
 
WELCOME TO ZARZANA CHIROPRACTIC 

 
 
Patient Information  (Pease Print)         Please complete all sections 

 If not applicable please indicate with “NA”. 
  
          
Name_____________________________________________________Social Security #__________________ 
 First      Middle Initial   Last      
 
Address________________________________________City_________________State________Zip________ 
 
Sex:   [] Female   [] Male       Date of Birth_________________ e-mail______________________________ 
 
[] Single    [] Married        [] Domestic Partner  [] Widowed    [] Minor   Height:_______________Weight:___________ 
 
 Who may we thank for referring you today?_____________________________________________________________ 
 
Home Phone (           ) __________________________Cell Phone (         )______________________________ 
 

  Work (        ) ________________________________ Do you prefer to be contacted at: Home[] Work [] Cell [] 
 

 
Patient Employer Information ______________________________Occupation__________________________ 
 
Address_____________________________________City__________________State________Zip__________ 
 
 
Emergency Information   
 
[] Spouse [] Domestic Partner [] Parents [] Other__________ 
 
Name____________________________________________________________________________________ 
 
Work (         )__________________________________Cell (         )_________________________________ 
 
 
Responsible Party  
 
Responsible person for this account: __________________________________Date of Birth: ______________ 
 
Relationship [ ] Self   [] Spouse     [] Domestic Partner    [] Child 
 
Address _____________________________City _________________State ______________Zip___________ 
 
Home Phone (      ) __________________Cell Phone (      )_________________Work (     ) _______________ 
 
 
 
 

Continued on next page 
 

 
 
 
 
 
 



Insurance Information  
 
Name of Insured______________________________________________Date of birth___________________ 
 
Relationship to patient____________________________Social Security #_____________________________ 
 
Name of Insured______________________________________________Date of birth___________________ 
 
Insurance ________________________Subscriber ID______________________Group #_________________ 
 
Employer Name___________________________________________________________________________ 
 
Address_____________________________________City ________________State________Zip___________ 
 
Do you have additional insurance?  [] Yes    [] No   If yes, please complete the following 
 
Name of Insured______________________________________________Date of birth___________________ 
 
Relationship to patient____________________________Social Security #_____________________________ 
 
Name of Insured______________________________________________Date of birth___________________ 
 
Insurance ________________________Subscriber ID______________________Group #_________________ 
 
Employer Name___________________________________________________________________________ 
 
Address_____________________________________City ________________State________Zip___________ 
 
 
Accident Information 
 
Is this condition due to an accident?  []   Yes   []   No     Date of Accident_______________________________ 
 
Type of accident [] Auto   [] Work []   Home    []   Slip and fall    [] Other____________________________ 
 
Attorney Name____________________________________ Phone Number (     ) ________________________  
 
Are you right or left handed?  [ ] Right    [ ] Left  
 
What are your current complaints: Please circle those that apply 
 
Back Pain      Neck Pain      Headaches     Shoulder Pain    Arm or Wrist Pain    Leg, Knee or Ankle Pain 
 
Other:  Please Explain ____________________________________________________________________ 
 
 
 
Signature: 
_______________________________________________Date:______________________________  
 



FINANCIAL AGREEMENT HEALTH INSURANCE 

Patient Name:______________________________________________________________________ 
 
We would like to take a moment to welcome you to our office and assure you that you will receive the very 
best of care available for your condition. In order to familiarize you with the financial policy of this office we 
would like to explain how your medical bills will be handled. 
 
Explanation of Insurance Coverage: 
Many insurance policies do cover chiropractic care but this office makes no representation that yours does. 
Insurance policies may vary greatly in terms of deductible and percentage of coverage for chiropractic care. 
Because of the variance from one insurance policy to another, we require that you, the patient, be 
personally responsible for the payment of your deductibles, as well as any unpaid balances in this office. We 
will do our best to verify your insurance coverage, and will bill your insurance in a timely manner as a 
courtesy to you. 
 
Payment Arrangements 
We require that you pay you set co- payment or co-insurance at the time of each visit.  Your full portion of 
the bill is expected to be paid when payment is received from your insurance carrier. Any unpaid balances 
within 90 days of notification of the amount due will result in collection proceeding unless prior arrangements 
are made. For patients that do not have insurance payment is due at the time services are rendered, we do 
not bill for cash visits.  
 
Assignment of Benefits 
By signing this form you are authorizing payment of medical benefits will be made directly to this office. If 
your insurance carrier sends payment to you for services incurred in this office, you agree to send or bring 
those payments to this office upon receipt. All patients with insurance are required to pay for all non- 
covered services.  
 
Release of Information 
If your insurance company requires medical reports or records to document your treatment or progress, your 
signature below authorizes this office to release the medical information necessary to process your claim. 
 
Cancelation Policy  
I have been notified that Zarzana Chiropractic, Inc. requires a 24 hour cancelation of all appointments. All 
canceled and re-scheduled appointments without a 24 hour notice will be charged the following: 
 

Ø Chiropractic Appointments $20.00 
Ø Massage Therapy will be charged the full rate 
Ø Acupuncture will be charged the full rate  
Ø Personal Training appointments will be charged the full rate 

 
Voluntary Termination of Care 
If you suspend or terminate your care at any time, your portion of all charges for professional services is 
immediately due and payable to this office.  All services rendered by this office are charged directly to you, 
and you, ultimately will be personally responsible for payment regardless of your insurance coverage. 
 
We hope this answers any questions you might have concerning the financial policy of this office. Once 
again we welcome your to our office, and will be glad to answer any further questions that you might have. 
 
I have read and agree to the above. 
 
____________________________________________                               ___________ 
Signature          Date 






