Welcome to Northwest Indiana Chiropractic Health

Today’s Date: ____________________________
First Name: _______________________________	MI: ________________
Last Name: ________________________________
Date of Birth: ______________________________		⃝  Male	⃝  Female
Address: ______________________________________________________________________
City: __________________________   State: _________________	 Zip Code: _______________
Home Phone: (______) ____________________ Cell Phone: (_____) ______________________
Work Phone: (______) ____________________ Email: _________________________________
Employer: ______________________________ Occupation: ____________________________
Referred By:      ⃝ Self      ⃝ Friend      ⃝ Insurance      ⃝ Physician      ⃝ Trainer
	⃝ Other ______________________________________ (Yelp, Facebook, etc)

What type of case are you:	⃝ Cash      ⃝ Insurance      ⃝ Worker’s Comp      ⃝ Auto Accident

Insurance Patients
Relation to Insured:      ⃝ Self      ⃝ Spouse      ⃝ Child      ⃝ Other
Insured’s Name: ________________________________________________________________
Insured’s Date of Birth: __________________________________________________________
Insured’s SS#: _________________________________	⃝ Male      ⃝ Female
Insured’s Employer: _____________________________________________________________
Insured’s Address (write SAME if SAME): ____________________________________________
City, State, Zip: _________________________________________________________________
Insured’s Phone Number: (____) ___________________________________________________

Accident/Worker’s Comp Patients
Date of Injury: __________________________________________________________________
Insurance Carrier / Employer: _____________________________________________________
Insurance/Employer Address: _____________________________________________________
City, State, Zip: _________________________________________________________________
Adjuster’s Name: _______________________________________________________________
Adjuster’s Phone: (____) ______________________ Email: _____________________________
Claim Number: _________________________________________________________________

In Case of Emergency, Whom Should Be Notified
Name: ___________________________________ Phone: (____) _________________________
Relationship: ___________________________________________________________________


Patient Signature: ________________________________________ Date: _________________
