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CHIROPRACTIC CENTER

www.AligntheSpineChicago.com

NAME:

ADDRESS: City Zip

PHONE#HOME) (CELL) (WORK)

EMAIL ADDRESS

OCCUPATION EMPLOYER

MARITAL STATUS DATE OF BIRTH

EMERGENCY CONTACT PHONE#

HOW DID YOU HEAR ABOUT OUR OFFICE

HAVE YOU BEEN TREATED BY A CHIROPRACTOR BEFORE?

INSURANCE INFORMATION
DO YOU HAVE MEDICAL INSURANCE?
IF YES, PLEASE PRESENT INSURANCE CARD TO BE PHOTOCOPIED

NAME OF MEDICAL INSURANCE

IS THIS AN HMO POLICY?

IF KNOWN, DEDUCTIBLE AMOUNT AMOUNT MET FOR YEAR

DO YOU HAVE A FLEX SPENDING HEALTH ACCOUNT?
IF SO, AMOUNT?

ASSIGNMENT OF BENEFITS

I HEREBY ASSIGN AND GRANT THE BENEFITS THAT I AM ELIGIBE TO RECEIVE FOR
PROFESSIONAL SERVICES RENDERED IN THIS OFFICE TO PERFORMANCE CHIROPRACTIC
CENTER. I AUTHORIZE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO
PROCESS ANY INSURANCE CLAIMS FOR PAYMENT. I UNDERSTAND THAT I AM
FINANCIALLY RESPONSIBLE FOR THOSE CHARGES NOT PAID BY MY INSURANCE
COMPANY.

PATIENT’S SIGNATURE DATE




CONFIDENTIAL HEALTH HISTORY
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Briefly explain what makes your problem:
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~_MidBack Pain _ Low Back Pain __ Hip Pain LegPain  Knee Pain
__Ankle Pain  FootPain __ Toe Pain
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Signature:

Date:




