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Patient Number:
Confidential Patient Information

Date: / /

First Name: MI: Last Name:

Address: City:

State:  Zip Code: Home Phone: DOB: / /
Occupation: Employer:

Work Address: Work Phone: EXT:
Cell Phone:

Spouse’s Name: Employer:

Your Preferred Name:

Children (Names & Ages):

Interests/Hobbies:

How were you referred to our office?

Any previous Chiropractic care? Yes No

Name and address of Doctor of Chiropractic:

Date of last visit: / /

Name and address of Primary Care Physician/Internist:

Date of last visit: / /

Is this condition due to: An Auto Accident Work Injury Other Injury

Insurance Information

Insurance Company: Policy/Group #:
Address:

Name of Subscriber: Relationship to Patient:
Subscriber’s Employer: Employee #:

Work Address of Subscriber:

Health and accident insurance policies are an arrangement between the carrier and the patient. As a
courtesy to our patients, this office will prepare any necessary forms and reports to assist in making
collections from the insurance company. It should be understood, however, that all fees for services
rendered are ultimately the responsibility of the patient.

Patient Signature: Date: / /
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