Confidential Patient History

Name: Hm Phone: Wrk Phone: Email:

Street Address: Apt # City: State: Zip:

Date of Birth: _ / / __ Marital status (circleone)M S D W Age  Social Security # - -
Occupation: Employer:

Work Address: City: State: Zip:

Spouse’s Name: Spouse’s Occupation: # of children
Referred to this office by: Have you received Chiropractic before? Y N Date

Do you have Health Insurance? Yes () No ()

Primary Ins Co: Phone Number:

Insured’s/Members Name:

Members Date of Birth: / / Member SS # - - Members Employer:
Secondary Ins. Co: Phone Number:
Members Name: Members Date of Birth: /__/ ___ Member SS#: - -

Members Employer:

[s this injury or illness related to an Automobile Accident? Yes () No ()  If yes, please fill out the following.

[nsured’s Name: Insurance Co: Phone Number:

Claim Number:

Other Driver’s Ins Co: Phone Number: Their Claim #:

Have you retained an attorney? Yes () No () If yes: Attorney’s Name: Phone #

All charges are due when services are rendered.
Method of Payment you plan to use for today’s charges? () Check ( ) Cash () Credit Card

[ authorize Cantor Chiropractic Center to render necessary services to me and I am responsible for all charges incurred.

Patient Signature: _Date:

Guardian or Spouse authorizing care:

THANK YOU FOR ALLOWING US TO SERVE YOU!
















