Welcome to Angleton Chiropractic & Rehab 

Name ___________________________________________ Social Sec. # ____________________________
Address __________________________________City ________________State _______ Zip ___________
Phone# ____________ Work# _____________ E-mail ______________________ Date of Birth _________
Marital Status:  M  S  D  W  	    Employer __________________________ Occupation _________________
Insurance Company ______________________ Policy# _________________ Phone# __________________
Policy Holder:  Name ________________________ SS# _________________ Date of Birth_____________
Spouse’s Name ___________________ Spouse’s Employer _________________Work Phone ___________
Children’s Names & Ages ______________________________________________ (use back, if necessary)
Emergency Contact _______________________ Relation ___________________ Phone# ______________
How Did You Hear About Our Office? __________________________________________________________

Current Health Complaints:
1. ____________________________________________________ How long/often? __________________
2. ____________________________________________________ How long/often? __________________
3. ____________________________________________________ How long/often? __________________

IS THERE ANY CHANCE YOU MAY BE PREGNANT?       Y       N      Initials_______

Height___________ Weight ___________ Current Medications _____________________________________
_________________________________________________________________________________________
Have You Ever Sought Chiropractic Care Before?		Y	N	When? _____________________
Have You Had Same/Similar Problems Before?		Y	N	If so, how long? ______________         
Family Members With Similar Problems?                    	Y	N	If so, who? __________________
Have You Seen Any Other Doctors For This Problem?	Y	N	If so, who? __________________
Please List Any Surgeries: ___________________________________________________________________
Have You Ever Been Diagnosed With Cancer?   		Y	N	If so, please list type ___________
________________________________________________________________________________________

AUTO OR WORK INJURY ONLY   (Please complete the following information)
Please circle one:       Work injury           Auto Injury

Name and address of Workers’ Comp Carrier or Auto Insurance Carrier: _____________________________
_________________________________________________________________________________________
Date of Injury________________ Claim #___________________ Contact Person_______________________
Phone #_____________Attorney’s Name, _____________________Phone # ___________________________
Address __________________________________________________________________________________
Briefly describe the incident resulting in your injury. ______________________________________________
______________________________________________________________________ (use back, if necessary)


PLEASE READ AND SIGN BELOW
The information above is true and accurate to the best of my knowledge.  I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and me.  I authorize the release of any medical or other information necessary to process this claim.  I also request payment of government benefits either to myself or to the party who accepts assignment. Therefore, I authorize Angleton Chiropractic & Rehab to contact me via telephone, mail, or electronic means, whenever necessary. Furthermore, I understand that Angleton Chiropractic & Rehab will prepare any necessary reports and forms to assist me in making collections from the insurance carrier and that any amount authorized to be paid directly to Angleton Chiropractic & Rehab will be credited to my account upon receipt.  I am aware that my exam, x-rays and adjustments may be recorded to enhance record keeping.  I clearly understand and agree that I AM PERSONALLY RESPONSIBLE FOR PAYMENT.


_____________________________________________________	                          _________________________________________________
        	  Patient/Guardian Signature				                            Date

ANGLETON CHIROPRACTIC & REHAB


Acknowledgement
I have been allowed the opportunity to go over the Privacy Notice of Practices and Identity Theft Prevention Policy/Procedures and I have been provided an opportunity to discuss my right to privacy.



________________________     ________________________         ___________
PRINTED NAME                          SIGNATURE                            DATE


CHIROPRACTIC INFORMED CONSENT TO TREAT

I hereby request and consent the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy and diagnostic x-rays, on me (or on the patient named below, for whom I am legally responsible) by the doctor of chiropractic named below and/or other licensed doctors of chiropractic who now or in the future treat me while employed by, working or associated with or serving as back-up for Angleton Chiropractic & Rehab, PLLC, including those working at the clinic or office listed or any other office or clinic, whether signatories to this form or not. Also, I understand that I may be treated in an open adjusting area where others can hear private information or see my treatment.  I hereby authorize and consent to this arrangement and I will let Angleton Chiropractic & Rehab know if I require a private room for treatment. Additionally, my signature below confirms my consent for my minor son/daughter to be treated by the doctor of chiropractic at Angleton Chiropractic & Rehab, PLLC in my presence or absence. If in my presence, I will sign the daily fee slip. If in my absence, I allow my minor to sign the daily fee slip. In either case, I consent and request the treatment on my son/daughter on this day and any day in the future.  

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other offices of clinic personnel the nature and purpose of chiropractic adjustments and procedures. I understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, including but not limited to, fractures, disc injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, and is in my best interest.

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content, and by signing below I agree to the treatment and procedures recommended by the doctor. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.



___________________________			______________________________
Patient Signature or Representative			Date


___________________________			______________________________
Relationship to Patient					Witness for Angleton Chiropractic & Rehab
