WELCOME

CONFIDENTIAL PATIENT INFORMATION

PATIENT INFORMATION

Thank you for choosing our practice for your chiropractic and wellness needs.  Please complete this form in ink.  If you have any questions or concerns, do not hesitate to ask for assistance.  We will be happy to help.  (Please Print)

Today’s Date: _____________

First Name____________________M.I. ___   Last Name__________________________ 
Cell Phone#_____________________Email address_____________________________

Person to contact in case of an emergency____________________Phone_________

INSURANCE INFORMATION

Is your condition due to an auto accident or job related injury? (Yes   (No

Do you have Health Insurance?   (Yes   (No    Are you covered by Medicare?  (Yes   (No

Insured (Subscriber) Name______________________  Insured’s Date of Birth____________

*To help make filing your claims more efficiently, please present your Insurance card to the receptionist so that we can make a copy for our records.

I understand and agree that health insurance and accident policies are an agreement between an insurance carrier and myself.  Furthermore, I understand that this Chiropractic Office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that the amount authorized to be paid directly to this Chiropractic office will be credited to my account upon receipt.  However, I clearly understand and agree that all services rendered to 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 will be immediately due and payable.

Consent Addendum

A client coming to this Chiropractic office gives the doctor permission and authority to care for him or her in accordance with standard Chiropractic test, diagnosis and analysis. The Chiropractic adjustments and procedures are usually beneficial and always safe. However, in rare cases, underlying physical defects or pathologies can complicate care and can sometimes contra-indicate care. It is the responsibility of the patient to make the doctor known of any known health conditions or pathologies in the consultation and history.

I understand that if I am accepted as a patient by Rivertown Chiropractic, LLC, I am authorizing them to proceed with any treatment that may be necessary. Furthermore, any risk involved with my care will be explained to me upon my request.

Patient’s Signature________________________________________________________

Parent or Guardian’s Signature_____________________________________________
