
PATIENT PERSONAL/CONFIDENTIAL DATA 

Date____________ 
Patient: __________________________________________Date of Birth:____/_____/_____Age:______ 
Gender: M__ F__     Marital Status: M__ S__O__      Number of Children: _____ SSN: ____/____/_____ 
Address: ________________________ City: _________________ State: _______ Zip Code: ___________ 
Home Phone: __________Work Phone: ___________Cell Phone: ___________ Employer: ___________ 
Name of Spouse: ___________________________ D.O.B. ____/____/____ SSN: ____/____/____ 
Spouse’s Employer: __________________________ Address: __________________________________ 
How did you learn of this clinic? __________________________________________________________ 
Emergency Contact: _________________________ Relationship: _______________ Phone: __________ 
Who is responsible for the payment?     Self_____ Spouse ______ Other: _________________________ 
Family Doctor: ________________Phone Number: _______________ Address: ____________________ 
Patient’s Insurance:                                                     Spouse’s Insurance: 
Name of Company: ________________________Name of Company: _____________________________ 
Address: _________________________________ Address: ____________________________________ 
ID & Group #: _____________________________ID & Group #: _________________________________ 
Phone: __________________________________ Phone: ______________________________________ 
Purpose of this appointment and list your complaints: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
Date when problem/ injury started? _______________________________________________________ 
Please describe the circumstances and what make the condition(s) better or worse: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
Other Doctor seen for this condition: ______________________________________________________ 
Have you been treated by a doctor for any health conditions in the last year?   Yes_______ No ________ 
If yes, Please describe: __________________________________________________________________ 
Billing Information 
 I understand and agree that health and accident insurance policies are an agreement 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 collections from the 
insurance company and that any amount authorized to be paid directly to this Chiropractic Office will be credited to my account upon 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 all balances must be paid within 90 days. Any balances over 60 days will be charged a one and one half percent 
service charge per month unless prior arrangements for payment have been made. I also agree that if I suspend or terminate my care and 
treatment, any fees for professional services rendered to me will be immediately due and payable. I agree to be held responsible for any 
returned check fee of $30. 
 

Patient Signature: _________________________ Signature Physician: ___________________________ 
 
Consent of Professional Services and Release of Information 
 
 I herby authorize and release the doctor and whomever he/she may designate as his/her assistants to administer treatment, 
physical examinations’, x-ray studies, laboratory procedures, Chiropractor Care or any clinic services that he/she deems necessary in my 
case: and I further authorize him/her to disclose all or any part of my (patient’s) records to any person or corporation which is or may be 
liable under contract to the clinic or to the patient or to a family member or employer of the patient for all or part  to the clinic charge, 
including and not limited to, hospital or medical service companies, insurance companies, workers compensation, welfare funds, or the 
patient’s employer. 
 

Patient Signature: _______________________Patient or Guardian Signature: _____________________ 
 
  








