PROVANCE CHIROPRACTIC
SPORTS, FAMILY & REHABILIATION CLINIC

PATIENT INTRODUCTION FORM

Name Name Called Date of Birth Age
Address City State Zip
Home Phone Work Cell
Email
Married Single Divorced Widowed Social Security Number
Employed Employed by Full Time Student
Have You Had Previous Chiropractic Care? Where?
Who Referred You? Relationship
Sports You Participate In?
WOMEN ONLY Are You Pregnant? Date of Last Menstrual Cycle
Name of Wife or Husband Ages of Children
Spouse’s Employer Spouse’s Business Phone
Nearest Relative Not Living with You
Relative’s Address Phone Number
Who is Responsible for Your Bill? Self  Spouse  Parent  Employer  Insurance Other
How will Payment be Made?

Cash Check Credit Card

Health Insurance Worker’s Comp Auto Insurance Policy
Insured Name:

Insured Date of Birth:

Is your current condition related to current or previous employment? Yes_ No
Is your current condition related to an auto accident? Yes No
Is your current condition related to another type of accident? Yes No

Patient’s or Authorized Person’s Signature: [ authorize the release of any medical or other information
necessary to process my insurance claim. This is to serve as a long-term authorized card.
Signed Date

Insured or Authorized Person’s Signature: I authorize payment of medical benefits to Provance Chiropractic for
the services described on the insurance form. This authorization is to apply to all occasions of service until it is
revoked in writing.

Signed - Date

If you are paying cash: I understand that payments are due when services are rendered unless other specific
arrangements are made in advance.

If you are filing insurance: I understand that whatever amounts are not collected from insurance claims, I
personally owe the clinic the remaining balance.

Signature Date
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