CONFIDENTIAL PATIENT INFORMATION

Please Print

Name: Age: Birth Date: / /
Social Security # - - Sex: Male Female Marital Status M S W D
Home Address: Apt #
City: State: Zip:
Phone #: Home ( ) Cell: ( ) E-Mail:
Employer's Name/Address:
City: State: Zip:
Occupation: Time best reached: AM PM
Spouse’s Name: Occupation: Phone: (__ )
Name of Insured (if not patient):
Social Security # - - Birth Date: / /
Nearest relative not living with you: Phone: ( )
Nearest friend not living with you: Phone: ( )
In case of emergency contact: Phone: ( )
If minor, responsible party: Relationship
Address: Apt #
City: State: Zip:
Phone #: Home: ( ) Cell: ( )
Family physician: Phone:( )
Other Treating Physicians: 1. Phone:( )

2. Phone:( )
If Female: OB/GYN Phone:( )
Referred By: Have you been treated by a chiropractor before?

| HEREBY AUTHORIZE WESTON CHIROPRACTIC TO RELEASE ANY INFORMATION YOU DEEM APPROPRIATE
CONCERNING MY PHYSICLA CONDITION TO ANY INSURANCE COMPANY, ATTORNEY, ADJSTER OR OTHER
PHYSICIAN. | HEREBY AUTHORIZE AND GIVE SPECIFIC POWER OF ATTORNEY TO WESTON CHIROPRACTIC TO
ENDORSE MY NAME TO ANY AND ALL CHECKS, DRAFTS OR MONEY ORDERS WHICH ARE MADE PAYABLE TO
THE UNDERSIGNED AND/OR WESTON CHIRPRACTIC, WHICH ARE PAID BY MY INSURANCE COMPANY FOR
SERVICES RENDERED TO ME.

DATE: / / PATIENT/RESPONSIBLE PARTY
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