HANDS OF LIGHT CHIROPRACTIC CARE                              					 PATIENT INFORMATION 4/2011
Patient Name: ______________________________________________________________________________________
Address:___________________________________________________________________________________________
City:___________________________________________State:____________________ZIP________________________
Home Phone: (______)____________________ Cell : (_____)__________________Work: (_____)__________________
Email Address:_______________________________________________  (We send appointment  reminders by email.)
Gender:  Male      Female    Birth Date:_______________________
Employment Status:  Unemployed     Employed      Retired     Disabled      Student     part time     full time
Occupation/Job Title__________________________________ Employer:___________________________________
Start Date:________________   
Marital Status: Single         Married       Committed Partnership         Divorced       Widowed
Spouse/Partner Name:__________________________________________________  
Spouse/Partner Occupation:_____________________________ Employer_________________________________
Emergency Contact Name:_________________________________ Phone: (_____)_________________________
Relationship of Emergency Contact to Patient:_____________________________________  
What HOBBIES or ACTIVITIES do you enjoy?______________________________________________________________                                            
Primary care Physician:__________________________________________ Phone (______)_______________________
Other Physicians:___________________________________________________________________________________
Please list all major ACCIDENTS/INJURIES/FALLS you have had, continue on the back if necessary:
     Date of Injury:         Part of Body Injured:          Type of Accident:	Do you still have symptoms from this injury?:
1.
2.
3.
Please use the lines below to List All SURGERY you have had, continue on the back if necessary:
      Date:                                   Type of surgery:                                  Reason for surgery:                                 Outcome/result:
1.
2.
3.
4.
5.
Please List All MEDICATIONS which you take now, continue on the back if necessary:
     Medication name:         Reason you take it:                                 Date started:                         Results:                                                                                                                                                                                                                                     
1.
2.
3.
4.
5.
Please list all ALLERGIES:______________________________________________________________________________
Please list FAMILY HISTORY of serious illness:____________________________________________________________
Please list all other Serious MEDICAL CONDITIONS for which you have received treatment or evaluation:


I will be paying for care:  Myself (not filing insurance)   Insurance    Health Savings Account + Insurance Medicare   Medicaid    Worker Compensation   Personal Injury/Car Insurance:   Claim Number____________
Insurance Company_________________________________ Policy Number___________________________________
Group Number_______________________ Insurance Company Phone:(______)_______________________________
Insured Name:_______________________________Relationship to Patient:__________Insured Date of Birth:_______
I AM RESPONSIBLE FOR ANY BALANCE LEFT UNPAID BY INSURANCE AFTER 60 DAYS FROM THE DATE OF SERVICE.    
Patient Signature (Parent/Guardian if under age 18):_________________________________________Date:_________
