Get Back 2 Health Registration Form 12182007
	Patient Name      
	Today’s Date           

	Parent/Guardian      
	SS#    -  -    
	DOB           

	Address      
	City, ST, Zip                  

	Phone / Home    -   -    
	Phone / Work    -   -    
	Phone / Cell    -   -    

	Marital Status M S D W
	Spouse Name      
	Spouse DOB           

	Email      
	Employer      

	Referred By:      
	Occupation      

	Primary Care Physician *required for insurance       
	Phone    -   -    

	Chief Complaint      

	Is the reason for your visit due to an injury?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	If yes, is injury due to  FORMCHECKBOX 
 Work  FORMCHECKBOX 
 Auto accident  FORMCHECKBOX 
 Other

	Injury Date           
	Or date of symptoms           
	Ever had same condition  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	***Please Present a Copy of All Insurance Cards

	Primary Insurance Information—CHECK ONE
 FORMCHECKBOX 
 Primary Health Ins  FORMCHECKBOX 
 Auto Insurance Med Pay
	Secondary Insurance Information—CHECK ONE
 FORMCHECKBOX 
 2nd Health Ins  FORMCHECKBOX 
 3rd party AUTO Insurance  FORMCHECKBOX 
 Workers Comp

	Insurance Company      
	Insurance Company      

	Insured Name      
	Insured Name      

	Insured DOB           
	Insured DOB           

	Insured SS    -  -    
	Insured SS    -  -    

	ID/Claim#      
	ID/Claim#      

	Group/Policy#      
	Group/Policy#      

	Phone#    -   -    
	Phone#    -   -    

	Attorney Name (if applicable)      
	Phone    -   -    

	 FORMCHECKBOX 
   I do not have health insurance and wish to receive time-of-service fees. I understand that the reduced fee is offered to non-insured patients and is extended to those with current accounts only.  Past due accounts will be billed at the regular rate.



AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or chiropractic office. I authorize the doctor to release all information necessary to communicate with personal physicians and other healthcare providers and payers and to secure the payment of benefits. I understand that I am responsible for all costs of chiropractic care, regardless of insurance coverage. I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be immediately due and payable. I understand that interest is charged on overdue accounts at the annual rate of 15%. 

	Patient Signature      
	Date           

	Parent/Guardian Signature      
	Date           

	OFFICE USE ONLY
	Date
	Initials
	Pmt Amount

	Effective Date
	Ded
	Co Ins
	% Covered
	OOP
	Cal Year / Plan Year

	DC Limits
	PT Limits
	Can DC do PT  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If so, covered under PT or DC benefit? 

	X-rays
	Extremities
	Orthotics
	Pre-Cert
	Other

















