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Patient Registration


How did you hear about our office?:__________________________________
Name   Last ________________________  First _______________________  MI ____________

Birth Date _________________    Age _____    SSN#_______________________    Sex   M   F

Minor _____  Single _____  Married _____  Divorced _____  Widowed _____  Separated____

Spouse’s Name ________________________   Spouse’s Birth Date _______________________
Mailing Address




     Other Address   

 _____________________________________
      ______________________________________

City __________ St _____Zip _____________        City __________ St _____Zip ____________        

Home Phone ________________  Cell Phone __________________  Work Phone ___________


Email Address: __________________________________________________________________

Employer Name _____________________________________  Parttime ______  Fulltime ______

      Occupation_________________________________________________________________

      Address _______________________________________________________________________

City ____________________  St _____  Zip ________  Phone _______________________
Responsible Party’s Name _____________________________________________________

Address ________________________________________________________________________


City ____________________  St _____  Zip ________  Phone _________________________

Relative not Living with You _________________________  Phone ___________________


Address  ___________________________________________________________________


City ____________________  St _____  Zip ________  Phone ____________________________

Chief Complaint _________________________________________________________________

Condition Caused by:
Auto Accident
_____
   Chronic Condition
_____





Job Related Accident_____
   Illness


_____





Other (Describe) _________________________________ 


If due to an accident, in what state did the accident occur? ____________________________

I promise to pay Dahl Chiropractic Clinics all balances due for services rendered.  I understand that any insurance contracts are between me and my insurance company and that I am responsible for any amount not paid by my insurance. I further agree to pay a service charge of one and one-half (1-1/2%) per month on any unpaid balance after 30 days from treatment date and all collection costs associated with such balances, including reasonable attorney’s fees.

Date _________________     Patient/Guarantor Signature ____________________________
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