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Phone 402-371-9366 Norfolk, NE 68701
Fax 402-371-7331
.
www.SpenceChiro.com
Patient Information

Name: Birthday: Sex:M/F SS#:
Current Address: Po Box City: State: Zip:
Home Phone: Cell Phone: Marital Status:

Employment Status: Employed / Student / Retired / Unemployed / Homemaker Pregnant? Y /N Due:

Employer: Occupation: Work Phone:

Emergency Contact: Relationship: Phone:

How did you hear about us? Q Internet QRadio QNewspaper QPhonebook O Referred by

Primary Insurance O Same as Patient
Person Responsible for Account: Relationship to Patient
Address: PoBox: __ City: State: Zip:
Responsible Party Cell Phone: Responsible Party Employed By:
Insured’s DOB: Insured’s SS#: Secondary Insurance:

¢ | understand that | am legally responsible for payment of all charges, whether or not paid by insurance. | will be
responsible for any co-payments, deductibles or non-covered items at the time services are rendered. |
understand that if this account is not paid and no financial arrangements have been made, | will be responsible
for collection fees, legal fees, service charges and any other expenses that are incurred in collecting this account.

¢ ] authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize
the provider to release any information required to process insurance claims. | understand that | have the right
to review your Notice of Privacy Practices and that this office complies with HIPPA guidelines.

Patient’s Signature: Date:

Parent / Guardian Signature Authorizing Care: Date:
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Reason For Visit

Reason for today’s visit: O Emergency O New Injury O Old Injury O Chronic Pain O Wellness
Areyou inpain:Y/N Rate your pain on the following scale: 123456 7 8 9 10
Did your injury occur during: O Work OSports/Play O Auto Accident O Routine/Household Activity

Date condition/accident started? Where did your injury occur?

Please explain what happened:

Symptoms (please check all that apply): OPain O Numbness OSpasm O Tenderness O Constant

O Comes & Goes OTravels O Sharp ODull

Previous Chiropractic Care? Y/ N Please Mark Pain Areas

Clinic or Dr's name:

Any previous surgeries or
{liness to the neck orback? Y/ N

If Yes, then describe:

e | guarantee this form was completed correctly to the best of my knowledge and understand it is my
responsibility to inform the office of any changes to my medical, personal and insurance information.

e |guarantee that | am the patient, the patient’s guarantor or authorized to execute the agreements listed on
this form and accept all terms.

Patient’s Printed Name:

Patient or Guardian Signature: Date:




