

WELCOME TO FREEPORT FAMILY CHIROPRACTIC & ACUPUNCTURE
Patient Information

Date: _____________  	If the reason for your visit today is the result of an accident or work injury, it is very important that you tell an FFCA staff member now.


Name:___________________________________________    Social Security #_______________________


Address:____________________________ City:___________________ State: ______    Zip: ___________
 

Birth Date: _____________   Marital Status:  M  S  W  D     Gender:  Female ____     Male ____   NB ____


Home Phone: _________________  Cell Phone: _________________ Cell Provider: _________________


Receive reminder by:         text	      email               phone call    	


E – Mail Address: ____________________________________  Work Phone: _______________________ 

Occupation:___________________________ Employer: _________________________________________ 

Employer's Address: _____________________________________________________________________  

Spouse: _____________________________ Spouse’s Employer: _________________________________

Emergency contact: _______________________ Relationship:________________ Phone: _____________


How were you referred/hear of our office? Internet/Google     Newspaper     Facebook/Insta      Family/Friend  
[bookmark: _GoBack]	   	         		       Ins. Co.    Radio     Office Website     Phone Book      Dr. _______________         
Chief Complaint – Purpose of this appointment: 

________________________________________________________________________________________


Do you have any allergies to any medications?      Yes	     No 

If yes describe: __________________________________________________________________________

Do you have any allergies of any kind?     Yes	          No 

If yes describe: __________________________________________________________________________
 
Do you have a pacemaker:        Yes             No

Pregnancy Status:________________         Smoking Status:  Never    Current    Occasional    Former

Signature: ________________________________________________________
WELCOME TO FREEPORT FAMILY CHIROPRACTIC & ACUPUNCTURE
PATIENT RESPONSIBILITY/INSURANCE VERIFICATION FORM


Please check any and all insurance coverage that may be applicable in this case:

  Major Medical       Worker's Compensation        Medicare      Auto Accident 


  MSA/HSA & Flex Plans 	     Medicaid (note: Chiropractic is not a covered service for this plan)


  Other ______________________________



Name of Primary Insurance Company: _______________________________________________


Name of Secondary Insurance Company (if any): _______________________________________
 

FFCA has different payment options including:  payment in the office via check, cash, and credit card; over the phone credit card payments, scheduled auto withdrawal from a checking/savings account; scheduled auto charges to credit card.  Should you require a payment plan please speak with one of the FFCA staff.

AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or chiropractic office. I authorize the doctor to release all information necessary to communicate with personal physicians and other healthcare providers and payers and to secure the payment of benefits. I understand that I am responsible for all costs of chiropractic care, regardless of insurance coverage. I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be immediately due and payable. 

The patient understands and agrees to allow this chiropractic office to use their Patient Health Information for the purpose of treatment, payment, healthcare operations, and coordination of care. We want you to know how your Patient Health Information is going to be used in this office and your rights concerning those records. If you would like to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is available to you at the front desk before signing this consent.  If there is anyone you do not want to receive your medical records, please inform our office.


Patient's Signature___________________________________________	Date: ___________


Guardian's Signature Authorizing Care: _________________________________	Date: ___________


