that person should sign on the second signature line. If you have legal 
representation, your representative must complete and sign the attorney/representative's certification section on the 
bottom of page 2. 
 
What Every Worker Should Do in Case of On-The-Job Injury or Occupational Disease: 
1. Immediately tell your employer or supervisor when, where and how you were injured. 
2. Secure medical care immediately. 
3. Tell your doctor to file medical reports with the Board and with your employer or its insurance carrier. 
4. Make out this claim for compensation and send it to the nearest Workers' Compensation Board Office. (See below.) Failure to file 
within two years after the date of injury may result in your claim being denied. If you need help in completing this form, telephone or 
visit the nearest Workers' Compensation Board Office listed below. 
5. Go to all hearings when notified to appear. 
6. Go back to work as soon as you are able; compensation is never as high as your wage. 
 
Your Rights: 
1. Generally, you are entitled to be treated by a doctor of your choice, provided he/she is authorized by the Board. If your employer 
is involved in a preferred provider organization (PPO) arrangement, you must obtain initial treatment from the preferred provider 
organization which has been designated to provide health care services for workers' compensation injuries. 
2. DO NOT pay your doctor or hospital. Their bills will be paid by the insurance carrier if your case is not disputed. If your case is 
disputed, the doctor or hospital must wait for payment until the Board decides your case. In the event you fail to prosecute your case 
or the Board decides against you, you will have to pay the doctor or hospital. 
3. You are also entitled to be reimbursed for drugs, crutches, or any apparatus properly prescribed by your doctor and for carfares 
or other necessary expenses going to and from your doctor's office or the hospital. (Get receipts for such expenses.) 
4. You are entitled to compensation if your injury keeps you from work for more than seven days, compels you to work at lower 
wages, or results in permanent disability to any part of your body. 
5. Compensation is payable directly and without waiting for an award, except when the claim is disputed. 
6. Injured workers or dependents of deceased workers may represent themselves in matters before the Board or may retain an 
attorney or licensed representative to represent them. If an attorney or licensed representative is retained, his/her fee for legal 
services will be reviewed by the Board and if approved will be paid by the employer or insurance company out of any compensation 
benefits due. Injured workers or dependents of deceased workers should not directly pay anything to the attorney or licensed 
representative representing them in a compensation case. 
7. If you need help returning to work, or with family or financial problems because of your injury, contact the Workers' Compensation 
Board office nearest you and ask for a rehabilitation counselor or social worker. 
 
This form should be filed by sending directly to the address listed below: 
New York State Workers' Compensation Board 
Centralized Mailing 
PO Box 5205 
Binghamton, NY 13902-5205 
 
Customer Service Toll-Free Number: 877-632-4996 
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 Limited Release of Health Information
(HIPAA)

State of New York - Workers' Compensation Board
C-3.3

WCB Case No. (if you know it):___________________________
To Claimant:  If you received treatment for a previous injury to the same body part or for an illness similar to the one described in your current
Claim, fill out this form. This form allows the health care providers you list below to release health care information about your previous injury/
illness to your employer's workers' compensation insurer. The federal HIPAA law (Health Insurance Portability and Accountability Act of 1996)
says you have a right to get a copy of this form. If you do not understand this form, talk to your legal representative. If you do not have a legal
representative, the Advocate for Injured Workers at the Workers' Compensation Board can help you. Call: 800-580-6665.

To Health Care Provider: A copy of this HIPAA-compliant release allows you to disclose health information. If you send records to the
employer's workers' compensation insurer in response to this release, also mail copies to the Claimant's legal representative. (If no legal
representative is listed below, send copies to the Claimant.) Health care providers who release records must follow New York state law and
HIPAA.

This release is:
Voluntary. Your health care provider(s) must give you the same care,
payment terms, and benefits, whether you sign this form or not.
Limited. It gives your health care provider(s) permission to release only
those health records that are related to the previous illness/condition you
describe below.
Temporary. It ends when your current claim for compensation is established
or disallowed and all appeals are exhausted.
Revocable. You can cancel this release at any time. To cancel, send a letter
to the health care provider(s) listed on this form. Also, send a copy of your
letter to your employer's workers' compensation insurer and the Workers'
Compensation Board. Note: You may not cancel this release with respect to
medical records already provided.

    For records only. It gives your health care provider(s) listed on this form
permission to send copies of your health care records to your employer's
workers' compensation insurer.

This form does NOT allow your health care provider(s)
to release the following types of information:

 HIV-related information

 Psychotherapy notes

 Alcohol/Drug treatment

Mental Health treatment (unless you check below)

Verbal information (your health care providers may
not discuss your health care information with anyone)

 Any medical records released will become part of your workers' compensation file and are confidential under the Workers' Compensation Law.
A.  YOUR INFORMATION (Claimant)
      1. Name:__________________________________________________________________ 2. Social Security Number:______-_____-______
      3. Mailing Address: _________________________________________________________________________________________________
      4. Date of Birth: ______/______/______    5. Date of the current injury/illness: ______/_______/_______
      6. Current injury/illness, including all body parts injured:_____________________________________________________________________
           ______________________________________________________________________________________________________________
      7.  Your legal representative's name and address (if any):___________________________________________________________________
            ______________________________________________________________________________________________________________
            Check here if you allow your health care provider(s) to release mental health care information.

B.  YOUR HEALTH CARE PROVIDER(S) (List all health care providers who treated you for a previous injury to the same body part or similar
illness.  If more than 2 providers attach their contact information to this form.)

     1.  Provider:__________________________________________________________________ 2. Phone Number: (______)_______________
      3.  Mailing Address: _________________________________________________________________________________________________
      4.  Other provider (if any):_______________________________________________________ 5. Phone Number: (______)_______________
      6.  Mailing Address:_________________________________________________________________________________________________
C.  READ AND SIGN BELOW.  I hereby request that the health care provider(s) listed above give my employer's workers' compensation

insurer copies of all health records related to any previous injury/illness, to all body parts, described above.

           ____________________________________________________________________________________________________________

             If the claimant is unable to sign, the person signing on his/her behalf must fill out and sign below:

           ______________________________________________________________________________________________________________

Claimant's signature (ink only -- use blue ballpoint pen, if possible.)                                                                                  Date

Your name                                   Relationship to Claimant                    Signature (ink only -- use blue ballpoint pen, if possible.)             Date

Versión en español al reverso de la forma.



TO THE HEALTH CARE PROVIDER
This notice is meant to advise the workers' compensation claimant that he/she may be responsible for payment. Failure of the claimant to
sign this form does not relieve the provider of the obligation to treat the claimant, nor does it negate the claimant's responsibility for
payment.
Keep the original of this form for your records and give a copy to the claimant. Do not file with the Workers' Compensation Board. You
will receive Notices of Decisions in which the compensability of a claim, authorization of treatment, or payment of medical bills is included.
You will also be notified if the claimant submits a Section 32 Agreement with the Board for approval. Do not bill the claimant unless and
until you receive a Board decision finding that 1) claimant failed to prosecute the claim, or 2) the claim is denied, or 3) the treatment is not
causally related to the work injury, or 4) a Section 32 agreement relieving the carrier of liability for medical treatment is approved.

NOTICE THAT YOU MAY BE RESPONSIBLE FOR MEDICAL COSTS IN THE EVENT OF
FAILURE TO PROSECUTE, OR IF COMPENSATION CLAIM IS DISALLOWED,  OR IF

AGREEMENT PURSUANT TO WCL §32 IS APPROVED

A-9 (1-07) NY-WCB

TO THE CLAIMANT
Workers' Compensation Board Regulation 325-1.23 permits your doctor or therapist to request that you sign this A-9 notice. By signing this
notice, you acknowledge your obligation to pay the provider's fees for the services you receive if it turns out that such fees are not legally
required to be paid by your employer or its workers' compensation insurance carrier and if such fees are not covered by other insurance.
The employer or carrier may not be required to pay the doctor's fees if, for example, you fail to file a claim for workers' compensation, or fail
to notify your employer of your injury or illness, or fail to attend a Board hearing if your employer challenges your right to benefits. Even if
you make all required efforts to prosecute your claim, the Workers' Compensation Board may still find that you are not entitled to benefits.
In such cases, this notice advises your health provider that you acknowledge your personal liability for payment of his/her bills.

Workers' Compensation Law Section 32
The A-9 notice also covers instances in which a claimant with an existing valid workers' compensation case comes to an agreement with
his/her employer or its insurance carrier settling his/her case in accordance with Section 32 of the Workers' Compensation Law. A Section
32 agreement may include a provision which relieves the employer or carrier of the liability to pay future medical bills associated with the
case. Your health care provider may ask you to sign this A-9 notice to insure that you acknowledge your personal liability for payment of
his/her bills if you have waived your right to future medical benefits under a Section 32 agreement.

If you have any questions, contact your attorney or licensed hearing representative, if you have one. You may also contact your local
district office of the Workers' Compensation Board.

Prescribed by Chair
Workers' Compensation Board
State of New York
(www.wcb.ny.gov)

You may become responsible for the medical costs of treatment for your illness or condition with the
provider listed below if (1) you fail to prosecute the claim for workers' compensation or (2) it is
determined by the Workers' Compensation Board that the illness or condition which required treatment
was not a result of a compensable workplace accident or occupational disease or (3) if an agreement is
executed by you and approved pursuant to Workers' Compensation Law §32 in which you waive your
right to medical benefits from the workers' compensation carrier/self-insured employer for treatment/
services performed after the date the agreement is approved. If any of the above events occurs, the
provider may bill you directly instead of the employer or insurance carrier, and you will be responsible
for the provider's fees for services rendered.

I hereby acknowledge that I have read the above and understand the circumstances under which I may
become responsible for payment.

Claimant's Signature_________________________________________ Date ___________________

Provider's Name and Address __________________________________________________________

___________________________________________________________________________________

WCB CASE NO. (If Known) CARRIER CASE NO. (If Known) INJURED PERSON'S
SOC. SEC. NO.

APT. NO.
CLAIMANT

EMPLOYER

INSURANCE
CARRIER

NAME

DATE OF INJURY

ADDRESS

NATURE OF INJURY OR
ILLNESS

 ESTE RESUMEN ESTÁ ESCRITO EN ESPAÑOL AL DORSO.



 
ADVIERTA QUE USTED PUEDE LLEGAR A SER RESPONSABLE POR LOS COSTOS MÉDICOS EN CASO DE 
ABANDONO DEL PROCESO, O SI SE RECHAZA LA SOLICITUD DE INDEMNIZACIÓN, O SI SE APRUEBA UN 

ACUERDO EN VIRTUD DE LA LEY DE INDEMNIZACIÓN LABORAL WCL §32  
 

Nº DE CASO WCB  
(si se conoce) 

Nº. DE CASO DE LA ASEGURADORA  
(si se conoce) FECHA DE LA LESIÓN NATURALEZA DE LA LESIÓN 

O ENFERMEDAD 
Nº SEG. SOC. DE PERSONAS 

LESIONADAS 

     

RECLAMANTE NOMBRE DIRECCIÓN                                                                                              APT. NO. 

EMPLEADOR   

COMPAÑÍA DE 
SEGUROS 

  

Usted puede llegar a ser responsable por hacer el pago de los costos médicos del tratamiento de su enfermedad o condición 
al proveedor que se indica a continuación si (1) abandona el proceso de compensación laboral (2) si la institución 
Workers’ Compensation Board (Junta de Compensación Laboral) determina que la enfermedad o condición que 
requería tratamiento no ocurrió por un accidente de trabajo indemnizable o enfermedad ocupacional o (3) si el acuerdo 
fue tramitado por usted y aprobado conforme a la Ley de Indemnización de Trabajadores  WCL §32 ; en virtud de esta ley, 
usted renuncia a sus derechos de obtener los beneficios médicos de la compañía aseguradora de indemnizaciones 
laborales o del empleador auto asegurado para cubrir los tratamientos y servicios realizados después de la fecha en que 
se aprobó el acuerdo. Si ocurriera cualquiera de los hechos mencionados con anterioridad, el proveedor podrá cobrarle 
directamente el costo por los servicios recibidos en lugar de hacerlo al empleador o a la compañía aseguradora, y usted 
será responsable por hacer los pagos correspondientes. 

Por medio de la presente reconozco que he leído el párrafo anterior y que entiendo las circunstancias bajo las cuales me 
hago responsable del pago. 

Firma del reclamante ______________________________________________________ Fecha____________________________ 
 
Nombre y dirección del proveedor____________________________________________________________________________ 

 
AL RECLAMANTE 
La Regulación 325-1.23 de la institución Workers' Compensation Board (Junta de Compensación Laboral) permite que su doctor o terapeuta le 
solicite que firme esta notificación A-9. Al firmar esta notificación, usted reconoce la obligación de pagar los honorarios al proveedor por los 
servicios que recibe en el supuesto caso que la ley no requiera que su empleador o aseguradora de indemnización laboral pague tales honorarios  
y si tales honorarios no están cubiertos por otro seguro. Es posible que el empleador o aseguradora no deba pagar los honorarios médicos si, por 
ejemplo, usted no presenta una solicitud de indemnización laboral, o si no notifica su lesión o enfermedad a su empleador, o si no asiste a la 
audiencia de la institución Workers’ Compensation Board si su empleador desafía sus derechos a los beneficios. Aun cuando hubiese realizado 
todos los trámites necesarios para procesar su solicitud, la institución Workers’ Compensation Board puede decidir que usted no tiene derecho a los 
beneficios. En tal caso, esta notificación le aconseja a su proveedor de servicios de salud que usted reconozca su responsabilidad personal por el 
pago de sus cuentas. 

Artículo 32 de la Ley de Indemnización Laboral (WCL 32) 
La notificación A-9 también cubre las instancias en las que un reclamante por un caso de compensación laboral válido existente llega a un 
acuerdo con su empleador/a o su compañía aseguradora tras resolver su caso según el artículo 32 de la ley WCL. Un acuerdo según el Artículo 
32 puede incluir una cláusula que libere al empleador/a o aseguradora de la responsabilidad de pagar en el futuro cuentas médicas asociadas con 
el caso. Su proveedor de servicios médicos puede solicitar que usted firme esta notificación A-9 para garantizar que reconoce su responsabilidad 
personal por el pago de sus cuentas si renunció al derecho de recibir beneficios médicos futuros mediante un acuerdo conforme al artículo 32. 

Si tiene alguna pregunta, comuníquese con su abogado o representante autorizado para la audiencia, de tener uno. También puede comunicarse con 
la institución Workers’ Compensation Board (Junta de Compensación Laboral) en la oficina de su distrito. 

AL PROVEEDOR DE SERVICIOS DE SALUD 
Esta notificación tiene el fin de avisar al reclamante de indemnización laboral que puede ser responsable del pago. Si el reclamante no firma este 
formulario, no libera con este acto al proveedor de su obligación de tratar al reclamante, ni tampoco anula la responsabilidad de pago por parte del 
reclamante. 

Mantenga el original de este formulario en sus propios registros y entregue una copia al reclamante.  No lo presente en la institución Workers 
Compensation Board (Junta de Compensación Laboral). Usted recibirá notificaciones de las decisiones en las que se incluirá si la solicitud es 
indemnizable, la autorización del tratamiento o el pago de cuentas médicas.  También se le notificará si el reclamante presenta un acuerdo 
conforme al Artículo 32 para que lo apruebe la institución Workers' Compensation Board. No cobre al reclamante a menos que y hasta que usted 
reciba una decisión de la institución Workers Compensation Board que indique: 1) que el reclamante no procesará la solicitud, o 2) que la solicitud 
fue rechazada, o 3) que el tratamiento no tiene relación causal con las lesiones laborales, o 4) que se aprobó un acuerdo conforme al Artículo 32 
liberando a la aseguradora de la responsabilidad por el tratamiento médico.  

 
A-9S (1-07) 

  
Establecido  por la                  
presidencia de Workers’ 
Compensation Board,  
Estado de Nueva York 
(www.wcb.ny.gov) 

 

      THIS NOTICE IS WRITTEN IN ENGLISH ON THE REVERSE SIDE.                               NY-WCB
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