PATIENT INTRODUCTION FORM

	NAME:                                                                                           DATE:

	ADDRESS:

	CITY/STATE/ZIP:

	HOME PH #:        

CELL #:

	EMAIL ADDRESS:

	DATE OF BIRTH:                                                                      AGE:

	HEIGHT:

WEIGHT:

	EMPLOYER:

	JOB TITLE:

	WORK PH #:    

	WORK ADDRESS:                                                                          

CITY/STATE/ZIP:

	SOCIAL SECURITY #:

	MARITAL STATUS (Circle):   Single   Married   Divorced   Widowed   CHILDREN    Y      N        1    2    3     4     5  


Name, Address, Relationship, and Telephone Number of your nearest adult relative (for emergencies): 

___________________________________________________________________________________________________________

Have you ever received chiropractic care from another clinic or doctor prior?_DR._______________________________

Please tell us how you heard about us:  Yellow Pages      Insurance Directory       Ads_____________ Website

Referral from a friend________________________Search Engines____________________ Other________________
IS THIS VISIT RELATED TO A:
SYMBOL 168 \f "Wingdings" Work Related Injury


SYMBOL 168 \f "Wingdings" Motorcycle-Bicycle Injury

SYMBOL 168 \f "Wingdings" Home Injury

SYMBOL 168 \f "Wingdings" Sports or Recreational Injury

SYMBOL 168 \f "Wingdings" Non-Injury Symptoms 


SYMBOL 168 \f "Wingdings" Check-up Only

SYMBOL 168 \f "Wingdings" Car Crash Injury


SYMBOL 168 \f "Wingdings" School/Employment Physical

SYMBOL 168 \f "Wingdings" Other (Describe):


CLAIMS INFORMATION(AUTO AND/OR WORKERS’ COMP ONLY)

	INSURANCE COMPANY
	

	INSURANCE ADDRESS
	

	POLICY #
	

	CLAIM #
	

	ADJUSTER’S NAME
	

	ADJUSTER’S PH#
	

	INSURED’S NAME
	(SELF) OR INDICATE NAME:

	PIP LIMITS (IF KNOWN)
	


Our office will provide insurance billing services for you if you so desire as a courtesy.   Remember that you are ultimately responsible for any charges incurred in this office.  It is your responsibility to pay any deductible amount, co-insurance, and or any other balances not paid by your insurance carrier.  Your signature on this document indicates that you agree to pay for any outstanding bills incurred in this office.

IN ORDER TO KEEP OUR OFFICE OVERHEAD DOWN AND KEEP OUR PATIENT FEES REASONABLE, WE EXPECT PAYMENT AT THE CONCLUSION OF EACH TREATMENT FOR CASH PATIENTS AND THE CO-PAYMENT FOR REGULAR INSURANCE PATIENTS.

Patient Signature: ________________________________________
Date: _______________________ 
