Harchak Chiropractic Clinic LLC
PATIENT INFORMATION

PATIENT NAME: _
Last Name First Middle ___ s

Gender: Maleo FemaleO Date of Birth / / Age
SS#
Home Address

City State_

Zip
Home Phone Cell Phone _

Personal Email:

Employer Name Phone

Employer Address

City State_ Zip

SPOUSE or GUARDIAN:
Last Name First Middle

Employer Name Phone

Date of Birth L L SS#

EMERGENCY: Name and address of nearest relative or friend not living with you.

Last Name First Middle
Home Phone Cell Phone Work
Phone

Relation to Patient

PAYMENT METHOD: For all services that are not paid by a third party (Insurance, Medicare, Medicaid).

Cash Q Check O Visa Q Mastercard Q Discover Q American Express O

If you have any insurance coverage that might pay a portion of your financial obligations, please ask about our policy.

My CERTIFICATION
I certify that the above information is correct and I request services.

X

Signature of patient or person acting on patient’s behalf Date

© 2013 Don Cross, DC - All Rights Reserved.



