
Date of Last Physical Examination

Plea*e m*rk your
belori.

areas of paln on the ftgiute*

Have you Ever Suffered From:
1. Dizainess
2. Backaches
3. Heart Trouble
4. Diaktes
5. Arthritis
6. Headaches
7. Asthma
L Neuritis
9. Digestive Disorders -

10. Nervousn€ss .. 

-I l. Sinus Trouble
12. Neck Pain

INSURANCE INFORITIATION:

Is your condition due to an auto accident or job related injury?

Do you have Health Insurance? Yes

-No 

If yes,

Name of Company Policy *

Are you covered by Medicare?

If yes, Health Insurance #

No

Patient's Signature:

I understand and ?gree that health and a-ccldent policies are an arrangement between an in-
surance carier and myself.-Furthermore, I understand that this Chiropigqtic Office wilt prepiie
any necessary r€ports and forms to assist me in making collection frorir tlie lnsurance comDanv
and that any amount authorized to be paid directly to dris Chiropractic Office willbe.r*di6J'i;
my agcount on receipt. Howevet, I clearly understand and agree that all services rendered rne
are charged directly to me and that I am personally responsibJe for payment. I also unaeistana
that il I.s.uspend or terminate my.care andtreatment, any fees for profe-ssionalservices r;;J;;a
me wlll be immediately due and payable.

Yes No

Yes

Date

Guardian or Spouse's Signature: S.S.+

Doctor's SiEnature:

FAfrIILY HEALTH INFORMATION. {ManV _health problems are the result of hereditary
spinal we:akness€s; thus information aboui you? famity rirembers witi gi"e "J; Ltdr-i;h;;;;f
your total health pkture.l

NAME AND HEALTH


