
                            Patient Application for Treatment 
 

TODAY’S DATE______________________                                                                   ACCOUNT #________________________ 
 

NAME___________________________________GENDER____________DATE OF BIRTH_________________AGE_________ 
 

ADDRESS_______________________________________CITY________________________STATE______ZIP_____________ 
 

HOME PHONE___________________MOBILE PHONE________________________Are you a full time student?       YES       NO 
 
MARITAL STATUS: S M D W   NAME OF SPOUSE_____________________________ # OF CHILDREN_____  AGES________ 
 
EMAIL______________________________________________        HEIGHT_______’_______”_  WEIGHT ____________
 

LBS_ 

OCCUPATION____________________________EMPLOYER___________________________PHONE____________________ 
 
ADDRESS_______________________________________CITY________________________STATE______ZIP_____________ 
 
HAVE YOU EVER BEEN TO A CHIROPRACTOR?       YES       NO  HOW LONG HAS IT BEEN? _________________________ 
 
SOCIAL SECURITY # ________-________-_________  WHO REFFERED YOU TO OUR OFFICE? _______________________ 
 
IN CASE OF AN EMERGENCY:  CONTACT___________________________________PHONE__________________________ 
 
PRIMARY INSURANCE:_______________________________   SECONDARY INSURANCE:____________________________ 
 
HAVE YOU EVER SUFFERED OR BEEN DIAGNOSED AS HAVING:                
  

For Doctor’s Use Only 

Y N *Broken or Fractured Bones Y N *Osteoarthritis Y N Eating Disorder 
Y N Circulatory Problems  Y N Epilepsy  Y N Alcoholism 
Y N *Rheumatoid Arthritis  Y N Pacemaker Y N Drug Addiction 
Y N Seizures/Convulsions Y N Strokes  Y N HIV Positive 
Y N A Congenital Disease Y N *Cancer  Y N Gall Bladder 
Y N Excessive Bleeding  Y N Ulcers  Y N *Head Problems 
Y N High/Low Blood Pressure Y N Ruptures  Y N Depression 
Y N *Diabetes   Y N Coughing Blood Y N Tumors 

  
*Explanation______________________________________________________________________ General:  
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
WHEN WAS YOUR LAST PHYSICAL EXAM? ___________________________________________ 
 
NAME OF YOUR FAMILY DOCTOR_________________________PHONE____________________      Injury Type: 
 
WHEN WAS THE LAST TIME YOU WERE INVOLVED IN AN ACCIDENT OF ANY KIND? _________ 
 
_________________________________________________________________________________ 
 
 
HAS ANYONE IN YOUR FAMILY HAD ANY OF THE FOLLOWING: 

 
              TUBERCULOSIS          CANCER            HEART CONDITION            DIABETES                       Drug Allergies: 
 
 
IF YES, PLEASE EXPLAIN ___________________________________________________________ 
 
_________________________________________________________________________________ 
                                                                                                                                                                             
_________________________________________________________________________________           See Meds Addendum 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 
 

 

 
Insurance Patients 

 
Our office does not guarantee that your insurance will pay. We will make every effort, at the 

beginning of your health care, to receive verification of your policy and it’s benefits. However, 
if for some reason, your insurance claim is denied, you are responsible for the full amount of 

your bill. 
 

I Authorize the Release of any Medical Information Necessary to Process the Claim. 
 

If my current policy prohibits direct payment to doctor, then I hereby also instruct and direct 
you to make out the checks to me and mail it as follows: 

 

Beaumont Chiropractic 
 

 
I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO THEM FOR SERVICES RENDERED 

 
 

 
SIGNED (Insured or Authorized Person)      Date_____________________ 

 
 
 

                Consent To Treatment of Minor Child 
 
 
I hereby authorize Beaumont chiropractic and 
whomever  may designate as his assistant(s) to 
administer chiropractic care as he deems necessary to 
my 
   (indicate relationship to child). 
 
 
Name:        
 
Address:      
        
 
Date:        
 
Signed:       
   Parent or Guardian 
 
Witnessed:       
 
 

   Date:     
 
 
I      , in signing this 

form, state to the best of my knowledge there is no 

pregnancy (confirmed or suspected) at the time this 

service was performed. 

 
 
       
      Patient’s Signature 
 
       
             Witness 
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