
Ellerbrock Chiropractic Services 
New Patient Information 

 
Personal Health History 
 

Patient Name:____________________________________________________________ 
         (First)                                        (Last)                         (Middle)              

Address: ________________________________________________________________ 

 

City: _______________________ State: _________________, Zip Code: ____________ 

 

Birth date:  _____/_____/_____    Age: ____Social Security Number______-____________ 

Sex:  ____  M    _____  F Marital Status  _____ M  _____ S ____D _____W 

Home Phone: (        )_____________________ Cell Phone: (   )__________________________ 

Work Phone: (        ) ____________________E-mail: __________________________________ 

Emergency Contact:  Name: _____________________ Phone:   (        )____________________ 

Employer:___________________________   Occupation:    ____________________________ 

 

Referred to this office by:  

______________________________________________________________ 

       

**Please present your insurance card to the receptionist to be photocopied 

 
 
Please read the following carefully: 
 
I understand and agree that health and accident insurance policies are an arrangement 
between an insurance carrier and myself. Furthermore, I understand that this chiropractic 
office will prepare any necessary reports and forms to assist me in making collections 
from the insurance company and that any amount authorized to be paid directly to this 
chiropractic office will be credited to my account upon receipt.  However, I clearly 
understand and agree that all services rendered to me are charged directly to me and that I 
am personally responsible for payment.  I also understand that if I suspend or terminate 
my care and treatment, any fees or professional services rendered to me will be 
immediately due and payable and I will be responsible for any necessary collection costs.   
 
Signature of Patient: _____________________________________ 
Date:___________________ 
(Guardian if patient is under 18 years of age) 
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