CHIROPRACTIC REGISTRATION AND HISTORY

DATE:

FIRST NAME: : HOME PHONE:

M. INITIAL: WORK PHONE:

LAST NAME: CELL NUMRBER:

ADDR: E-MAIL:

CITY: SEX: [IM []F

STATE & ZIP: [IMARRIED [] WIDOWED []SINGLE
[ 1 MINOR [ 1 SEPARATED [ ] DIVORCED

DATE OF BIRTH: SPOUSE’S NAME:

SOCIAL SEC. NO.: _ SPOUSE’S DATE OF BIRTH:

EMPLOYER/SCHOOL: SOC. SEC. #:

CSZ: __ SPOUSE’S EMPLOYER:

WHOM MAY WE THANK FOR REFERRING YOU?

PRIMARY CARE PHYSICIAN: CLINIC:

ACCIDENT INFORMATION

Is the condition due to an accident? [ ] Yes [ ] No Date: __ Accident Type: [ ] Auto [] Work Comp [ ] Other
To whom have you made a report of your accident? [ ] Auto Insurance [ ] Employer [] Worker Comp. [] Other

Attorney Name (if applicable):

INSURANCE INFORMATION

Insurance Co. Group #: Policy #:

Are you the insured? [ ] Yes [ ] No Ifno, who is the insured?

‘Who is responsible for this account? Relationship to you:

FINANCIAL STATEMENT

1 certify that I, and /or my dependent(s), have insurance coverage with the company listed above and assign directly to

[ ] Bryan Dingsor, DC [ ] Joy Miller, DC all insurance benefits, if any, otherwise payable to me for services rendered. I
understand that I am financially responsible for all charges whether or not paid by insurance. T authorize the use of my
signature on all insurance submissions.

SIGNATURE: DATE:

**[funder 18, please have the parent or guardian sign this form.
















