Date_______________
Patient Information

Name________________________________
           (Last)                                 (First)                                 (mi)   

Address_____________________________
City_________________________________

State___________Zip__________________
Home Phone__________________________
Work Phone__________________________
Cell Phone___________________________
Birthdate______________ Age__________
SS#______________________Sex □ M □ F

Marital Status:
□ married       □SINGLE       □ DIVORCED

□ WIDOWED     □ MINOR       □ SEPARATED

Employer ____________________________
Occupation___________________________
Spouses Information

Spouses Name_________________________
Birthdate____________________________
SS#_________________________________
Employer____________________________
Have you seen a chiropractor before?
              □ Yes  

   □ No
If yes, when was your last adjustment? _______________
Referred by:_______________________
Referrals by patients are the best compliment a chiropractor can receive.

Thank you!
Insurance information
Do you have insurance?    □ yes     □ no

If not, please proceed to back of form.

Who is the Insured?
       □ Self      □ Spouse     □  Parent

The following information pertains to the insured person:
Name ________________________________

SS#____________________DOB_________
Address_____________________________
City_________________________________
State_____________ Zip________________
Phone_______________________________
Employer ____________________________
Insurance Company Info:

Name ________________________________
Mailing Address ______________________
_____________________________________
ID#__________________________________
Group # _____________________________
Secondary Insurance Co:

Name ________________________________
Mailing Address ______________________
_____________________________________
ID#__________________________________
Group # _____________________________
I authorize Dr. Garrone to submit and retain all insurance benefits, if any, for the services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions and the submission of claims electronically when necessary.

The above doctor may use my health care information and may disclose such info to my insurance company for the purpose of obtaining payment for services and determining insurance  benefits.
Signature of patient or parent/guardian                        Date
