
Gasparre Chiropractic 8r. Sports Rehabilitation 
1755 Orange Avenue, Suite A 

Costa Mesa, CA 92627 
(949) 631-0151 

PATIENT INFORMATION SHEET 
PLEASE PRINT Patient#--------

ABOUT THE PATIENT 

Name. ___ ~------------------------------
( last) 

Date of Birth M/F 
(First) (M.I.) 

Address. ____________________________________________ _ Home Phone ( 

City ___________ _ State Zip Cell I Pager ( 

Employer _____________________ _ Occupation Work Phone ( 

Email --------------------------------------Marital Status #of Children 

Soc: Sec.# --------------------- Driver's Lie.# Referred By 

ABOUT THE INSURED 

Insured's Name. ___________________________ ___ Insured's ID# ____________________________ _ 

Your Relationship to the Insured: (Circle One) Self Spouse Child 

Insurance Company ______________________ ___ Insurance Phone # ( ), _________ _ 
Plan # _______________________________ Group #·--------------------------------

Policy # ----------------------------

Other Family Members With the Same Insurance _______ _ Does the Patient Have Secondary Insurance? Yes No 

EMERGENCY CONTACT 

Name--------------------------------- RelationshiP·------------------

Home Phone ( ) __________________ Work Phone ( 

I certify that the above information is true and correct. 

---------------------------------------------- Dare, __________ __ 
(Signature) 



I 

!\PATIENT NAME: 

ARBITRATION AGREEMENT 

Article 1 ~. Agreement to Albltrate~ It is understood that any dispute as to medical malpractice, that Is as to whether any medical seNices 
rendered under this contract were unnecessary or unauthorized or were Improperly, negligently or Incompetently rendered, will be 
determined by submission to arbitration as provided by California and federal law, and not by a lawsuit or resort to co1.1rt process except as 
state and federal law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it; are· giving up their 
constitutional right to have any such dispute decided In a court of law before a jury, and instead are accepting the use of arbitration. 
Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not. relate to mecllcal malpractice, incJucllng 
disputes as to whether or not a dispute is subject to arbitration, will also be determined by submission to binding arbitration. It Is the liltentlon 
of the parties that this agreemeilt bind all parties as to all claims, Including claims arising out of or relating to treatment or services provided 
by the health care provider Including any heirs or past, present or future spouse(s) of the patient in relation to all claims, including loss of 
consortium. This agreemeilt is also intended to bind any children of the patient whether born or unbom at the time of the occurrenCe giving 
rise to any claim. This agreement is intended to bind the patient and the health care provider and/or other licensed health care providers or 
preceptorship intems who now or in the future treat the patient while employed by, working or associated with or serving as a back-up for the 
health care provider, including those working at the health care provider's clinic or office or any other clinic or office whether signatories to 
this form or not. 

· .AILd~m~.fgr mQ!letary damages exceeding the jurisdictional limit of the small claims court against the health care provider, and/or the health 
care provider's associates, association, corporation, partnership, employees, agents and estate, must be ·art:iitrated-·incfi.iCiihg,··v.nthouf 
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. 
Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall 
select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by 
the parties within thirty days thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each party to 
the arbitration shall pay such party's pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the 
arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or other expenses incurred by a party for 
such party's own benefit. 

Either party shall have the absolute right to bifurcate the Issues of liability and damage upon written request to the neutral arbitrator. 
The parties consent to the intervention and joinder in this arbitration of any person or eiltity that would otherwise be a proper additional party 
in a court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed 
pending arbitration. 

The parties agree that provisions of the California Medical Injury Compensation Reform Act shall apply to disputes within this arbitration 
agreement, Including, but not limited to, sections establishing the right to iiltroduce evidence of any amount payable as a benefit to· the 
patient as allowed by law (Civil Code 3333.1), the limitation on recovery for non-economic losses (Civil Code 3333.2), and the right to have a 
judgment for future damages conformed to periodic payments (CCP 667.7). The parties further agree that the Commercial Arbitration Rules 
of the American Arbitration Association shall govern any arbitration conducted pursuant to this Arbitration Agreement. 
Article 4: General Provision: All claims based upon the same incident, transaction or related circumstances shall be arbitrated In one 
proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof Is received, the claim, If asserted in a civil action, 
would be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the 
procedures prescribed herein with reasonable diligence. 
Article 5: Revocation: This agreemeilt may be revoked by written notice delivered to the health care provider within 30 days of signature 
and if not revoked will govem all professional services received by the patient and all other disputes between the parties. 
Article 6: · Retroactive Effect: If· patient intends this agreement to cover services rendered before the date it Is signed (for· exampl&, 
emergency treatment) patient should initial here. . Effective as of the date of first professional services. 
If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not 
be affected by the invalidity of any other provision. I understand that I have the right to receive a copy of this Arbitration Agreement. By my 
signature below, I acknowledge that I have received a copy. 

NOTICE: BY SIGNING THIS CONTRACT, YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE 
DECIDED BY NEUTRAL ARBITRATION, AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE 
ARTICLE 1 OF THIS CONTRACT. 

i• PATIENT SIGNATURE X 
(Date) 

(Or Patient Representative) · (Indicate relationship if signing for patient) 

I OFFICE SIGNATURE X 
(Date) 

ALSO SIGN THE INFORMED CONSENT ON REVERSE SIDE 

NCC-CA 

1 ''If l 
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CHIROPRACTIC INFORMED CONSENT TO TREAT 

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of 
·physical therapy and diagnostic x-rays, and any supportive therapies on me (or on the patient named below, for whom I am legally 
responsible) by the doctor of chiropractic indicated below and/or other licensed doctors of chiropractic and support staff who now or in the 
future treat me while employed by, working or associated with or serving as back-up for the doctor of chiropractic named below, including 
those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not.. 

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the nature and 
purpose of chiropractic adjustments and procedures. I understand that results are not guaranteed. 

I understand and am informed that, as in the practice of medicine and like all other heatth modalities, results are not guaranteed, and there is 
no promise of cure. 1 further understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some 
risks to treatment, including, but not limited to, fractures, disc injuries, strokes, dislocations and sprains .. I do not expect the doctor to be able 
to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure 
which the doctor feels atthe time, based upon the facts then known, is in my best interests. 

I further understand that there are treatment options available for my condition other than chiropractic procedures. These treatment options 
include, but not ·limited to, self-administered, over-the-counter analgesics and rest; medical care with prescription drugs such as anti­
inflammatories, muscle relaxants and painkillers; physical therapy; steroid injections; bracing; and surgery. I understand and have been 
informed that I have the right to a second opinion and to secure other opinions if I have concerns .c:IStcU!!~.natl!r~_Of_l!lY ~mptoms and 
treatmenf6pt1ons. ·· ··du ···· ·· ·· ··· - - - · • ···- ·· · · · ·· 

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content, and by signing 
below I agree· to the above-named procedures. I intend this consent form to cover the entire course of treatment for my present condition 

· and for any future condition(s) for which I seek treatment. 

CHIROPRACTOR NAME: SALVATORE GASPARRE, D.C. 

(Date) 

PATIENTSIGNATURE X 
(Or Patient Guardian/Parent/Representative) (Provide name and relationship if signing for patient) 

ALSO SIGN THE ARBITRATION AGREEMENT ON REVERSE SIDE 

1---~-'--~----------- ·--------·--·-··-········--·-····-····--

NCC·CA 



ASSIGNMENT AND INSTRUCnON FOR DIRECT PAYMENT TO DOCTOR 
PRIVATE AND GROUP ACCIDENT AND HEALTH INSURANCE 

p--~--------------------------------------------~--------
Emp~: __________________________________________________ _ 

ClalmiGroup#: _ _..._ _________________ ~-------------~-

SSt/ID#: _______________________________________________ ._ 

I hereby. Instruct and direct ______________ lnsurance Company to pay by check made out 
and mailed to: 

Dr. Salvatore Gasparre, D.C. 
1755 Orange Avenue; SUite A 

Costa Mesa, CA 92827 

or 

If my current policy prohlbils direct payment to doctor, then I hereby also inilruct and direct you to make out 
the check to me and mal It as follow.: 

Salvatore Gaaparre, D.CJ 
.1755 Orange Avenue, SUite A 

Cosbl Maaa, CA 92827 

the profaaalonal or medical e...- banda allowable, and otherwlle payable to me under.my current 
insurance poky as payment toward the total cha~gas for the profaaalonal88fVIcaa rendered. THIS IS A 
DIRECT ASSIGNMENT OF flf RIGHTS AND BENEFITS UNDER THIS POLICY. Thla payment will not 
exceed my lndebtednaaa to the above mentlorled aaalgnee, and I have agreed to pay, In a current ma~f'lar, 
any balance of said professional 88Mce cha11J81 over and above thflinauranca payment. 

A photocopy of thll Assignment shall be considered as affacllve and valid as the original. 

I alao authorize the release of any lnforma1lon pertinent to my case to any insurance company. adjuster, or 
attorney Involved In thla case. 

I authorize doctor to lnllate_a complalnttothelnsuranca Commileionar.for any reason on my behalf. 

Dated at. Co* Mesa. Califomla thfl_day of ___ __.. ____ _, ___ _ 



GASPARRE CHIROPRACTIC 
Salvatore P. Gasparre, B.Sc.,D.C 

1755 Orange Ave. Suite A· Costa Mesa, Ca 92627 
(949) 631-0151 office · (949) 631-0153 fax 

SUMMARY OF NOTICE OF PRIVACY PRACTICES 

We understand that medical information about you and your health is personal. As the custodians of the information in your 
medical record, we are committed to protecting the privacy of your information as required by law, professional accreditation 
standards and our internal policies and procedures. 

On file and display in our office, as well as on our website, is our Notice of Privacy Practices. This notice explains your 
rights, our legal duties and our privacy practices. It also describes how medical information about you may be used and 
disclosed and how you can get access to this information. Please review it carefully. 

For your convenience the following is a summary of the information discussed in this notice: 

• Our Pledge 
• Your Personal Information 
• Our Privacy Practices 
• How We May Use or Share Your Information for: 
• Treatment 
• Payment 
• Health Care Operations 
• Notifications 
• Marketing 
• Research 
• Special Circumstances and the Law 
• Your Written Permission 
• Other Restrictions 
• Your Rights 
• Changes 
• Questions or Complaints 

Please understand that this summary is not our Notice of Privacy Practices, nor is it a substitute for the notice. The actual 
notice should be available to you, as required by law. If you wish to keep a copy of our notice of Privacy Practices, please let 
the receptionist know when you check in to see the doctor. 

We ask that you sign and return this cover letter to us for our records. Your signature only acknowledges that we have 
presented for your review a paper copy of our Notice of Privacy Practices as required by law. The law also requires us to 
document the fact that we have distributed the notice by collecting and retaining these signed acknowledgements. 

If after reviewing the notice you decide that you do not want to retain your paper copy, please allow us to recycle the 
document. 

I acknowledge that I have received and read the "Notice of Privacy Practices" paperwork as provided to me by "Gasparre 
Chiropractic". 

Patient Name Patient Signature Date 



Date: *Verification Of Insurance* -----
Name of Insured: -----------------------------Name of Patient: --------------------------Patient's D.O.B.: ________ _ Social Security: _____ _ 
Policy#:. ________ __ Group# __________________ _ 

ImurnnceCompany:. ________________ PHJ ____________ _ 
Address For Claims To Be Sent: ________________ _ 

Effective Date of Policy:. ______ _ 

Amotmt of Deducible:$ _______ __ 

Individual: ____ Family: ___ _ 

Has the Deductible Been Met: Amotmt Applied:$ ___ _ 

Policy Pays The Following% Per Treatment: % 

Percentage To Be Paid For Phy. Therapy: % 

Amotmt of X-ray Coverage: _______ % Lab: ___ EMG: ___ _ 

Does Policy Cover CPT 97140 By The Dr: _________ _ 
Is there a Maximum Amount$ Allowed per visit_: ----------
Is there a Maximum# of Visits Allowed Per Year: ___ Have any been 
Used: Is there a M&ximwn Per Diagnosis: ___ _ 
Any Plan Limitations on Manipulation & Phy. Therapy 
Modalities: 

------------~------What is the time frame for claims submission· ·--------------
P.I. Only; 
•Does Policy Have Any Pre-Existing Clauses: ____________ _ 
•Any Other Clauses of Accident Riders: _______________ _ 
• Are There Any Reimbursement Clauses: ______________ _ 

Will This Insurance Company Honor The Dr.'s Assignment of Payment:. ___ _ 
Name ofPerson Giving Information: ______ _ 
Sheet Completed By: ______ _ 


