
DR. CHERYL SCHIANO 
51 SHERMAN HILL RD, A104B 

WOODBURY, CT 06798 
TEL: (203)405-6505 FAX: (203)405-6109 

DRCHERICHIRO.COM REGISTRATION FORM 

 
 

REGISTRATION FORM 
 

Today’s date: PCP: 

PATIENT INFORMATION 

Patient’s last name: First: Middle:  Mr. 
 Mrs. 

 Miss 
 Ms. 

Marital status (circle one) 

 Single  /  Mar  /  Div  /  Sep  /  Wid 

Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex: 

 Yes  No          /          /   M  F 

Street address: Social Security no.:  

   

City: State: Zip Code:  

    

Home phone no.: Cell phone no: E-Mail: Preferred method of contact: 

(          )  (          )    Home     Cell     E-Mail 

Occupation: Employer: 
Would you like text confirmation of 
appointments? 

    Yes     No    

Chose clinic because/Referred to clinic by 
(please check one box): 

 Dr. _____________________  Insurance Plan  Hospital 

 Family  Friend  Close to home/work  Google/Online Search  Other  _________________ 

      

Other family members seen here:  

IN CASE OF EMERGENCY 

Name of local friend or relative Relationship to patient: Home phone no.: Work phone no.: 

  (          ) (          ) 

 

INSURANCE INFORMATION 

(Please give your insurance card to the receptionist.) 

Person responsible for bill: Birth date: Address (if different): Home phone no.: 

        /         /  (          ) 

Is this person a patient 
here? 

 Yes  No   

Occupation: Employer: Employer address: Employer phone no.: 

   (          ) 

 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I 
understand that I am financially responsible for any balance. I also authorize DR. CHERYL SCHIANO51 SHERMAN HILL RD, 
A104BWOODBURY, CT 06798TEL: (203)405-6505 FAX: (203)405-6109 DRCHERICHIRO.COM or insurance company to 
release any information required to process my claims. 

Patient/Guardian signature  Date 



   
 
 
 
 
 
 
 
 
 
 
 

INITIAL HEALTH STATUS 
 
 

  



 
 
 
 
 
 
 
 

OUR PRIVACY PLEDGE 
 
We are very concerned with protecting your privacy. While the law requires us to give you this 
disclosure, please understand that we have, and always will, respect the privacy of your health 
information.  
 
There are several circumstances in which we may have to use or disclose your health care information: 

 We may have to disclose your health information to another health care provider or a 
hospital if it is necessary to refer you to them for the diagnosis, assessment, or treatment of 
your health condition.  

 We may have to disclose your health information and billing records to another party if they 
are potentially responsible for the payment of your services.  

 We may need to use your health information within our practice for quality control or other 
operational purposes. 

 
We have a more complete notice that provides a detailed description of how your health information 
may be used or disclosed. You have the right to review that notice before you sign this consent form. 
We reserve the right to change our privacy practices as described in that notice. If we make a change 
to our privacy practices, we will notify you in writing when you come in for treatment or by mail. Please 
feel free to call us at any time for a copy of our privacy notices.  
 
Your right to limit uses or disclosures 
You have the right to request that we do not disclose your health information to specific individuals, 
companies, or organizations. If you would like to place any restrictions on the use or disclosure of your 
health information, please let us know in writing. We are not required to agree to your restrictions. 
However, if we agree with your restrictions, the restriction is binding on us. 
Your right to revoke your authorization 
You may revoke your consent to us at any time; however, your revocation must be in writing. We will 
not be able to honor your revocation request if we have already released your health information before 
we receive your request to revoke your authorization. If you were required to give your authorization as 
a condition of obtaining insurance, the insurance company may have a right to your health information if 
they decide to contest any of your claims.  
 
I have read your consent policy and agree to its terms. I am also acknowledging that I have received a 
copy of this notice.  

 
 
   ____________________________   ____________________________ 
    Printed Name       Authorized Provider Representative 

 
X ____________________________   ____________________________ 
    Signature       Date  



 
 
 
 
 

 
 

 
 

APPOINTMENT REMINDERS AND HEALTH CARE INFORMATION 
AUTHORIZATION 

 
 
 
 

Your chiropractor and members of the practice staff may need to use your name, address, phone 
number, and your clinical records to contact you with appointment reminders, information about 
treatment alternatives, or other health related information that may be of interest to you. If this contact is 
made by phone and you are not at home, a message will be left on your answering machine. By signing 
this form, you are giving us authorization to contact you with these reminders and information. 
 
You may restrict the individuals or organizations to which your healthcare information is released or you 
may revoke your authorization to us at any time; however, your revocation must be in writing and 
mailed to us at our office address. We will not be able to honor you revocation request if we have 
already released your health information before we receive your request to revoke your authorization. 
In addition, if you were required to give your authorization as a condition of obtaining insurance, the 
insurance company may have a right to your health information if they decide to contest any of your 
claims. 
 
Information that we use or disclose based on the authorization you are giving us may be subject to re-
disclosure by anyone who has access to the reminder or other information and may no longer be 
protected by the federal privacy rules. 
 
You have the right to refuse to give us this authorization. If you do not give us authorization it will not 
affect the treatment we provide to you are the methods were used to obtain reimbursement for your 
care.  
 
You may inspect or copy the information that we use to contact you to provide appointment reminders, 
information about treatment alternatives, or other health related information at any time.  
 
This notice is effective as of today's date. This authorization expires seven years after the day on which 
you last received service from us.  
 
I authorize you to use or disclose my health information in the manner described above. I am also 
acknowledging that I have received a copy of the authorization if requested.  
 
 
 

   ____________________________   ____________________________ 
    Printed Name       Authorized Provider Representative 

 
X ____________________________   ____________________________ 
    Signature       Date  



 
 

 

 

 

 

4 PART SIGNATURE FORM  

Patient’s Name: ______________________________________  

 

 

I hereby authorize and direct Dr. Cheryl Schiano to release all medical information necessary to process this 
claim. 

 

 

 

I hereby authorize and direct my insurance carrier to pay all benefits, which may be due me according to my 
policy, directly to Dr. Cheryl Schiano to be applied to my account.  

 

 

 

I hereby authorize Dr. Cheryl Schiano to obtain medical records that is necessary to treat my condition.  

 

 

 

I understand that Dr. Cheryl Schiano requires 24 hour notice for appointment cancellations. I also understand 
that there will be a $25.00 fee charge for missed or canceled appointments without the 24 hour notice. This fee 
cannot be billed to insurance and is due before the next is appointment.  

 

 

 Signed: X ____________________________________ Date: _______ 

 


