
Confidential Health Information: ________________
Care Chiropractic 134 Executive Drive #3 Patient Number
Lafayette IN 47905 ____/_____/______
(765) 448-6489 Today’s Date

______________________________ _____________________ ___/_____/___ ______
Last Name Social Security Number Birthdate Age

______________________________ _____________________ Male_____Female
First Name Middle Name (Initial) Gender

___________________________________________________ Married__Single__Divorced_Widowed
Address Marital Status

________________________ ________ ______________ ___________________________
City State Zip Code Email

___________________ ___________________ _________________________________
Home Phone Cell Phone Best time and place to reach you

Would you like to receive appointment reminders by email or text ? Cell Carrier: ____________

______________________________________ _____________________________________
Employer Occupation

______________________________________ _____________________________________
Spouses Name Whom may we thank for referring you ?

-------------------------------------------------------------------------------------------------------------------------------

____________________________________ ___________________________ ___/___/___
Insurance Carrier Insured’s Last Name Birth Date

_______________________________ ________________________ Self_____Spouse____Parent
Member ID Number Group Number Who carries this policy?

If you are covered by additional insurance please indicate : _____________________________

Assignment and Release
I certify that I, and /or my dependent(s) have insurance coverage with ___________________________
And assign directly to Care Chiropractic / Williams Chiropractic Corporation all insurance benefits, if any,
otherwise payable to me for services rendered. I understand that I am financially responsible for all
charges whether or not paid by insurance. I authorize the use of my signature on all insurance
submissions. The above named clinic may use my health care information and may disclose such
information to the above named insurance Company (ies) and their agents for the purpose of obtaining
payment for services and determining insurance benefits or the benefits payable for related services. This
consent will end when my current treatment plan is completed.

_________________________________________________ __________________________________
Signature of Patient, Parent, Guardian, Representative Relationship to Patient

_________________________________________________ _________________________________
Printed Name of Patient, Parent, Guardian, Representative Date
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