BLOCK CHIROPRACTIC


CHILD:   Name: ______________________________ DOB: _______________ Age: _______ SS#:_________________________

PRIMARY DOCTOR:______________________________________________________________

PARENT:   






Name:_____________________________________________ Address:_________________________________________________

City: ______________________________________________ State/Prov: __________________ Zip/Postal Code: ____________

Home Phone:_______________________________________ Birth Date: ______________ Age: ___________ Sex:   ( M   (  F

Social Security # ____________________________________ E-Mail Address: ________________________________

Business Employer:__________________________________ Circle One:  Married   Single   Widowed   Divorced  Separated

Business Phone: ____________________________________ Type of Work: ___________________________________________

Name of Spouse: ____________________________________ Spouse’s Social Security #: _________________________________

Spouse’s Employer: _________________________________  Spouse’s Birthday: _______________________________

Type of Work: _____________________________________  Business Phone: __________________________________________ 

Names and Ages of Children: __________________________________________________________________________________

Referred To This Office By:__________________________   ________________________________________________________ 

Name and Number of Emergency Contact:_________________________________________Relationship:__________________

Who is Responsible For Your Bill, You and   (Spouse  (Workers’ Comp.  (Auto Insurance  (Medicare  (Medicaid  (Personal Health Insurance (Name) _________________________________  ( Health Card (#) ___________________________________

CURRENT HEALTH CONDITIONS

Purpose of This Appointment__________________________________________________________________________________

Other Doctors Seen For This Condition:    (Yes  (No                       Who? ____________________________________________

Type of Treatment: ________________________________________ Results: __________________________________________

When Did This Condition Begin? ____________________________  Has This Condition Occurred Before?   (Yes   (No

Is Condition:    (Job Related     (Auto Accident   (Home Injury   (Fall   (Other: ____________________________________

Date of Accident: _________________________________________   Time of Accident: __________________________________

Have You Made A Report of Your Accident To Your Employer:   (Yes   (No

Drugs You Now Take:   (Nerve Pills   (Pain Killers/Muscle Relaxers   (Blood Pressure Medicine (Insulin    (Other_____________________________________________________________________________________________________

Do You Wear A Shoe Lift?    (Yes   (No 

Do You Suffer From Any Condition Other Than That Which You Are Now Consulting Us? _____________________________

____________________________________________________________________________________________________________

PAST HEALTH HISTORY

Please Check and Describe: 

Major Surgery/Operations:  (Appendectomy   ( Tonsillectomy   (Gall Bladder   (Hernia   (Back Surgery   (Broken Bones   (Other_____________________________________________________________________________________________________

Major Accident or Falls: ______________________________________________________________________________________

____________________________________________________________________________________________________________

Hospitalization (Other Than Above):_____________________________________________________________________________

____________________________________________________________________________________________________________

Previous Chiropractic Care:  (None   (Doctor’s Name & Approximate Date of last Visit _______________________________

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. Furthermore, I understand that ABS Chiropractic, P.C  will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to ABS Chiropractic, P.C.  will be credited to my account on receipt. However, I clearly understand that if I suspend or terminate care, any fees for professional services rendered to me will be immediately due and payable. I also understand that I am directly and fully responsible to said doctor for any professional bills submitted for services rendered me and that this agreement holds me fully responsible for any moneys owed.

I hereby authorize ABS Chiropractic, P.C.  to treat my condition as he or she deems appropriate through use of manipulation throughout my spine. It is understood and agreed the amount paid to the Doctor, is for examination, x-rays and treatment only. The X-ray negatives will remain the property of this office, being on file where they may be seen at any time while a patient also agrees that he/she is responsible for all bills incurred at this office. The Doctor will not be held responsible for any pre-existing medically diagnosed conditions, nor for any medical diagnosis. 

Patient’s Signature____________________________________________________        Date _______________________________

Guardian or Spouse’s

Signature or Authorizing Care __________________________________________       Date ________________________________
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