PATIENT INFORMATION: DATE:

IMatne: Home:{ Celll {3
Address: City: mtate: 2ip:
mocial Security Mo Iiarital Status: S/ D Date of Birth: ! !
Diiwer’s license # Cccupation:
Employer:
Worlz Phone: ) E-mail address:
Matme of spouse or nearest relative: FPhone# )
Howe did wou learn about us? Yellow pages  (hook name y wopamsh Yellow pages . MNewspaper
Web  Tele-marketing  Sign Insurance campany  Other: Feferred by
Pleaze checktype of care desired: () Lasting Correction { ) Temporary Felief

What 15 your major problem? | #1 # #3

Diezcrihe your paih (sharp,

dull, tnh, buarn, throb, sore,
shooting, tingling, weald).

Howr long have wou had thas?

Howr did it happen?

Howr does this affect your
11fe?

Dioes the pain radiate?
Trawvel? Where?

When do vou notice the pain
the most?

Please list any past or present: { jhospitalization  nnjuries PLEASE EXPLATN:
( Jillnesses  )allergies ( ) medications

Has anyone in your family had: ( ) arthritis ( ) blood problems

( Jcancer ( diabetes () genetic disorders
What do yvou do at worle? # of hoursfweelk
List hobbies/sports:

I order my msarance compay to pay divectly to this churopractic office and aathorize the doctor to treat mopself and or children as needed. I authonze the

doctor to release records or recuaest records as needed. T understand that T am directly responsible for any changes inclading deductibles and co-pays. T also
understatyd that this office does not offer to diagnose or treat any disease or condition other than wertebral subluzations (nusalignmernds).

Signature: Date:
FOR OFFICE USE ONLY (Make copy of insurance card ) Dr. Name
Insurance Co. Adjuster Fhone #

Bills zent to:

Mame of msured Policy still in effect: ¥/ N Date effective:
Folicy # Group # Chiro: ¥/ % Z-Rays: ¥/N b
Magsage: ¥V/N FT: YN Limit: Supports £ Vitaming: YN
Deductible: Y/ § Amt. Met: § Co-Pay: §

Mas # of T Max Ins. Pay: § # Visits used! amt used:
Referral from PCP? ¥/ Marme of PCP

Authorizations needed? Y/N  # TX approved: Timne period covered:

Special instructions:
Verified hy:




