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Patient:


















Last Name



First Name




Initial

Address:

















Street


PO Box/Apt #

City 


State


Zip

Home Phone:




Cellular Phone No.:



Sex
M
F

Birthday:



 S.S. No.:




Single Married Widowed Separated Divorced

Patient’s Employer:







 Phone:





Address:


















Street
 



City


State


Zip
How did you learn of our practice?












Spouse/Guardian Name:













Spouse/Guardian Employer:







 Phone:




Address:


















         Street




City


State


Zip

Nearest relative not living with you:













                                                                                                                                 Name





Phone

In case of an emergency, whom should we notify?
















Name





Phone

Who is responsible for this account?





 Relationship to patient:



Do you have medical insurance?             Yes             No

     Name of Primary Insurance:





Policy Holder:





     Id No.:







Group No.:






     Name of Secondary Insurance:





Policy Holder:





     Id No.:







Group No.:






Is your injury work related?             Yes             No   If yes, please answer the following:

     Date of Injury:














     MCO Carrier Name:














     Employer at time of injury:












     Attorney’s Name and Phone:













Is your injury due to an auto accident?             Yes             No    If yes, please answer the following:

     Date of Injury:














     Your Auto Insurance Company Name and Phone:










     Driver of other vehicle:













     Other Party’s Insurance Company Name and Phone:










     Attorney’s name and phone:
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Present Complaint/Reason for Visit:











How did it start?














When did it start:  (Month)


(Day)



(Year)





Along with your major complaint, do you also periodically have:

( Headaches   ( Neck Pain ( Mid-Back Pain ( Low-Back Pain ( Joint Pain ( Numbness, Tingling or Pain in Limbs

Are you Pregnant?   ( YES   ( NO

Please list all physicians you are seeing:



























With my consent Fremont Medical & Chiropractic Clinic, may call my home or other designated location and leave a message on voicemail or in person in reference to any items that assists the practice in carrying out treatment, payment and healthcare operations, such as appointment reminders, insurance items, and any call pertaining to my clinic care, including prescriptions, laboratory results among others.  With my consent Fremont Medical & Chiropractic Clinic, may mail to my home or other designated location any items that assist the practice in carrying out treatment, payment and healthcare operations, such as appointment reminder cards and patient statements. 





Patient Restrictions (Please note any restriction to the above consent):								





															


I understand that Fremont Medical & Chiropractic Clinic is not required to agree to my restrictions, but if it does it is bound by this agreement. I understand any changes to this agreement must be done in writing and presented to the Fremont Medical & Chiropractic Clinic. 





I have the right to review the Notice of Privacy Practices prior to signing this consent.  








Patient's Signature (Parent/Guardian if Patient is a Minor) 									                                                                                                                                          





Date					





NOTE: Services provided to patients with HMO/PPO plans are not covered or will be covered at a reduced rate unless there is a written referral, as we are not participating providers. 





                                            AGREEMENT, ASSIGNMENT AND INFORMATION RELEASE


I agree to cooperate with Fremont Medical & Chiropractic Clinic to help them secure payment for services provided. In addition, I agree to provide requested information to Fremont Medical & Chiropractic Clinic and/or any third-party payer in order to assist with the processing or determination of status on any claim. I assign my insurance benefits to Fremont Medical & Chiropractic Clinic and authorize them or their agents to bill and release information to my insurance company, attorney, and/or third-party payer. I authorize my insurance company, attorney, and/or third-party payer to provide Fremont Medical & Chiropractic Clinic or their agents with information concerning my claim for their services provided. In addition, I authorize Fremont Medical & Chiropractic Clinic to have billings or other information reviewed by outside counsel before submission.





I hereby acknowledge that I have read, understand and agree to the above provisions.








															


Patient’s signature (Parent/Guardian if Patient is a Minor)						Date








