Patient Information



Name: _____________________________________________Home/Cell Ph#: __________________  
Address: _________________________________ City/State: ________________ Zip: ____________
DOB: ________________   Age: _________   Male. _____ Female. _____ No. Children: ___________ 
Married ____ Single ___ Divorced___ Widowed ___ Spouse Name: ___________________________     
Divers License#:  __________________ State: _____ Email Address: __________________________
* Would you like to receive Text Reminders? Y/ N  Phone Carrier *: ___________________ *
Occupation: _________________________________________________
Employer: ___________________________________________________ 
Address: ____________________________________________________
Work Phone #: _________________________
Nearest Relative (not living with you) : ______________________________ 
Ph#: _________________________
In Case of Emergency Contact: ___________________________________ 
Ph#: _________________________
Who Referred you : ____________________________  
Have you had Chiropratic care before? Y / N   Chiro: ______________________ 
Are you seeking Chiropractic treatment for a Work Related Injury? _________
Who is financially responsable for this bill? _______________________________

*Payment in Full, is due at time of Visit, unless it is a Personal, Work Injury or Auto Accident. *$25 Fee on Returned Check (-s) Charge.
I understand and agree that, (regardless of my insurance status); I am ultimately responsible for the balance on my account for ant professional services rendered. You will be charged for missed or late cancellations. Please be advised that if you need to cancel an appointment you must do so twenty-four (24) hours, before your scheduled appointment time, or you will be charged for that appointment in full. I have read all the information and have completed the above answers. I certify this information is true and correct to the best of my knowledge. I will notify you of any changes in my health status of the above information.

Signature:  _______________________________________________     Date: ___________________
Parent if Minor ____________________________________________     Date____________________
  
