WELCOME TO DYNAMIC CHIROPRACTIC

Please complete all of the following New Patient Information,

| MaME, _ ; : _ DATE:
ALDRESS:

Gy A _STATE: = ZIP: | EMAIL ADDRESS:

HOME PHONE: P ORI PN N
BIRTHDATE: AGE SRS R AR o
MARITAL STATUS:

MARRIED ___DIVORCED SINGLE ____(FTHER
EMPLOYER; R, ) _ OCCUPATION: LT
SPOUISES NAMI: G S A OCCUPATION: SR

CHILDREER'S KAMES AND AGHS: :
WHO MAY WE THANK FOR REFERRING Al M

* CURRENT HEALTI COMPLAINTS/REASONS FOR CONSULTING THIS OFFICE:
L.
2.
3

Have vew bad sinular problems before?

[1 50, for how lomg?

L fhis a resalt o an aoto or work accident® ¥ M Diate of aceident:
Lo you hanve other family members with similar problems? Y N
Eher s seen for chis problem?
Provious surgeries:

Medicalions vou carrently lake? ALy ; ; : e
I there a chance you may be pregnant {females anlyvy?

[lave vou ever been dingnosed with cancer? Y N If so, what 1ype?

Do have health insurance? ¥ N Mame of company:

*  lunderstamd the above infarmation and guarantee this form was completed earreetly (o the best of my
kwawledge and understand itis my responsibility to inform s office of any changes 1o the information T lave
preoviced,

[ * O palicy requires payvment m Mol Tor all services eendered af (e time of visit, unless oler ATFNTCens
have been made with the doctor, IFaeeount is not poid withio 90 days, vow will he responsible for Tegsl Nees,
callection Tees and any other costs incurred with collecting your acconnt.

Sipnadure; ] H - o [rate:




