WELCOME TO HEALING HANDS CHIROPRACTIC

Name: SS#:

Address: City: Swute  Zip_______
Sex: O Male O Female Date of Birth: Age:

Home &: Work #:

Cell #; Email:

What is our easiest way to contact you? O Home# OCell# UEmail
Are you: [ Single D Married [0 Divorced [ Widowed

Spouse's Name: Children's Name:

Your Employer:
Whom may we thank for referring you to us?

Do you have Insurance? [ Yes O No

Insurance Co:

Name of Insured: Insured date of birth:
Relationship to Insured: 1DW

PLEASE GIVE US A COPY OF YOUR INSURANCE CARD

Reason for visit:

When did you first notice problem:

What sctivities are difficult to perform: USitting OStanding COWalking OBending

OLying Down
Type of Pain: (OSharp CIDull OThrobbing OAching OShooting CIBuming
OTingling OCramps OStiffness OSwelling

What are you doing for this problem:
Have you had any spinal surgeries: O Yes 0 No
Are you aware of any spinal abnormalities: O Yes O No

1 certify ot | hve rend ned undersined the sbove infoemation 1 the best of ty knowledgs. The sbove questions have boen sccurately
srwrred | endertand that providing ncormect information os be dengerows o my health. | ssthoriee De chiopoaion 10 relome sy
formaticn lachading the Sagrois and e rocorth of avy Srwment or cuasinalion remdered 10 e of Ty M dering B pericd of mecs
chiropractic care 1o hird party payen sndor heakh practitionens. | ssthorize sad roguest rvy inserence comsperty 10 pay directly W ealing
Hamds Chiropractic otherwine paysble to me. | enderstand that rry chiropeactic insuraece canier may pary less than he acteal for services.
| agree 0o be responaible Sor puyment of ol services rendered o0 my debalfl or sy dependents. 'We acompt paymwnt by Canh, Check or

Cradis Card.

Patient Signature: Date:




