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PATIENT INFORMATION:	In compliance with requirements for the government EHR program








Full Name _________________________________________________________ D.O.B. ____/____/_______ AGE ________ 





Address _________________________________________________________ APT # __________ SSN ____ - ____ - ______





City _______________________________ State _____ Zip Code _______ Home Phone # (______) ________ - ___________





Alternate Phone (cell) (_______) ________ - ___________ EMAIL Address _________________________________________





PREFERRED METHOD OF COMMUNICATION (circle one):	PHONE		EMAIL		TEXT





Preferred Language: _____________________________      Gender:     Male  /  Female	      Marital Status:    M  S  W  D





RACE (please circle one):	American Indian or Alaska Native / Asian / Black or African American / White (Caucasian)


				Native Hawaiian or Pacific Islander / Other _____________ / I Decline to Answer





Employers Name _____________________________________________ Occupation ________________________________





Work Address ______________________________________ City ________________________ ST _____ Zip____________





Work PH# (_______) _______ - ____________ EXT. ________	Date Symptoms Began    _______ / _______ / _________





Emergency Contact ____________________________________________________ Phone (______) _______ - ___________





How were you referred to our office? ________________________________________________________________________





�





INSURANCE INFORMATION: (please circle one)





INSURANCE        WORKER’S COMP        MEDICARE       AUTO ACCIDENT       OTHER       NO INSURANCE (SKIP THIS SECTION)








PRIMARY INSURANCE: _________________________________________________	INSURED D.O.B.	_____ / _____ / ________





POLICY NUMBER ____________________________________________ GROUP NUMBER ________________________________





NAME OF INSURED: _____________________________________________	RELATIONSHIP TO PATIENT: _________________	








SECONDARY INSURANCE: ________________________________ POLICY NUMBER ____________________________________





NAME OF INSURED: _____________________________________________	RELATIONSHIP TO PATIENT: _________________





AUTHORIZATIONS AND RELEASE:	 I authorize payment of insurance benefits directly to Woodstock Chiropractic Clinic.  I understand and agree to allow Woodstock Chiropractic Clinic to use their Electronic Health Records (EHR) for the purpose of treatment, payment, healthcare operations and coordination of care.  I understand that I am responsible for all costs, regardless of insurance coverage.  I also understand that if I suspend or terminate my schedule of care as determined by Woodstock Chiropractic Clinic, any fees for professional services will be immediately due and payable.  I understand that there may be a late fee charged on overdue accounts.  The patient understands and agrees to allow Woodstock Chiropractic Clinic to use their EHR for the purpose of treatment, payment, healthcare operations and coordination of care.  We want you to know how your EHR is going to be used in this office and your rights concerning those records.  If you would like to have a more detailed account of our policies and procedures concerning the privacy of your EHR, we encourage you to read the HIPPA NOTICE that is available to you at the front desk before signing this consent.  








Patient’s Signature: _____________________________________________________	Date: _____________________





Guardian Signature: _____________________________________________________	Date: _____________________












