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Patient information 

Last Name: _______________________ First Name: ___________________ Middle initial _____
DOB: _____________________ Age: ______________ Social Security # ____________________ 
Address: ________________________________________________ City: ___________________ 
State: ______________  Zip Code: _____________
Home Phone Number: ______________________ Cell Phone number: _____________________
Email: __________________________________________________________________________
Do you have insurance?  O Yes        O No 
Name of policy holder: __________________________________ Date of birth _______________
Policy Name: __________________________________ SSC# of Policy holder ________________
Employer: _______________
Do you have secondary insurance?   O Yes         O No 
Name of policy holder: __________________________________ Date of birth _______________
Policy Name: __________________________________ SSC# of Policy holder ________________
Employer: _______________
Emergency Contact information: 
Name of contact: ____________________________ Relationship to patient: ________________
Contact #: ____________________ 
May we communicate information with this individual concerning your care? O  YES      O NO 
How did you hear about us? 
O Google.   O Facebook.   O Signs.  O family and friend referral.  O Other: ______________ 

Updated policy information. Please read and sing below: 
*Patients who fail to show for their scheduled appointment or did not notify the office within 48 hours of their scheduled appointment time, shall be subject to a NO SHOW/CANCELATION fee of $40.00. You will be given a courtesy the first time as a warning, 2nd time the fee must be paid before your next appointment can be made. 
*Arriving 10 minutes or more may result in your appointment being re-scheduled. 

Payment is due at the time of treatment. We accept cash, check, VISA, MC, Discover and Care Credit. We require all deductibles and co-pays to ne paid at the time of service unless a financial arrangement has been made. If you are unable to make your scheduled payment according to the arrangement made please contact the office for updated arrangements to be made. The balance is your responsibility regardless of whether your insurance company pays. We do our best to provide you the best estimated copay, however understanding your insurance coverage is your responsibility. 
* Returned checks are subject to a $25.00 bank fee 

Patient Signature: _______________________________________ Date: ____________________
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