Rapids Chiropractic

 New Patient Form

NAME _________________________SS#____-___-_____DATE___________

ADDRESS________________________CITY__________________ZIP______

HOME PHONE______________ CELL __________  PHONE________________

BIRTHDATE___-___-___AGE____REFERRED BY________________________

MARITAL STATUS:  M  S  W  D      SPOUSES NAME_____________________

PLACE OF EMPLOYMENT___________________ WORK PHONE____________

OCCUPATION___________________________________________________
JOB REQUIREMENTS_____________________________________________
EMAIL ADDRESS _______________________________________________
I have read the above information and certify it to be true and correct to the best of my knowledge.  I give permission for this office to provide me chiropractic care.  I understand that insurance policies are between the insurance company and me.  I authorize this office to release any medical information and complete any report or forms necessary to collect from my insurance.  If my insurance is billed, I authorize payment of medical benefits to Dr. Ross Reynolds/Rapids Chiropractic for services in full.  I understand that I am ultimately responsible for payment in full.

PATIENT’S SIGNATURE (parents, if under 18)___________________________
DATE__________________
