
Chiropractic New Patient Intake Form
Date

PATIENT DATA

Title: (Check One)    ❑Mr.   ❑Mrs.   ❑Ms.   ❑Miss   ❑Dr.

First Name Middle Initial Last Name

Address

City State Zip Code

Home Phone (            ) Work Phone (            )

Cell Phone (            ) Email

Date of Birth Sex:    ❑Male   ❑ Female

Social Security Number Marital Status    ❑ Single   ❑Married   ❑Other

Employment Status    ❑ Employed      ❑Unemployed      ❑ FT Student      ❑ PT Student      ❑Other

SPOUSE DATA

First Name Middle Initial Last Name

Home Phone (            ) Work Phone (            )

EMPLOYER DATA

Name

Your Occupation Your Job Description

Address

City State Zip Code

EMERGENCY CONTACT

Contact Name

Contact Home Phone (            ) Cell Phone (            )

Who referred you to our office?

❑Website   ❑ Insurance   ❑ Sign   ❑Yellow Pages   ❑Other









Patient Name Date

INsuraNce INformatIoN:

Who is responsible for your bill? � You...Mark Appropriate box(es)      � Myself Only

� Spouse     � Worker’s Comp     � Auto Insur.     � Medicare     � Medicaid     � Other _________

Personal Health Insurance Carrier: __________________________ Insur. Card ID# _________________

Policy Holder’s Name: ___________________________________ Group # _______________________

Policy Holder’s Date of Birth: ______ / ______ / ______  Primary Care Physician: _________________

Policy Holder’s Employer: ______________________________________________________________

Please give your license and insurance card to the receptionist for copy and verification. Thank you.

NotIce:

How will you be paying for today’s charges? � Visa    � Mastercard    � Debit    � Check    � Cash

I authorize Chiropractic Partners to release any and all information to my insurance company, my attor-

ney, or my insurance adjuster. I realize that I am ultimately responsible for all charges incurred in the

event that my insurance does not pay. I authorize medical payments directly to Chiropractic Partners for

any services or supplies.

Patient Signature: ______________________________ Legal Guardian: __________________________

Attending Doctor’s Signature: ______________________________ Date: _________________________
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