AmeriCare Chiropractic

Confidential Patient Information
Name__________________________________________________Date___________________

Date of Birth__________             Sex (Circle): M   F            Marital Status (Circle) : S  M  W  D

Address_______________________________________________________________________



Street




City     

State

Zip

Phone : (Home)_________________  (Work)_________________  (Cell)_________________________
Social Security Number _______-_____-_______  e-mail address_________________________

How did you hear about our clinic?  Referred by_______________________________________

Internet
Yellow Pages

Other___________________________________________

Employer_______________________________Occupation_____________________________Address_______________________________________________________________________



Street




City

State

Zip

Is your visit due to:
Auto Accident?____
Work-related Injury?____ Slip and Fall____




Sports Injury?____ Other Reason?________________________________

If an accident, date and place______________________________________________________

Other doctors seen for this condition________________________________________________

Name of Spouse_______________________________ Social Sec Number: _____-____-______

Spouse Date of Birth_______________ Spouse’s Employer______________________________

Name of Family Physician________________________________________________________

In case of emergency contact:


MEDICAL HISTORY: Please check any of the following conditions relevant to your pst or present medical condition)

____Cancer
____Muscular Dystrophy
____Polio

____Rheumatic Fever
____Multiple Sclerosis
____Scarlet Fever

____Digestive Disorder
____High Blood Pressure
____H.I.V. or AIDS

____Tuberculosis
____Convulsions
____Nervousness

____Heart Trouble
____Diabetes
____Measles

____Venereal Disease
____Hepatitis
____Epilepsy

____Concussion
____Dizziness
____Arthritis

____Backaches
____Numbness
____Anemia


Have you been treated by a doctor for any health reason in the past year?____  Describe the condition______________________________________________________________________

Date of last medical physical exam______________

Females: Are you pregnant? Yes  No  Date of last menstrual period______________

Are you allergic to any medications?________________________________________________

What is your present complaint?____________________________________________________

Has this condition affected your: WORK___REST___ SLEEP_____RECREATION_____


INSURANCE INFORMATION (Please supply your insurance card to the front desk)

Name of person responsible for payment:____________________________________________

Relationship of Guarantor to patient:________________________________________________

Insurance carrier:_________________________Name of Insured_________________________

Date of Birth of insured:___________  Claim Number (if applicable)______________________

Policy number____________________ Group Number_________________________________

Employee I.D. Number___________________________________________________________

Spouse’s insurance carrier________________________________________________________

Policy Number_______________________ Group Number_____________________________

Employee I.D. Number__________________________________________________________

Medicare Number (if applicable)___________________________________________________

I understand and agree that health and accident insurance policies are an arrangement between an insurance company and myself.  Furthermore, I understand that AmeriCare Chiropractic will prepare standardized forms to assist me in making collections form 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 AmeriCare Chiropractic to endorse co-issued remittance for the conveyance of credit to my account.  However, I clearly understand and agree that any and all services rendered to me are charged directly to me and that I am personally responsible for timely payment.  I also understand that if I suspend or terminate my care and treatment, all fees for professional services rendered to me will be immediately due and payable.

You have the right to be informed about your condition and the recommended treatment plan to be used so that you may make an informed decision as to whether or not to proceed with chiropractic care. It is your responsibility to insure that you fully understand and are comfortable with both the proposed benefits and the potential risks, however miniscule they are,  of the procedures before you sign this form.  An estimate of the risk of spinal manipulation causing a clinically worsened disk herniation: less than 1 in 3.7 million. The incidence of significant adverse neurovascular effects as a result of manipulating the cervical spine: between 1:400,000 and never. The generally used figure is 1:1,000,000.  This is my consent for Dr.________________ and his/her designated assistants and associates to perform chiropractic procedures.

PATIENT’S SIGNATURE_____________________________________DATE_____________

SPOUSE/GUARDIAN SIGNATURE____________________________ DATE_____________

List surgeries you’ve had and dates performed:_________________________________________________________________





_________________________________________________________________________________________








