PATIENT INTRODUCTION

Date_______________________
Case #_______________________

	Name______________________________________________ Nickname_______________________________

Address_______________________________________ City___________________ State_______ Zip_______

Home Phone_____________________ Cell Phone____________________ Work Phone___________________

Sex:  M  F      Martial Status  S   M   D   W    Birth date_____/______/______ Soc. Sec. #___________________

How did you hear about our clinic? __________________________________Employer____________________

E-mail address ______________________________Would you like to receive  a quarterly newsletter?  Yes / No 




PRESENT COMPLAINT

	Briefly describe Symptoms__________________________________________________________________

Other doctors seen for this condition:_____________  Treatment rendered:______________________________

Are you taking any medications?  Yes / No  What kind?______________________________________________

List Physicians seen within the last year:                        For what conditions:

________________________________                         ________________________________________________

________________________________                         ________________________________________________

________________________________                         ________________________________________________

________________________________                         ________________________________________________

Are you pregnant?  Yes / No                                   Date of last Menstrual Period:____________________________




INSURANCE INFORMATION

	Insured’s Full Name_________________________________________ Soc. Sec. #_________________________

Address (If different from pt.) ______________________________________ City__________________________

State_________ Zip_____________  Home Phone________________________________

Relationship to insured:        Self     Spouse      Child      Other________________________

Insurance Company_________________________________________ Phone #____________________________

Group #___________________ Insured ID #________________________ Insured DOB____________________

Employed by:________________________________________________________________________________

Employer’s address___________________________ City________________ State_________ Zip____________

Employer’s phone_________________________________




	Additional insurance (2nd Policy)

Insured’s Full Name_________________________________________ Soc. Sec. #_________________________

Relationship to insured:        Self     Spouse      Child      Other________________________

Insurance Company_________________________________________ Phone #____________________________

Employed by:__________________________________________________ Insured DOB___________________

Employer’s address___________________________ City________________ State_________ Zip____________

Employer’s phone_________________________________




*FEES PAYABLE WHEN SERVICES ARE RENDERED UNLESS OTHER ARRANGEMENTS ARE MADE*

Cromwell Family Chiropractic

