[image: image1.jpg]


        Date of Birth

MO.         DAY        YR.

	patient’s Name:              Last                                   First                              M.I.
	   date of birth

mo      day        yr


	sex
	social secutity number

	patient’s Address:                  street                                  city                                          state            zip              
	                     zip
	
	
	marital status
( m  ( s  ( d  ( w
( under age 18 

	HOME Phone No.
	Business Phone no.

	Mobile phone no.
	Email Address

	Patient’s Occupation 
	Patient’s/guardian’s  Employer and address:                                 city                         state                        zip


	Name of spouse
	spouse’s employer
	occupation


	work address:         street                       city                        state              zip
	work phone
	email address

	This visit is the result of

                  Auto         On the job injury      Injury         Other, Describe

                 (               (                                      (                 (

	Date of Injury                        Where sustained?

Mo.       Day      Yr.                     Home       Auto          Other, Describe

                                                        (             (                (

	insurance and financial information

	Do You have insurance  

coverage?
	Yes ( 
NO (
	health insurance company name
	insurance address

	suscriber’s name 

	patient’s relationship to subscriber

( Self  ( Spouse  ( dependent


	subscriber’s date of birth


	subscriber’s ssn



	Identification No.
	Group NO.
	employer (if different from above)



General Office Policies

1. Payment is due at time service is received unless special arrangements are made.

2. Health and accident insurance policies are in agreement between you and your insurance carrier. COMPASS CHIROPRACTIC CENTER will prepare any necessary reports and forms to assist you in making collection from the insurance company.
3. All services rendered are charged directly to you and, as such, you are personally responsible for payment. If you should suspend or terminate your care and treatment, any fees for professional services rendered to you will be immediately due and payable.

4. A special repayment plan is available which allows savings on multiple visits. Ask the front desk for details.

5. Appointments may be changed without charge by calling to reschedule 24 hours prior to the appointment time. A $20 charge will be added for missed appointments. We request that all appointments be made 2 weeks in advance whenever possible to hold your preferred treatment time by calling 925-730-0220.

6. All medical records, including X-rays, are the property of this office by law. (Legislative Bill AB-610, Chapter 15[1982 Statutes]) Your payments are for the service only. Should you wish your records or copies of your records sent to another doctor, please ask the front desk.

7. Please refrain from using your cell phone while in the center.
8. I understand and agree to all the above office policies.

_____________________________________________
_________________________________
            Patient’s Signature



Date

Witnessed By


Date

COMPASS 


CHIROPRACTIC 


CENTER





 








CONFIDENTIAL INFORMATION QUESTIONNAIRE








