
Emergency Contact Information 
Contact Name:_______________________________________Relationship:____________________________ 
Address:____________________________________City:___________________State/Zip:________________ 
Home Phone:___________________Work Phone:___________________Cell Phone:_____________________ 

Insurance Information 
Do you have insurance?______________________________________________________________________ 
Would you like us to bill your insurance for you?___________________________________________________ 
If yes to both questions, please provide us your card to take a copy of. 

Referral/Purpose 
How were you referred?______________________________________________________________________ 
Purpose of this appointment___________________________________________________________________ 
Have you ever had same/similar condition? Describe:______________________________________________ 
__________________________________________________________________________________________ 
Days lost from work?_________________________________________________________________________ 

AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or 
chiropractic office. I authorize the doctor to release all information necessary to communicate with personal 
physicians and other healthcare providers and payers and to secure the payment of benefits. I understand 
that I am responsible for all costs of chiropractic care, regardless of insurance coverage. I also understand that 
if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for professional 
services will be immediately due and payable. 

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for 
the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to know 
how your Patient Health Information is going to be used in this office and your rights concerning those 
records. If you would like to have a more detailed account of our policies and procedures concerning the 
privacy of your Patient Health Information we encourage you to read the HIPAA Notice that is available to you 
at the front desk before signing this consent. If there is anyone that you do not want to receive your medical 
records, please inform the office. 

Patient’s Signature:______________________________________________________Date:________________ 

Parent/Guardian Signature:_______________________________________________Date:________________ 
 

 
Patient Information 

Patient Last Name:_________________________First:_____________________MI:_____________________ 
Address:____________________________________City:___________________State/Zip:________________ 
Home Phone:________________________Cell Phone:__________________________# of Children:_________ 
SSN:____________________Patient DOB:___________________Age:______Marital Status:_______________ 
Email Address:______________________________________________________________________________ 
Would you like text message and/or email reminders of your appointments?____________________________ 
If you would like text message reminders, please write your mobile carrier_____________________________ 
Patient Occupation:_____________________________________Employer:____________________________ 
Employer Address:____________________________________________Work Phone:____________________ 

Kimberly
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Patient Information Form
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