Confidential Patient Registration

Charlton Chiropractic & Wellness Center 
Patient Information
Name: (First, Middle, Last):_____________________________________________________________________Date of Birth:________________

Address:_________________________________________________________________ (City, State, Zip):________________________________

Social Security #:_______________________
 Sex:    M    F         Marital Status:    Single    Married    Widowed    Divorced

Home Phone:______________________ Cell Phone:______________________ Carrier:________________ Work Phone:____________________

Preferred Name:______________ Prior Name:___________________ E-mail Address:________________________________________________
Employment:    Employed    Student    Other    Employer:_________________________________ Occupation:_____________________________
Do we have your permission to send you e-mail newsletters and appointment reminder e-mails?       Yes    No    
      Texts?    Yes   No
Who should we contact in case of emergency? Name:_________________________________ Phone:_____________ Relationship to you:__________________________  
Responsible Party Information

Name:______________________________________________ Date of Birth:_____________________ Social Security #:____________________

Address:_____________________________________________(City, State, Zip):____________________________Phone Number:____________

Relationship to Patient:___________ Employer:____________________________________ Occupation:_________________________________

Medicare Information (If Applicable)

Name of Insured:_________________________________________________ Relationship to Patient:___________________________________
Insured’s Date of Birth:_____________________ Social Security #____________________ Medicare ID Number___________________________
Spouse Information

Name: (First, Middle, Last)______________________________________________________________
Date of Birth:_______________________
Address:_____________________________________________________ (City, State, Zip):____________________________________________
Social Security #:_____________________________Employer:________________________________ Employer Phone:_____________________

How Were You Referred to Our Office?

By a Patient     By a Doctor     Phone Book      Internet   (Please Circle)            Who referred you:__________________________________________
Health History

Describe Current Complaint:_______________________________________________________________________________________________
List All Operations:_______________________________________________________________________________________________________
List Current Medications:_________________________________________________________________________________________________
List Current Vitamins/ Supplements:________________________________________________________________________________________

Please Circle Any of the Following Conditions That You Have Now or Have Had in the Past:


Cancer

Diabetes

High Blood Pressure
Arthritis

Stroke

Epilepsy

Asthma


Dizziness
Cholesterol
Multiple Sclerosis

Fatigue

Heart Trouble
Digestive

Anemia

I voluntarily consent to receive medical and health care services to include diagnostic procedures, examination, and treatment.  

I understand that Charlton Chiropractic is required to follow specific privacy regulations.  A copy of the Notice of Privacy Practices is available to me at any time by asking a staff member.

I authorize Charlton Chiropractic to release any medical information needed to determine benefits payable by my insurance policy.  This authorization shall remain valid until written notice is given by me revoking said authorization.  I understand that I am financially responsible for all charges.

I certify that I have read this form and understand its contents.

Patient or Other Legally Authorized Person:_________________________________________________ Date:_________________

