Confidential Patient Information
Name





Hm. Phone



Wk Phone

Address





City




State

Zip

Date of Birth


Age


Marital Status(Circle One)  M    S     D     W         

Family History: (List names and ages of family living in your household)

Social Security #

-

-

 Email Address





Occupation





Employer







Work Address




City, State, Zip






Have you had chiropractic care before?    ⁯Y            ⁯N    Date






Is this injury or illness related to:    ⁯ Employment             ⁯ Auto Accident   
Date of Injury



Workers Compensation Insurance Co.





Phone




Your Auto Insurance Co.


Policy #



Phone




Other Person’s Insurance


Policy #



Phone





Name of Insured






Do you have Health Insurance ⁯ Y  ⁯ N  

Subscriber’s Social Security #




Primary Insurance Co.





Phone






Secondary Insurance Co.





Phone






All charges are due when services are rendered…

Method of Payment:         (  ) Check     (   ) Cash   (   )  Credit Card    (    ) Gift Certificate

Informed Consent for Chiropractic Care

You have the right, as a patient, to be informed about the condition of your health and the recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after being advised the known benefits, risks, and alternatives. 
All questions regarding the doctor’s objective pertaining to my care have been answered and the benefits, risks, and alternatives have been explained to me to my satisfaction.  I have read and fully understand the statements above and accept chiropractic care.  I authorize Kenny Family Chiropractic to render necessary services to me and I am responsible for all charges incurred.
          Print Patient’s Name                                  Signature


   Date

Print Parent or Guardian’s Name                           Signature 
