Confidential Patient Information

Please fill in all portions of this form. 

IS YOUR VISIT DUE TO AN ACCIDENT? (Please circle)
YES
NO

WHO REFERRED YOU? _____________________________

PATIENT DATA: 


NAME__________________________________________________________

HOME PHONE_____________________________

CELL PHONE______________________
EMAIL_______________________________________________________________________

ADDRESS___________________________________________CITY________________________STATE______ZIP CODE___________

AGE_______
BIRTHDATE_____________
MARITAL STATUS___________________ NUMBER OF CHILDREN____________

EMPLOYER________________________ADDRESS___________________________________WORK PHONE_____________________

OCCUPATION______________________

SOCIAL SECURITY NUMBER_______________________________

SPOUSE’S NAME_______________________________
BIRTHDATE______________________
SS#________________________

EMPLOYER____________________________ADDRESS_________________________________PHONE_________________________

PRESENT COMPLAINT
BRIEFLY DESCRIBE YOUR SYMPTOMS_______________________________________________________________

___________________________________________________________________________________________________

LIST OTHER DOCTORS SEEN FOR THIS CONDITION____________________________________________________

MEDICAL HISTORY (If any of the following are relevant to your medical history, please check all that apply)

( CANCER



( MUSCULAR DISTROPHY

( RHEUMATIC FEVER


( POLIO



( CONVULSIONS


(SCARLET FEVER

( TUBERCULOSIS


( EPILEPSY



( NERVOUSNESS

( HIGH BLOOD PRESSURE

( CONCUSSION


( ASTHMA

( DIABETES



( DIZZINESS



( DIGESTIVE DISORDERS

( HEPATITS



( ARTHRITIS



( SINUS PROBLEMS

( MEASLES



( NEURITIS



(NUMBNESS

( VENEREAL DISEASE

( RHEUMATISM


( ANEMIA

OPERATIONS_______________________________________________________________________________________

HAVE YOU BEEN TREATED BY A PHYSICIAN FOR ANY HEALTH CONDITION IN THE PAST YEAR? (YES  (NO

DESCRBE CONDITION____________________________________________________________DATE OF LAST EXAM__________

ARE YOU ALLERGIC TO ANY MEDICATIONS? ( YES  ( NO
 MEDICATION__________________________________

ARE YOU TAKING ANY MEDICATIONS?  ( YES  (NO
MEDICATIONS__________________________________________

ARE YOU PREGNANT?  ( YES  ( NO
DATE OF LAST MENSTRAUL CYCLE______________________________________

INSURANCE DATA (Clinic policy requires payment arrangements be made on first visit)

NAME OF PARTY RESPONSIBLE FOR PAYMENT___________________________________PHONE_____________

DO YOU HAVE INSURANCE?  ( YES  ( NO 
COMPANY_______________________________________________

PLEASE LIST ALL SOURCES OF INSURANCE
PATIENT’S INSURANCE__________________________________

EMPLOYEE I.D._____________________

SPOUSE’S INSURANCE__________________________________

POLICY #___________________________

WORKERS COMPENSATION_____________________________

GROUP #___________________________

OTHER________________________________________________

MEDICARE #________________________

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.  Furthermore, I understand that this office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to this office will be credited to my account upon receipt.  I permit this office to endorse co-issued remittances for the convenience of credit to my account.  However, I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable.

PATIENT SIGNATURE__________________________________________________ 
DATE_______________________

SPOUSE OR GUARDIAN SIGNATURE_____________________________________
DATE_______________________

