McCarron Lake Chiropractic

---------------------------------               CONFIDENTIAL PATIENT INFORMATION                    ---------------------------------
The following information is needed for or files so we can better serve you as a patient.  Please fill in all portions of the form.  If you need any help, please ask the receptionist.












Date____________________________

How did you hear about our clinic?___________________________  

Name___________________________________  Home Phone___________________  SS #_______________________

Address________________________________   City_____________________  State________  Zip ________________

Age_______   Birth Date______________  Marital Status______  Children_____  Cell Phone______________________

Occupation_________________________________  Work #__________________________

In case of Emergency contact_________________________________  Phone #_________________________________

EMAIL address: _______________________________________
Present Complaint

Briefly describe complaints_____________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What other doctors have you seen for the this condition_______________________________________________________________

Personal Medical History (if any of the following are relevant to your medical history, please mark the appropriate box)

· Cancer




(     Muscular Dystrophy
  

(    Osteoporosis

· Polio




(     Multiple Sclerosis


(   Rheumatism

· Tuberculosis



(     Convulsions



(    Nervousness

· High Blood Pressure


(     Epilepsy



(    Asthma

· Heart Trouble



(     Concussion



(    Neuritis

· Diabetes




(     Dizziness



(    Anemia

· Hepatitis



(     Arthritis



(    Backaches

· Venereal Disease



(     Numbness



(     Sinus Trouble

Family History (Have past or present family members had any of the below?  If yes mark who next to the condition)

· Cancer




(     Muscular Dystrophy
  

(    Osteoporosis

· Polio




(     Multiple Sclerosis


(   Rheumatism

· Tuberculosis



(     Convulsions



(    Alzheimer’s
· High Blood Pressure


(     Epilepsy



(    Asthma

· Heart Trouble



(     Back Pain



(    Neuritis

· Diabetes




(     Stroke



(    Anemia

· Hepatitis



(     Arthritis



(    Digestive Problems

· Alcoholism



(     Kidney Problems


(    TB

Have you had any surgeries?_______  What?_______________________________________________________________________

Have you been treated by a physician for any health conditions in the last year?__________  What_____________________________

____________________________________________________________________________________________________________

Date of Last physical exam___________________________

Are you allergic to any medication?__________   If so, what___________________________________________________________

Are you taking any medication?___________   If so, what & why ________________________________________________________________________________________________________________________________________________________________________________________________________________________

What vitamin, mineral or herbs do you currently take? (please list why, dosage & frequency) ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you pregnant?____________   If yes, how far along______________________  Date of last menstrual period________________

Have you ever had any; (if yes please describe)

Broken Bones?  Y  /  N  ________________________________________________________________________________________

Been Hospitalized?  Y  /  N  ____________________________________________________________________________________

Been in an Auto Accident?  Y/  N  _______________________________________________________________________________

Had a Sprain/Strain?  Y/  N  ____________________________________________________________________________________

Been Knocked Unconscious?  Y  /  N  _____________________________________________________________________________

Had Surgery?  Y  /  N  _________________________________________________________________________________________
Insurance Data (Clinic policy requires payment arrangements be made on the first visit.)

For Non-Auto Accident & Work Comp.

Do you have insurance?____________   

What company?_____________________________________   Policy #_________________________________________________

Is there secondary insurance?________   What____________________________________   Policy #__________________________

Name of party responsible for payment______________________________________   Phone #______________________________






(if different from above)



(if different from above)

Auto Accident Insurance

When did the accident occur?_______________________

Have you reported your accident to your insurance company _____  What is your Claim #?_________________________

Your Insurance Co.______________________________________ Policy #__________________________________________  

Driver Name______________________________ Insurance Co______________________  Policy#______________________

 

(Of the vehicle you were in, if applicable)


(Skip if you are driver)



(Skip if you are driver)

Have you retained an attorney?________ If yes, who_________________________________ Phone #_________________________
CONSENT FOR TREATMENT:  By signing this form, I consent to and authorize my health care provider to examine and treat me today and in the future.  I understand that this could include x-rays, education or other diagnostic procedures.  I understand that my provider is available and it is my responsibility to ask them to explain the purpose of the procedures and treatment and that I have the right to refuse the recommendation treatment under any circumstances.

PAYMENT POLICIES:  If your deductible has not been met, you will be expected to pay for services as rendered until the total deductible has been met.  Important: your insurance coverage is a contract between you and your insurance company and you are ultimately responsible for your bills here.  It is therefore, necessary for you to contact your insurance company to find out specific benefits.  There will be a $5.00 late fee each month for bills that are more than 30 days late.

AUTO/WORK COMP INSURANCE COVERAGE:  We will bill your insurance company for you and have payment come directly to McCarron Lake Chiropractic.  But, you are responsible for any charges not covered by your insurance company.  If checks are sent directly to you from your insurance company then you are solely responsible for that account with no deduction from that bill.  

Patient’s Signature ( or guardian)_____________________________________________  Date_____________________________

