
JOSEPH CHIROPRACTIC 
CONFIDENTIAL CASE HISTORY/PATIENT INFORMATION 

 
Date: _________________ 

Name: _____________________________________________ Date of Birth: ____________ Age: ______   

Address, City, State, Zip __________________________________________________________________ 

Home Phone: ______________ Cell Phone: _____________ E-mail address:  _______________________ 

May we send text message appointment reminders?  Yes  No    If yes, phone provider: _______________ 

Marital Status: M  S  W  D     Number of Children: _______   

SS# __________________ Race: __________ Ethnicity (German, English etc.)  ______________________ 

Occupation: ______________________ Employer: ____________________________________________ 

Spouse: ________________ Occupation: _________________ Employer: __________________________ 

Emergency Contact: _____________________________________ Phone # ________________________ 

How were you referred to our office: ______________________________________________________? 

Primary Insurance Carrier: ________________________________________________________________ 

Secondary Insurance Carrier: ______________________________________________________________ 

 
 
 
 
Patient’s Signature __________________________________________   Date______________________ 

 

 

AUTHORIZATIONS 
A. I hereby authorize release of any medical information necessary to process this claim and request payment of insurance 

benefits either to myself or to the party who accepts assignment. 
B. I authorize payment of any medical benefit from third parties for benefits submitted for my claim to be paid directly to 

this office.  I authorize the direct payment to this office of any sum I now or hereafter owe this office by my attorney, out 
of proceeds of any settlement of my case and by any insurance company contractually obligated to make payment to me 
or you based upon the charges submitted for products and services rendered. 

C. I understand and agree that health and accident policies are an arrangement between an insurance carrier and myself.  
Furthermore, I understand that this office will prepare any necessary reports and forms to assist me in making collection 
from the insurance company and that any amount authorized to be paid directly to this office will be credited to my 
account upon receipt.  However, I clearly understand and agree that all services rendered to me are charged directly to 
me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and 
treatment, any fees for products or professional services rendered will be immediately due and payable. 

 
 
Patient’s Signature __________________________________________   Date______________________ 


