PATIENT INFORMATION



NAME:                                                                       SEX:  M   F   AGE:            BIRTHDATE:                          TODAY’S DATE                           .





ADDRESS:                                                                            CITY:                                                                STATE:                     ZIP:                       .





DR. LIC. #:                                  EMAIL ADDRESS:                                                            MARITAL STATUS: S M D W  HT:           WT:       . 





HOME PHONE #: (         )                                        CELL PHONE #: (        )                                       BUS. PHONE #: (        )                                .   





OCCUPATION:                                                                   PERSON RESPONSIBLE FOR THIS ACCOUNT:                                                       .





EMPLOYERS NAME AND ADDRESS:                                                                                                                                                                         .





DO YOU HAVE CURRENT INS?       YES       NO                  HAVE YOU MET YOUR CURRENT DEDUCTIBLE?         YES         NO       .





               1ST INSURANCE CO.:                                                                                                                                                                                        .


   


               2ND INSURANCE CO.:                                                                                                                                                                                       .





ATTORNEY:   NAME:                                                                ADDRESS:                                                                                                                  .                                      





IS YOUR CONDITION DUE TO AN ACCIDENT OR ILLNESS?   YES     NO


DID YOUR ACCIDENT OCCUR WHILE AT WORK?                     YES     NO


WERE YOU INVOLVED IN AN AUTO ACCIDENT?                      YES     NO


HAVE YOU HAD CHIROPRACTIC CARE BEFORE?                     YES     NO





WHEN & WHERE                                                                                                  .





MAIN COMPLAINT:                                                                                             .





CAUSE:                                                             DATE OF ONSET:                      .





HAVE YOU HAD THIS OR SIMILAR BEFORE?    YES     NO                         .





EXPLAIN:                                                                                                               .





ANY PREVIOUS TREATMENT:                                                                          .





ADDITIONAL COMPLAINTS:                                                                             .





CURRENT MEDICATIONS:                                                                                 .





SURGERIES-PAST OR PRESENT:                                                                      .





PREVIOUS ACCIDENTS/INJURIES:                                                                   .





FEMALES: DO YOU THINK YOU MAY BE PREGNANT?    YES      NO       .





DATE OF LAST MENSTRUAL PERIOD:                                                            .  





IN CASE OF EMERGENCY, NAME OF RELATIVE OR FRIEND TO CONTACT NOT LIVING IN HOME.





NAME:                                                                   PHONE: (        )                       .





ADDRESS:                                                                                                              .





  











Who may we thank for referring you


to our office today?





                                                                                       .  





THIS SPACE RESERVED FOR DOCTORS USE:





I understand and agree that health and accident policies are an arrangement between an insurance carrier and myself. Furthermore, I understand that this Chiropractic office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to this Chiropractic office will be credited to my account on receipt. However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered to me will be immediately due and payable. 





SIGNATURE                                                                                                                                                                                                                        .








